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HOW  A STUDENT 
WHO  COULDN’T  LEARN 
TAUGHT  EVERYONE 
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Everyone  thought  Matthew  Francisco 
was  failing  school. 

But  was  he  really? 

You  see.  Matthew  has  a learning 
disability.  And  no  matter  what  his  par- 
ents and  teachers  did,  his  problem  only 
seemed  to  worsen.  (Matthew  even  started 
running  away  from  home  to  avoid  school.) 

Finally  Matthew’s  mother,  Barbara, 
did  some  homework  of  her  own  and  got 
in  touch  with  the  Minnesota  Association 
for  Children  and  Adults  with  Learning 
Disabilities,  a United  Way  supported 
agency. 

The  Association  helped  Barbara  deal 
with  Matthew  at  home  and  his  teachers 
deal  with  him  at  school. 

Before  long  Matthew  was  solving  prob- 
lems in  school  instead  of  just  being  one. 


And  through  her  involvement  with  The 
Association.  Barbara  now  schools  other 
parents  with  learning  disabled  children. 

This  is  just  one  of  thousands  of  similar 
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United  Way  does  a lot  in  your 
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to  care  for  the  elderly. 

And  what  makes  it  all  work  are 
generous  contributions  from  people  like 
yourself. 

People  who  realize  that 
without  their  help.  United 
Way  simply  cannot  exist. 

Matthew,  his  parents  and 
his  teachers  thank  you. 

So  do  we. 
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Interventional  uroradiology  has  revolutionized 
the  practice  of  urology  by  expanding  upon 
diagnostic  techniques  and  modes  of  treatment. 
Development  of  new  instrumentation  techniques 
such  as  catheters,  guidewires,  and  especially  the 
fine  needle,  have  made  these  techniques  safe  and 
simple.  Consultation  between  the  radiologist  and 
urologist  is  essential  in  performing  interventional 
uroradiology. 

'TpHE  scope  of  interventional  uroradiology  has 
increased  steadily  during  the  past  few  years. 
Many  physicians,  however,  continue  to  be  un- 
aware of  its  usage.  Previously,  percutaneous 
technique  was  performed  with  difficulty  because 
of  poor  localization  technique.  More  recently, 
the  introduction  of  computed  tomography, 
ultrasonography  and  image  intensifier  fluoros- 
copy has  greatly  expanded  the  potential  for 
accurate  localization  of  the  lesion.  Development 
of  new  instrumentation  techniques  such  as 
catheters,  guidewires,  and  especially  the  fine 
needle,  have  made  these  techniques  safe  and 
efficient.  Interventional  uroradiology  has  altered 
the  urological  modes  of  practice. 

Intravenous  urography  is  the  most  common 
means  of  demonstrating  the  anatomy  of  the  upper 
urinary  tract.  Intravenous  urography  is  fre- 
quently inadequate,  especially  in  the  presence  of 
depressed  renal  function  or  obstruction.  In  most 
institutions,  retrograde  pyelography  is  the  next 
step  in  evaluating  the  upper  urinary  tract;  how- 
ever, retrograde  pyelography  carries  certain  dis- 
advantages. It  frequently  requires  general 
anesthesia,  bacteria  can  be  introduced  into  the 


urinary  tract,  and  often  it  cannot  be  performed 
because  of  urethral  stricture,  bladder  tumor  or 
distal  ureteral  obstruction. 

Antegrade  pyelography  is  then  called  upon  to 
define  the  upper  collecting  system.  Antegrade 
pyelography  is  the  diagnostic  method  of  choice 
in  demonstrating  the  upper  urinary  tract  in 
patients  with  conduit  diversion  who  have  poor 
renal  function  by  intravenous  urography  and  do 
not  reflux  on  loop-o-gram.  Also,  antegrade 
pyelography  is  required  in  certain  patients  to 
better  visualize  an  upper  urinary  tract  fistula  or 
a poorly  visualized  transplanted  kidney. 

Optimal  Imaging  Provided 

The  dense  opacification  obtained  by  antegrade 
pyelography  provides  optimal  imaging  in  better 
defining  the  possible  cause  of  obstruction.  In 
patients  where  a distal  ureteral  obstruction  may 
not  be  well  defined  on  intravenous  pyelography, 
antegrade  pyelography  via  direct  percutaneous 
needle  puncture  of  the  dilated  pelvis  may  be 
easier  than  retrograde  pyelography  (Figure  1). 
When  hydronephrosis  is  suspected  in  children, 
the  procedure  of  choice  is  ultrasonography,  which 
eliminates  contrast  injection. 

The  determination  of  the  site  and  cause  of 
obstruction  on  intravenous  urography  may  oc- 
casionally be  confusing  because  the  excreted 
contrast  material  is  diluted  by  the  retained  urine. 
Antegrade  pyelography  can  more  accurately 
demonstrate  the  renal  anatomy.  Also,  uretero- 
celes can  easily  be  demonstrated  with  ultrasound 
on  examining  the  urinary  bladder. 

Prior  to  the  advent  of  ultrasound,  a child 
whose  kidney  failed  to  visualize  on  intravenous 
urography  usually  required  pyelography  or  renal 
angiography  to  establish  the  diagnosis.  Now, 
the  diagnosis  can  often  be  made  by  ultrasonic 
examinations  without  recourse  to  invasive  tech- 
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niques.  Because  of  its  non-invasive  nature, 
ultrasonography  will  play  a greater  role  in 
pediatric  urology. 

The  percutaneous  approach  to  the  ureter  is 
an  effective  method  for  diagnosis  and  treatment 
of  selected  urologic  diseases.  Obstructive 
uropathy  can  be  a terminal  event  in  patients 


Figure  1.  Antegrade  pyelogram  demonstrating 
distal  ureteral  obstruction  (arrow).  Note  the  needle 
in  the  right  renal  pelvis  prior  to  contrast  injection. 


Figure  2.  Bilateral  antegrade  pyelograms  demon 
strating  hydroureteronephrosis. 


with  advanced  pelvic  malignancies,  particularly 
cervical  carcinoma.  When  the  retrograde  ap- 
proach via  cystoscopy  fails  or  is  contraindicated, 
supravesical  urinary  diversion  such  as  uretero- 
stomy, nephrostomy  (Figure  2)  and  intestinal 
conduits  have  been  performed  with  varying  de- 
grees of  morbidity,  mortality  and  success.  The 
percutaneous  technique  offers  an  alternative  ap- 
proach to  the  use  of  indwelling  ureteral  stent 
catheters  (double  “J”  ureteral  catheters)  in  re- 
lieving the  obstruction  and  leaving  the  patient 
with  no  external  drainage  appliances  (Figure  3). 
Retrograde  ureteral  catheterization  can  be  dif- 
ficult or  impossible  in  patients  with  retroperi- 
toneal fibrosis.  Prior  to  surgical  ureterolysis, 
ureteral  stents  passed  percutaneously  can  be  a 
guide  to  the  surgeon  in  preventing  accidental 
ureteral  injury. 

Diagnosing,  Treating  Abscesses 

Renal  and  retroperitoneal  abscesses  are  un- 
common lesions  that  may  present  diagnostic  and 
therapeutic  problems.  In  the  past,  many  of  these 
lesions  were  recognized  only  if  the  clinical 
suspicion  was  high,  and  many  retroperitoneal 
abscesses  were  discovered  only  at  autopsy.  The 
need  for  prompt  diagnosis  and  treatment  of  these 
abscesses  has  been  documented  in  the  medical 
literature.  The  advent  of  ultrasonography  and 


Figure  3.  Bilateral  indwelling  double  “J”  ureteral 
stents  with  temporary  nephrostomy  tubes. 
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computed  tomography  has  facilitated  more  rapid 
and  accurate  diagnosis  of  abscesses,  and  also  has 
defined  precisely  their  extent.  This  precision  of 
anatomic  detail  combined  with  the  display  of 
the  abscess  in  relation  to  adjacent  organs  has 
made  percutaneous  diagnostic  aspiration  a safe 
routine  procedure.  Percutaneous  abscess  drain- 
age via  a catheter  guided  by  computerized 
tomography  and  ultrasonography  is  a radical  de- 
parture from  the  traditional  surgical  principles 
of  incision  and  drainage. 

Lymphangiography  is  used  frequently  to  stage 
patients  with  either  prostate  or  bladder  cancer. 
The  false  negative  rate  of  lymphangiography 
in  determining  metastatic  disease  to  regional 
pelvic  nodes  is  around  25  per  cent.  The  most 
commonly  used  method  of  regional  lymph  node 
evaluation  in  patients  with  prostate  or  bladder 
cancer  is  surgical  removal  of  the  nodes.  The  use 
of  fine-needle  biopsy  of  the  opacified  nodes  when 
the  aspirant  is  positive  confirms  metastatic 
malignant  disease.  This  knowledge  will  not  only 
reduce  the  number  of  operations  but  also  the 
complications  that  are  associated  with  a pelvic 
lymphadenectomy.  When  the  masses  or  nodes 
are  large,  aspiration  biopsy  may  be  performed 
with  only  ultrasonography. 

In  renal  mass  lesions,  the  diagnosis  may  not 
be  evident  after  ultrasonography,  computerized 
tomography  or  renal  angiography.  Percutaneous 
fine-needle  aspiration  guided  by  ultrasonography 
often  may  establish  a diagnosis.  Percutaneous 
antegrade  brush  biopsy  under  fluoroscopic  con- 
trol often  may  establish  a diagnosis  of  renal 
pelvic  lesions  when  retrograde  ureteral  techniques 
fail. 

Dissolution  of  Stones 

Treatment  of  renal  calyceal  and  pelvic  calculi 
by  dissolution  via  percutaneous  nephrostomy 
tubes  can  successfully  dissolve  some  calculi 
(struvite,  cysteine  and  uric  acid).  In  our  ex- 
perience, the  dissolution  of  stones  is  comple- 
mentary to,  rather  than  competitive  with,  surgery. 
Irrigation  has  the  capacity  to  dissolve  stones  in 
patients  who  are  a surgical  risk  and  in  those  in 
whom  previous  renal  operations  would  render 
re-exploration  difficult.  Small  fragments  of 
stones  that  cannot  be  removed  at  surgery  may 
also  be  treated  by  dissolution. 

Recurrent  calcium  calculi  often  are  trouble- 
some to  treat  because  of  technical  difficulties 
associated  with  reoperation.  Attempts  to  dis- 
solve these  stones  by  irrigation  with  various 
solutions  have  been  unsuccessful.  Stones  up  to 
15  mm.  in  diameter  can  be  removed  from  the 
pelvocalyceal  system  or  proximal  ureter  by 
establishing  a percutaneous  nephrostomy.  A 


Dormia  stone  basket  can  be  passed  through  the 
nephrostomy  tube  and  the  stone  extracted  under 
constant  tv  monitoring  with  fluoroscopic  guid- 
ance (Figure  4). 

Transcatheter  Arterial  Embolization 

Transcatheter  arterial  embolization  is  an  at- 
tractive method  of  treatment  of  renal  hemor- 
rhage. Patients  with  life-threatening  hematuria 
from  a traumatic  arteriovenous  fistula  previously 
were  treated  by  either  partial  or  total  nephrec- 
tomy. The  fistula  can  now  be  occluded  by 
transcatheter  arterial  embolization  with  an 
inert  material  preserving  renal  tissue.  Also, 
transcatheter  arterial  embolization  of  the  renal 
artery  prior  to  radical  nephrectomy  in  the  treat- 
ment of  large  renal  tumors  may  reduce  blood 
loss  during  surgery.  This  method  of  treatment  is 
technically  easy,  has  been  associated  with  mini- 
mal morbidity,  and  is  cost  effective. 

Percutaneous  transluminal  renal  angioplasty 
has  recently  emerged  as  a potential  alternative 
to  renovascular  surgery  in  the  treatment  of 
renovascular  hypertension  and  renal  functional 
impairment  secondary  to  renovascular  stenosis. 
Conventional  treatment  of  such  patients  has  em- 
ployed renovascular  surgery  or  pharmacotherapy. 


Figure  4.  Dilatation  of  percutaneous  nephrostomy 
tract  for  stone  extraction.  Note  indwelling  ureteral 
stent  to  prevent  calculi  from  entering  the  ureter. 
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Renovascular  surgery  in  the  patient  with  general- 
ized atherosclerotic  disease  is  reported  to  have 
graft  failure  in  the  10-  to  20-per  cent  range  and 
a mortality  approaching  10  per  cent.  Given  the 
high  risks  associated  with  renovascular  surgery 
and  the  commonly  unfavorable  overall  prognosis 
of  these  patients,  a conservative  approach  of 
treatment  is  often  adopted.  It  should  be 
emphasized  that  treatment  of  such  patients  by 
merely  employing  antihypertensive  medication 
fails  to  address  the  vital  issue  of  hyproperfusion 
of  the  stenosed  kidney  and  with  possible  further 
impairment  in  renal  function.  The  employment 
of  percutaneous  transluminal  renal  angioplasty  in 
combination  with  antihypertensive  medication 
may  lead  to  substantial  improvement  in  renal 
function  and  amelioration  of  hypertension. 

In  most  studies,  fibromuscular  lesions  appear 
to  be  very  amenable  to  dilatation  with  good 
long-term  results;  whereas,  atherosclerotic  lesions 
tend  to  recur  because  atherosclerosis  is  a 
progressive  disease  that  is  unlikely  to  be  arrested 


by  mere  dilatation.  It  appears  that  many  patients 
who  are  referred  for  angioplasty  are  at  too  high 
a surgical  risk  and  so  are  unlikely  to  have  their 
renal  arterial  lesions  surgically  corrected  if 
angioplasty  fails.  Therefore,  angioplasty  may  be 
considered  an  alternative  to  medical,  rather  than 
to  surgical,  management. 

Consultation  Essential 

Consultation  between  the  radiologist  and 
urologist  is  essential  in  performing  interventional 
uroradiology.  Many  of  the  recent  advances  in 
endourology  have  been  made  by  radiologists. 
Complications  can  follow  instrumentation  of  the 
urinary  tract,  and  important  decisions  about 
management  have  to  be  made  by  the  urologist. 
The  latter,  in  collaboration  with  the  radiologist, 
should  take  a greater  interest  in  this  rapidly 
expanding  field  which  has  revolutionized  many 
urological  procedures. 

For  a list  of  references,  contact  the  authors. 
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Colorectal  cancer  represents  an  increasingly 
important  health  care  problem  in  the  United 
States.  In  West  Virginia  alone,  it  is  estimated 
that  1,000  new  cases  will  be  identified  in 
1984. 1 Although  great  progress  has  been  made  to 
decrease  the  mortality  from  other  types  of  can- 
cer, no  significant  change  has  occurred  in 
mortality  rates  for  colorectal  cancer  in  the  past 
50  years.  Many  deaths  from  colorectal  cancer 
are  preventable.  Physicians  can  assume  a major 
role  in  altering  the  statistics  of  colorectal  cancer 
by  implementing  effective  colorectal  screening 
modalities  to  facilitate  early  detection,  diagnosis 
and  prompt  treatment. 

/^olorectal  cancer,  a major  health  problem 
in  the  United  States  as  well  as  other  areas 
of  the  world,  is  second  only  to  carcinoma  of  the 
lung  in  cancer  mortality.  The  American  Cancer 
Society  ( ACS  ) estimates  that  130.000  new  cases 
of  colorectal  cancer  will  be  diagnosed  in  1984, 
and  that  59,400  individuals  will  die.1  The  sur- 
vival rate  for  colorectal  cancer  is  only  slightly 
better  today  than  in  the  1930s;15  but,  when  dis- 
covered and  treated  early,  the  five-year  survival 
rate  is  around  75  per  cent.1  Unfortunately,  most 
patients  present  to  their  physicians  at  a later 
stage  and,  therefore,  the  five-year  survival  rate 
for  colorectal  cancer  is  only  around  25  per  cent1 
( Table  1 ) . 

Etiology  of  Colorectal  Cancer 

Colorectal  cancer  usually  originates  with  the 
development  of  a polyp  or  lesion  in  the  large 
bowel  or  rectum.  Because  there  are  no  early 
warning  signs,  patients  are  frequently  asympto- 

°This  project  was  made  possible  through  clinical  funds 
provided  by  the  Veterans  Administration  Medical  Center, 
Huntington,  West  Virginia. 

00  During  the  preparation  of  this  manuscript,  Ms. 
Messner  functioned  as  G.I.  Nurse  Clinician  at  the  VA 
Medical  Center,  Huntington. 


matic  until  the  disease  has  progressed.  There  is 
a great  deal  of  evidence  to  indicate  that  approxi- 
mately 95  per  cent  of  all  colorectal  cancers  arise 
from  pre-existing  adenomatous  polyps,7  a process 
which  may  involve  five  to  10  years,  or  longer.8 

A polyp  is  described  as  a benign  or  malignant 
mass  protruding  into  the  lumen  of  the  bowel 
wall;  it  is  “sessile”  if  it  has  no  stalk  and 
“pedunculated”  if  a stalk  is  present.16  Adeno- 
matous polyps,  which  constitute  the  majority  of 
colonic  polyps  greater  than  five  millimeters  in 
diameter,  are  present  in  five  to  10  per  cent  of 
all  individuals  over  the  age  of  45,  and  are 
significant  because  a percentage  of  these 
benign  polyps  possess  malignant  potential.  The 
tendency  for  malignant  degeneration  increases 
as  the  size  of  the  polyp  surpasses  one  centimeter, 
and  as  time  elapses.  Early  detection  and  safe 
removal  of  polypoid  lesions  by  cautery  snare 
during  full  colonoscopy,  and  searching  for  other 
synchronous  lesions  during  this  procedure,  can 
significantly  decrease  mortality  from  colorectal 
cancer. 

Risk  Factors  in  Development  of 
Colorectal  Cancer 

Colorectal  cancer  is  uncommon  in  under- 
developed nations,  but  is  observed  with  increas- 
ing frequency  in  the  western  world.  It  is 
theorized  that  diets  low  in  fiber  and  high  in 
refined  sugar18  and  meat  protein  result  in  in- 
creased and  prolonged  contact  of  possible 
carcinogens  with  the  colonic  mucosa.  The 
etiological  role  of  exposure  to  environmental  and 
industrial  carcinogens  is  under  investigation. 

Although  colorectal  cancer  does  not  discrimi- 
nate between  race  or  sex,  it  is  more  common 


TABLE  1. 

ACS  Estimated  Data  on  Colorectal  Cancer  for  1984 


INCIDENCE 

130,000 

New  Cases 

(90,000 

Colon  Cancer, 

40,000 

Rectal  Cancer) 

DEATHS 

59,400 

5-YEAR  SURVIVAL  RATE 

76% 

Colon  Cancer 

WITH  EARLY  DIAGNOSIS 
AND  TREATMENT 

73% 

Rectal  Cancer 

5- YEAR  SURVIVAL  RATE 
WITH  DELAYED 

28% 

Colon  Cancer 

DIAGNOSIS 

23% 

Rectal  Cancer 

AND  TREATMENT 
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among  urban  populations  and  people  of  higher 
socioeconomic  status.9  Risk  factors  in  the  de- 
velopment of  colorectal  cancer  are  illustrated  in 
Table  2.  Although  these  risk  factors  contribute 
to  the  development  of  colorectal  carcinoma  in 
varying  degrees,  all  are  associated  with  a greater 
risk  of  developing  colorectal  cancer  when  com- 
pared to  the  general  population.  The  most  easily 
determinable  risk  for  colorectal  cancer  is  age, 
as  the  incidence  begins  to  increase  at  age  40, 
doubles  at  age  50  and  at  each  consecutive  decade 
until  age  80  when  it  levels  off.20  Ninety-eight 
per  cent  of  all  colorectal  cancer  occurs  in  indi- 
viduals over  age  40. 8 

Public  Attitudes  Toward  Colorectal  Cancer 

A recent  survey  by  the  ACS  Public  Informa- 
tion Service  indicated  that  individuals  are  willing 
to  discuss  colorectal  cancer  with  their  family 
and  friends,  but  are  reluctant  to  approach  their 
physicians  regarding  the  topic.  This  is  note- 
worthy, indeed,  as  colorectal  cancer  has  often 
been  termed  “the  cancer  nobody  talks  about.”2 
As  a result,  asymptomatic  individuals  are  often 
hesitant  to  participate  in  a stool  screening  pro- 
gram due  to  embarrassment  or  an  unwarranted 
fear  that  a diagnosis  of  colorectal  cancer  is 
automatically  associated  with  death  or  the  need 
for  a permanent  colostomy.  In  reality,  a 
permanent  colostomy  is  required  in  less  than 
15  per  cent  of  individuals  with  colorectal  cancer.4 

Although  the  women’s  movement  has  facili- 
tated an  improved  attitude  among  women  toward 
their  bodies,  greatly  enhancing  early  detection 
and  treatment  of  some  gynecological  carcinomas, 
this  is  not  true  for  colorectal  cancer.13  Screening 
for  colorectal  cancer  should  be  as  routine  as  the 

TABLE  2. 

Risk  Factors  in  the  Development  of  Colorectal 
Cancer* 

— All  patients  over  age  40 1 7 

— Strong  personal  or  family  history  of  cancer, 
especially  colorectal  cancer8-1 1 

— Presence  of  multiple  polyps,  or  one  or  more 
adenomas17 

— Longstanding  inflammatory  bowel  disease8 

— History  of  female  genital  cancer,  breast  or  bladder 
cancer8 

— History  of  ureterocolic  anastomosis  for  urinary 
diversion15 

— Gastrointestinal  familial  polyposis  syndromes 
(Familial  polyposis  coli,  Gardner  syndrome, 

Turcot  syndrome)8 


0 Although  these  risk  factors  contribute  to  development 
of  colorectal  carcinoma  in  varying  degrees,  all  are  as- 
sociated with  a greater  risk  of  developing  colorectal 
cancer  compared  to  the  general  population. 


Papanicolau  smear  for  cervical  cancer,  but  in 
reality,  this  is  not  done.  Shapiro’s  program  con- 
cluded that  colorectal  screening  procedures  are 
not  regularly  even  offered  as  part  of  the  routine 
physical  exam.14  In  addition,  the  digital  rectal 
exam  is  probably  the  most  frequently  deferred 
examination  in  the  practitioner’s  office,  which, 
if  performed,  would  detect  approximately  10  per 
cent  of  all  colorectal  cancers.8 

In  some  cultures  there  are  strong  taboos  as- 
sociated with  bodily  excretory  functions.13  In 
Appalachian  West  Virginia,  many  individuals 
may  view  the  bowel  issue  as  far  too  private  for 
discussion,  even  if  there  is  a strong  family  history 
of  colorectal  cancer.  Also,  some  Appalachians 
often  do  not  appreciate  the  need  for  preventive 
medicine  and  seek  medical  care  only  in  response 
to  a full-blown  crisis.  These  attitudes  and  be- 
haviors, which  are  difficult  to  change,  are 
tremendous  detriments  to  the  early  recognition 
and  effective  treatment  of  colorectal  cancer. 

Early  Detection 

“To  test  or  not  to  test”  is  an  issue  increasingly 
encountered  by  practitioners  in  recommending 
stool  screening  to  asymptomatic  patients.  Dr. 
David  M.  Eddy  of  Duke  University  observed 
that  only  breast  and  colorectal  cancer  have  RCTM 
proof  ( randomized  controlled  trials  with  an  end- 
point of  mortality)  that  early  detection  signifi- 
cantly decreases  mortality.3  However,  the 
technological  advances  so  important  in  diagnosis 
and  treatment  of  colorectal  cancer  are  not  substi- 
tutes for  early  screening  measures. 

There  are  a variety  of  early-detection,  stool- 
screening methods  currently  available  to  prac- 
titioners which  are  convenient,  inexpensive  and 
aesthetically  acceptable.  One  such  method  is  a 
chemical  test  which  is  designed  to  detect  occult 
or  microscopic  blood  in  the  stool  by  the  use  of 
guaiac-impregnated  slides.  This  method  is  an 
old  concept  dating  back  to  the  1890s,10  but  has 
been  perfected  so  that  the  patient  may  complete 
the  three-day  serial  test  in  the  privacy  of  his  home 
with  90-per  cent  sensitivity  for  detection  of 
bleeding  lesions  when  specific  instructions  are 
followed. 

Because  almost  all  colorectal  lesions  bleed  on 
an  intermittent  basis,  it  is  imperative  to  obtain 
a series  of  stool  specimens,  as  random  testing 
may  yield  many  false  negative  results.  The 
presence  of  occult  blood  in  one  or  more  speci- 
mens alerts  the  practitioner  to  proceed  with  fur- 
ther investigation  to  determine  the  source  and 
etiology  of  the  bleeding.  It  must  be  stressed  that 
this  procedure  is  not  specific  for  colorectal  can- 
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cer.  Significant  quantities  of  blood  elsewhere  in 
the  gastrointestinal  tract  may  yield  positive  re- 
sults, revealing  other  disorders  such  as  ulcers, 
polyps,  inflammatory  bowel  diesease  and  diver- 
ticulae.  Also,  a negative  result  is  no  assurance 
that  an  individual  is  free  of  colorectal  cancer. 

One  important  reason  for  instituting  serial 
stool  screening  procedures,  in  addition  to  the 
rectal  exam,  is  that  the  general  distribution  of 
colorectal  lesions  appears  to  have  migrated  more 
proximally  within  the  colon  over  the  past  20 
years,  and  many  colorectal  lesions  are  not  dis- 
covered on  the  rectal  exam  or  proctosigmoidos- 
copy.8 The  non-invasive  fecal  occult  blood  test, 
however,  is  a tool  which,  in  fact,  is  capable  of 
assessing  the  entire  gastrointestinal  tract  for  ac- 
tive bleeding. 

Chemical  screening  for  fecal  occult  blood  can 
be  accomplished  in  a variety  of  settings,  from 
mass  public  screenings  to  the  more  individualized 
screening  efforts  in  the  office  of  the  primary 
care  physician.  The  concerned  practitioner,  with 
his  knowledge  of  the  patient’s  medical  and  family 
history,  is  in  a key  position  to  identify  the 
patient  at  risk,  to  see  the  patient  in  an  asympto- 
matic stage,  to  perform  screening  at  regular  inter- 
vals, and  to  provide  appropriate  medical  follow- 
up.8 Many  individuals  are  literally  dying  of 
embarrassment.  The  primary  care  physician  can 
be  a catalyst  in  changing  the  statistics  of 
colorectal  cancer. 

Literature  Review  of  Past 
Colorectal  Screening  Programs 

The  usefulness  of  stool  screening  in  reduction 
of  colorectal  cancer  mortality  and  cost-effective- 
ness remains  to  be  demonstrated  in  reference  to 
a large  target  population.  A number  of 
pharmaceutical  firms  have  marketed  the  guaiac- 
impregnated  slides.  The  test  is  now  available  as 
a non-prescription  item. 

Strengths  and  weaknesses  of  past  mass  stool 
screening  data  suggest  important  implications 
in  designing  a high-quality,  cost-effective  pro- 
gram. In  the  1978  ACS  Chicago  screening  of 
54,000  individuals,  the  following  was  demon- 
strated.19 

• Of  the  4.4  per  cent  of  individuals  who  had 
at  least  one  Hemoccult®  -positive  stool, 
early  case  finding  of  colorectal  cancer  was 
demonstrated.  Thirty  colorectal  cancers 
were  identified,  the  majority  of  which  were 
in  early  stages  in  asymptomatic  patients. 

• Compliance  was  26  per  cent. 


• Individuals  who  received  free  slides  were 
less  likely  to  complete  the  test  than  those 
who  purchased  the  slides  for  a nominal  fee. 

• Misinterpretation  of  the  test  results  was  a 
potential  problem. 

• Diagnostic  workup  of  participants  varied 
significantly. 

In  the  repeat  1983  study,  over  106,000  indi- 
viduals were  screened;  compliance  in  returning 
the  specimens  increased  to  43  per  cent.  This  was 
attributed  to  increased  public  awareness  of 
colorectal  cancer  provided  by  the  media.  In  the 
1983  program,  only  1.3  per  cent  of  individuals 
returned  Hemoccult®  -positive  specimens,  86 
per  cent  of  whom  received  medical  followup. 

Greegor.  who  reintroduced  guaiac  colorectal 
screening  over  a decade  ago,6  in  screening  over 
900  office  patients,  found  five  per  cent  of  patients 
with  at  least  one  stool  positive  for  occult  blood, 
80  per  cent  of  whom  had  a colonic  lesion  to 
account  for  the  bleeding.  His  patients  with 
asymptomatic  colorectal  cancer  frequently  had 
only  one  or  two  of  the  serial  stool  specimens 
positive  for  occult  blood.  This  is  most  likely 
attributable  to  a daily  variation  in  the  rate  of 
bleeding  from  a given  lesion,  and  strongly 
emphasizes  the  importance  of  screening  multiple 
stools  and  closely  investigating  any  positive 
results.11  Studies  currently  are  under  way  to 
determine  the  percentage  of  colorectal  carci- 
nomas that  do  not  significantly  bleed  in  their 
early  stages. 

Huntington  VA  Medical  Center 
Hemoccult®  Stool  Screening  Program 

In  the  year  preceding  the  1983  Huntington 
Veterans  Administration  Medical  Center  Hemoc- 
cult® Stool  Screening  Program,  colorectal  cancer 
was  newly  diagnosed  in  27  patients.  This 
stimulated  the  authors’  interest  in  determining 
whether  any  of  these  cancers  could  have  been 
detected  earlier,  thus  assuring  a more  favorable 
outcome. 

The  program  was  designed  and  implemented 
by  the  Chief,  Gastroenterology  Section,  Gastro- 
enterology Nurse  Clinician,  and  Outpatient  Nurse 
Practitioner.  Asymptomatic  patients  at  risk  were 
identified  as  described  in  Table  2 and  randomly 
selected  from  the  patient  population  in  the  out- 
patient walk-in  clinic.  Three  hundred  of  the 
identified  patients  were  given  a stool-screening 
kit  free  of  charge  and  informed  that  the  test, 
though  not  specific  for  cancer,  would  detect 
“hidden  blood  in  the  stool.”  Explicit  verbal  and 
written  instructions  on  how  to  perform  the  test 
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were  provided  by  the  Outpatient  Nurse  Practi- 
tioner, as  follows: 

1.  For  48  hours  before  the  first  stool  sample 
is  to  be  taken,  as  well  as  throughout  the 
test,  eat  a diet  that  is  high  in  fiber  ( fruits, 
vegetables,  bran,  etc.).  Eat  no  red  meats. 
You  may  eat  fish  and  poultry.  Do  not  eat 
any  turnips  or  horseradish. 

2.  Do  not  take  any  iron  preparations,  Vitamin 
C,  or  any  medications  containing  aspirin 
since  these  may  interfere  with  test  results. 

3.  Each  day  for  three  days  in  a row,  take 
two  tiny  samples  of  your  stool  and  smear 
them  on  the  enclosed  slides  with  the  wood- 
en applicator,  for  a total  of  six  specimens. 
After  obtaining  the  final  specimen,  place 
the  slides  in  the  enclosed  zip-lock  plastic 
bag.  Sign  and  date  the  card  and  mail  them 
immediately  in  the  pre-addressed,  stamped 
envelope.  If,  when  analyzed,  any  of  the 
samples  show  signs  of  blood,  you  will  be 
notified  so  that  further  testing  may  be  done. 
The  cause  usually  isn’t  cancer.  Other  in- 
testinal conditions  can  cause  bleeding.  If 
it  is  cancer,  finding  it  at  an  early  stage 
makes  cure  very  likely. 

Patients  were  provided  with  a phone  number 
to  call  if  any  problems  were  encountered  in 
completing  the  test.  When  a stool  screening  kit 
was  dispensed,  the  Outpatient  Nurse  Practitioner 
recorded  pertinent  data  in  a master  log  book. 
For  quality  control,  all  specimens  were  read  by 
the  Gastroenterology  Nurse  Clinician  who  veri- 
fied that  specimens  wTere  received  within  four 
days  of  the  date  on  the  final  stool  specimen. 
Specimens  were  not  rehydrated  on  the  basis  of 
manufacturer’s  recommendations  and  studies 
which  suggest  a significant  number  of  false  posi- 
tive results  when  slides  are  rehydrated.5  In 
addition,  the  slides  included  a built-in  per- 
formance monitor.  When  the  results  were  read, 
the  findings  were  entered  into  the  master  log 
book;  thus,  unreturned  specimens  also  could  be 
identified. 

TABLE  3. 

Clinical  Data  of  Stool  Screening  Program, 
Huntington  VA  Medical  Center 

Age  Range  44-77  Average  Age  59.4 


Patient  Compliance  80% 

Per  cent  of  Patients  With  Positive  Slides 

(unhydrated)  7.3% 

Per  cent  of  False  Positive  Slides  0% 

Percent  of  Patients  With  Colorectal  Cancer  0% 


Patient  compliance  with  the  program  was  80 
per  cent,  with  240  of  the  300  patients  returning 
the  slides.  This  is  significant  in  an  almost  totally 
male  population,  as  the  authors  previously  have 
observed  a higher  compliance  in  females.  Twenty- 
two  patients,  or  7.3  per  cent,  had  at  least  one 
of  six  positive  specimens.  Only  one  patient  re- 
turned six  positive  slides  (Table  3).  The  average 
age  of  patients  in  the  program  was  59.4,  with 
a range  of  44-77.  The  average  age  of  patients 
with  positive  findings  was  59.5. 

Diagnostic  Workup 

The  protocol  for  evaluating  patients  with 
Hemoccult®  -positive  stool  specimens  was  to  as- 
certain first  that  patients  had  followed  instruc- 
tions appropriately.  This  was  important  because 
foods  with  a high  peroxidase  content  such  as 
turnips  or  horseradish  as  well  as  red  meats  may 
yield  a false  positive  result.  Agents  such  as 
ascorbic  acid  which  interfere  with  the  oxidation 
reaction  may  render  a false  negative  result. 
Second,  it  was  determined  that  patients  had  not 
ingested  any  gastric  irritants  such  as  aspirin  or 
iron-containing  compounds  during  the  testing 
period.  Third,  it  was  verified  that  patients  had 
not  performed  the  screening  during  a menstrual 
period  or  episodes  of  epistaxis  or  gingivitis. 

All  patients  with  Hemoccult®  -positive  stools 
stated  they  had  adhered  to  the  specified  screen- 
ing instructions  and  denied  any  factors  which 
might  influence  test  results.  Patients  with  posi- 
tive findings  were  counseled  by  the  Gastro- 
enterology Nurse  Clinician  regarding  the  pos- 
sible implications  and  encouraged  to  obtain 
medical  followup,  as  suggested  by  the  1983  ACS 
program.19  All  (100  per  cent)  of  the  patients 
consented  to  further  evaluation,  as  contrasted 
with  86  per  cent  in  the  ACS  findings.19  This  is 
most  likely  attributable  to  the  close,  therapeutic 
relationship  the  program  authors  established 
with  the  patients  and  their  families. 

Patients  with  positive  findings  were  referred 
to  the  outpatient  G.  I.  clinic  and  were  evaluated 
by  one  designated  gastroenterologist  to  provide 
consistency  and  continuity  of  care.  All  patients 
underwent  a standard  history  and  physical, 
digital  rectal  examination,  and  flexible  sig- 
moidoscopy to  60  centimeters  from  the  anal  ring. 
Patients  with  polyps  and  those  without  demon- 
strable lesions  then  had  full  colonoscopy  per- 
formed. Those  with  upper  gastrointestinal 
symptoms  had  upper  C.  I.  barium  and  endoscopy 
studies. 

Diagnostic  Findings 

All  patients  with  Hemoccult®  -positive  stools 
were  found  to  have  some  G.  I.  pathology,  though 
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no  malignant  lesions  were  identified  (Table  4). 
Of  the  five  patients  with  polypoid  colonic  lesions, 
the  following  were  noted  on  colonoscopy: 

• One  sessile  sigmoid  polyp.  One  of  six  speci- 
mens were  Hemoccult®  -positive.  Biopsy 
was  negative. 

• Two  sessile  colonic  polyps.  One  of  six  speci- 
mens were  Hemoccult®  -positive.  Biopsy 
was  negative. 

• One  pedunculated  villous  adenomatous 
polyp.  Five  of  six  specimens  were  Hemoc- 
cult® -positive.  Polyp  completely  removed. 

• One  cecal  polyp.  Six  of  six  specimens  were 
Hemoccult®  -positive.  Biopsy  was  nega- 
tive. Diverticulae  also  found. 

• One  pedunculated  villous  adenomatous 
sigmoid  polyp.  Three  of  six  specimens 
were  Hemoccult®  -positive.  Polyp  com- 
pletely removed. 

All  patients  with  polypoid  lesions  were  entered 
into  a polyp  surveillance  program  and  given  an 
information  sheet  with  individualized  instructions 
for  followup.  In  the  event  that  a patient  re- 
locates, he  possesses  the  necessary  information 
and  accountability  for  life-long  surveillance. 
Although  specific  methods  and  intervals  for  post- 
polypectomy surveillance  is  still  a controversial 
issue,  most  authorities  agree  that  a follow-up 
colonoscopy  is  indicated  within  six  months  to 
one  year  to  identify  and  remove  any  synchronous 
lesions  missed  on  initial  colonoscopy.  Other 
recommendations  for  followup  are  individualized 
according  to  the  patient's  age  and  health  status 
as  well  as  the  number,  size,  and  character  of 
polyps  excised. 

TABLE  4. 

Diagnosis  of  the  22  Patients  with 
Positive  Hemoccult®  Tests 


Diagnosis 

Number 

Duodenal  Ulcer 

4 

Pedunculated  Polyps 

3 

Sessile  Polyps 

2 

Esophagitis 

1 

Alchohol  Gastritis 

2 

Inflammatory  Bowel  Disease 

2 

Duodenitis 

1 

Billroth  II  Anastomotic  Ulcer 

1 

Diverticulosis 

1 

Diverticulitis 

1 

Hemorrhoids 

1 

Melanosis  Coli  (not  a cause  of  blood 

in  the  stool)  1 

Patients  Relocated 

2 

Summary 

Additional  data  from  controlled  programs  will 
provide  valuable  information  as  to  the  true 
impact  of  fecal  guaiac  screening  on  the  ultimate 
goal  — a reduction  in  mortality  from  colorectal 
cancer.1'  Identification  of  predisposing  factors 
for  developing  colorectal  cancer  is  a major  focus 
of  cancer  research  and,  until  this  is  realized,  colo- 
rectal screening  is  a promising  tool  for  decreasing 
the  mortality  from  colorectal  cancer.12  Winches- 
ter et  al.  state  that  fecal  guaiac  testing  as  a 
screening  mechanism  for  asymptomatic  individ- 
uals is  best  accomplished  on  a one-to-one  level 
between  the  practitioner  and  patient.19  This  sys- 
tematic approach,  which  involves  screening  in- 
dividuals in  high-risk  groups,  is  more  meaningful 
and  allows  for  optimal  patient  education,  en- 
hanced compliance,  and  appropriate  medical 
followup. 

The  true  question  of  cost  effectiveness  in 
guaiac  stool  screening  programs  is  not  in  the 
screening  itself  hut  in  the  evaluation  of  positive 
screenees,  when  the  process  changes  from  screen- 
ing to  diagnosis.  To  be  cost  effective,  the  colo- 
rectal tumor  yield  must  be  significant  enough  to 
make  the  screening  efforts  worthwhile.19 

Study  Conclusions 

1.  This  pilot  program  would  be  easily  adapted 
to  a family  practice  setting. 

2.  No  malignant  lesions  were  found,  although 
five  patients  had  polypoid  lesions,  two  of 
which  were  villous  adenomas  with  malig- 
nant potential. 

3.  Any  guaiac-positive  stool,  when  appropri- 
ate instructions  are  followed,  warrants  full 
investigation.  One  negative  stool  in  a 
physician’s  office  is  inadequate. 

4.  Cost-free  screening  kits  did  not  appear  to 
decrease  compliance. 

5.  G.  I.  pathology  was  found  in  100  per  cent 
of  patients  evaluated  for  Hemoccult®  -posi- 
tive stools. 

6.  One  should  not  assume  that  G.  I.  bleeding 
is  due  to  upper  G.  I.  pathology. 

7.  Colorectal  screening,  which  incorporates 
the  team  approach,  is  a reliable  and  cost- 
effective  utilization  of  health  care  re- 
sources. 

8.  Colorectal  screening  is  an  excellent  public 
health  educational  tool  (a  definite  need  in 
Appalachian  West  Virginia). 

9.  All  patients  consented  to  followup  for 
Hemoccult®  -positive  stools,  which  is  at- 
tributable to  the  committed  efforts  of  the 
program  investigators. 


January,  1985,  Vol.  81,  No.  1 


9 


10.  Colorectal  serial  stool  screening  should  be 
performed  annually  on  all  patients  at  in- 
creased risk. 

TABLE  5. 

Problems  With  Program 


Two  specimen  kits  submitted  without  names— both 
negative. 

Two  unusable  specimens. 

One  patient  experienced  an  acute  M.  I.  — hemorrhoids 
diagnosed.  Complete  workup  deferred. 

Two  patients  relocated.  (Both  indicated  that  they  would 
seek  followup  at  the  nearest  VA  Hospital.) 

One  specimen  was  from  a family  member  — ineligible 
for  followup;  specimen  was  negative. 
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MEDICAL  EDUCATION  AND  RESEARCH  INSTITUTIONS 


A/Tedical  education  and  research  and  the  in- 
stitutions  in  which  these  noble  endeavors  are 
conducted  are,  in  great  measure,  responsible  for 
the  high  quality  of  medical  care  available  to  the 
people  of  America  and  the  world.  An  improved 
quality  of  life  and  extended  longevity  is  within 
the  reach  of  almost  every  citizen  in  the  land. 
These  benefits,  actually  gifts  in  life  to  the  re- 
ceiver, are  possible  because  of  the  unique  nature 
of  our  medical  education  and  research  process. 

All  who  practice  medicine  revere  those  men 
and  women,  our  teachers,  who  helped  us  acquire 
the  necessary  knowledge,  skills,  and  code  of  con- 
duct, and  especially  the  lofty  inspiration  without 
which  no  one  could  pursue  a career  in  the  heal- 
ing arts.  From  public  school  level  through  col- 
lege and  medical  school  and  particularly  during 
the  graduate  training  years,  we  each  began  to 
know  and  love  those  who  guided  us  and  tutored 
us.  To  these  great  people  in  our  lives  we  pay 
tribute  in  many  ways,  individually  and  collective- 
ly. But  all  of  our  tributes  are  only  tokens  for  such 
efforts  made  through  the  grace  of  the  giver  and 
cannot  ever  be  repaid.  In  addition  to  the  obliga- 
tions to  continue  pursuit  of  personal  and  pro- 
fessional excellence  in  our  doctor-patient  experi- 
ences, let  us  always  be  mindful  of  those  high- 
minded  people  and  dedicated  institutions  by 
whose  grace  we  were  permitted  to  enter  a useful 
and  fulfilling  life’s  work. 

Human  needs  and  technological  advancements 
to  ease  suffering,  shorten  illness  and  secure  life 
will  grow  faster  than  our  wildest  calculations  dur- 
ing the  next  half  century.  The  only  hope  that 
these  needs  can  be  met  lies  in  the  preservation 
and  enhancement  of  our  medical  education  and 
research  institutions  and  the  people  in  them 
whose  efforts  continue  the  Hippocratic  legacy 
that  flows  to  enhance  the  lives  of  millions. 


No  one  is  unaware  of  the  dilemma  of  costs 
these  days.  Retrospectively,  however,  societal 
costs  for  great  causes  often  seem  minuscule 
when  compared  to  the  accrued  benefits.  Such  is 
the  case  here. 

After  a three-year  study  by  an  independent 
team  of  nationally  known  educators,  a 244-page 
report  entitled  “Revitalization  and  Renewal” 
identified  “gross  underfunding”  and  flawed  allo- 
cation of  funds  to  our  state  universities,  especially 
our  only  full-service,  land  grant  college,  West 
Virginia  University.  The  presence  of  too  many 
institutions  of  higher  learning,  and  their  specific 
locations  are  other  problems  which  need  to  be 
addressed  by  the  West  Virginia  Board  of  Regents 
as  well. 

The  Benedum  Foundation  - funded  report 
strongly  recommends  that  the  West  Virginia 
Board  of  Regents  “adopt  a rational  formula 
basis”  by  which  state  dollars  to  higher  education- 
al institutions  are  allocated.  Provincial  politics 
has  no  place  in  the  West  Virginia  University 
budgetary  considerations  because  of  its  unique 
mission  and  its  essential  role  in  the  future  health 
and  welfare  of  the  people  in  our  state.  The  report 
merits  the  backing  of  all  members  of  the  West 
Virginia  State  Medical  Association. 

Let  us  all  renew  and  rededicate  our  support 
for  a cause  in  which  so  much  is  owed  by  so  many. 

For  an  additional  focus  on  this  and  similar  is- 
sues, the  West  Virginia  University  School  of 
Medicine  Dean,  Richard  DeVaul,  M.  D.,  has  been 
invited  to  provide  a guest  editorial  on  the  Presi- 
dent’s Page  next  month. 


Carl  J.  Roncaglione,  M.  D.,  President 
West  Virginia  State  Medical  Association 
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He  announced  it  himself  to  Council.  A tumor 
of  the  bowel  requiring  surgery.  No  melodrama. 
He  expected  to  return. 

And  return  he  did  to  everyone’s  pleasure  and 
relief.  The  routine  was  safe.  Matters  would  be 
seen  to.  The  Association  would  continue  its 
course. 

But  then  the  symptoms  familiar  to  doctors  and 
apparent  to  friends  — a touch 
CHARLES  R.  LEWIS  of  weakness,  a twinge  of  dis- 
R.I.P.  comfort,  a look  of  pain,  a belt 

growing  longer.  A slight  com- 
plication. “Time  to  consider  a replacement,”  he 
advised. 

Charles  R.  Lewis,  Executive  Secretary  of  the 
West  Virginia  State  Medical  Association,  was 
dying. 

That  painful  reality  evoked  pained  thoughts 
from  friends  and  associates.  Should  we  just 
close  the  door  and  not  come  back?  How  are  we 
ever  to  sort  things  out,  to  make  the  arrange- 
ments, send  the  memos,  write  the  letters,  pay 
the  bills,  write  the  editorials,  officiate  the  fights 
and  make  the  peace  the  way  Charlie  Lewis  did? 
These  and  a thousand  other  things  Charlie  did 
routinely,  quietly,  cheerfully  and  efficiently. 

There  was  never  a better  first  sergeant.  No 
detail  escaped  his  eye.  He  was  the  mother  hen 
and  the  Association  members  the  chicks  to  be 
watched  over,  ushered  about  and  clucked  at.  No 
one  else  will  ever  get  it  all  right.  Thoughts  and 
questions  ran  on. 

Charlie  Lewis  died  on  November  17,  1984. 
He  was  a native  of  Middleport,  Ohio,  and  a grad- 
uate of  Ohio  University  with  a degree  in  Jour- 
nalism. 

He  was  a Navy  veteran  of  World  War  II  and 
came  to  West  Virginia  in  January,  1946,  as  a 
State  Capitol  newsman  for  LTnited  Press.  He 
later  worked  in  the  Charleston  Bureau  of  As- 
sociated Press  for  17  years.  For  six  years  be- 
ginning in  1964  he  was  Executive  Secretary  of 
the  West  Virginia  Department  of  Welfare. 

It  was  in  September  of  1970  that  Charlie 
came  to  the  Medical  Association.  He  left  briefly 


in  1972  and  early  1973  to  become  Executive  Di- 
rector of  the  West  Virginia  Railroad  Association. 
He  then  returned  to  create  and  develop  the 
West  Virginia  Medical  Institute.  He  served  as 
the  Executive  Director  of  WVMI  until  he  took 
over  the  West  Virginia  State  Medical  Associa- 
tion in  May  of  1975. 

You  could  count  on  Charlie.  When  he  agreed 
something  would  be  done  you  could  erase  that 
item  from  your  list  of  concerns.  It  was  not  just 
West  Virginians  who  loved  and  appreciated  him. 
He  generated  the  same  feelings  among  his  peers 
in  the  American  Medical  Association  and  in 
other  state  association  staffs.  It’s  just  hard  to 
find  a man  like  that  anymore. 

Responsible,  discrete,  reliable,  loyal  — these 
are  the  qualities  that  come  easily  to  mind  about 
Charlie  Lewis,  for  they  are  the  ones  that  he 
valued  most  highly  in  his  personal  life.  Religious 
faith  was  the  bedrock  of  his  character.  His  faith 
in  God  is  what  made  any  task  seem  easy  for  him 
to  accomplish. 

The  Lord  surely  recognized  the  virtues  noted 
by  Charlie’s  many  friends,  and  is  in  a better  posi- 
tion to  reward  them  than  have  been  any  of  those 
friends  on  earth.  If  justice  reigns  in  heaven, 
Charles  R.  Lewis  is  now  there  and  has,  no  doubt, 
already  begun  making  the  place  orderly  and,  in 
countless  ways,  helping  out  his  Lord. 

The  entire  membership  of  the  West  Virginia 
State  Medical  Association  grieves  for  him.  The 
members  of  the  Publication  Committee  and  staff 
of  the  Journal  will  particularly  miss  Charlie.  We 
offer  our  condolences  to  his  wife,  Jane,  and 
other  members  of  his  family. 


Bodies  hitched  to  huffing,  clicking,  blinking 
pseuodopods.  Corrals  of  small  animals  con- 
tentedly growing  replacement  parts  for  their 
masters.  Doctors,  nurses,  spokesmen,  patients 
lacking  humility,  proudly,  brashly, 
DIGNITY  pathetically  with  raised  index  finger 
crying  into  the  camera,  “Hi  mom, 
we're  number  one!” 
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A bad  scene.  A bad  dream?  Hard  to  tell. 
Can’t  seem  to  wake  up.  It  seems  so  real. 

It’s  no  bad  dream.  It  is  just  medical  progress. 

We  now  can  do  amazing  things  like  transplant 
animal  organs  and  man-made  devices  in  order 
to  prolong  life.  Little  matter  that  what  we  pro- 
duce are  grotesque  imitations  of  life  replete  with 
ugliness,  pain  and  unpleasantness.  Who  seems  to 
care  that  we  may  have  made  a vulgarity  out  of 
life? 

“We  are  number  one!”  That  is  the  only  im- 
portant thing.  Humanism  be  damned!  We  are 
out  to  beat  death! 

The  arrogance  engendered  by  a God-like  act 
cheating  death  betrays  the  human  origin  of  the 
act.  These  partial  miracles  lack  the  benevolent 
ambience  accompanying  those  complete  ones  of 
divine  origin.  And  they  are  more  costly. 

God  knows,  we  need  criticized.  As  a profes- 
sion we  are  moving  with  the  flow  of  fashion  re- 
gardless of  the  fact  that  the  flow  is  in  a direction 
away  from  our  traditions  and  ideals.  Physicians 
in  the  past  have  been  primarily  concerned  with 
pain,  discomfort,  disability,  anxiety,  fear  and 
suffering.  Our  purpose  has  been  clearly  to  ease, 
mitigate  or  eliminate  all  of  these.  These  are  now 
the  very  things  given  short  shrift  by  the  variety 
of  prospective  payment  systems  we  have  grudg- 
ingly accepted. 

We  need  criticism  of  our  efforts  at  advancing 
techniogical  skills  in  the  nurturing  and  prolonga- 
tion of  human  life.  But  who  has  the  credentials 
to  criticize? 

Economists  and  financiers  have  a few  points 
to  make  but  if  Columbus  had  listened  to  the 
likes  of  these,  he  would  have  grown  old  gazing 
out  to  the  horizon  just  beyond  which  perhaps 
lay  that  sharp  drop  off  into  oblivion.  These 
critics  care  about  gold  and  silver  and  com- 
mercial items  of  exchange.  To  them  knowledge 
has  little  inherent  value. 

Politicians  will  criticize  anything  but  their 
own  records.  They  will  have  much  to  say,  and 
if  they  say  the  things  they  hope  to  say,  praise 
will  be  sandwiched  between  thick  layers  of  carp- 
ing, the  carping  smeared  over  by  oleaginous 
apologies  and  the  whole  baked  in  a crust  of 
paternalistic  cant,  the  final  product  a glutenous 
mass  well  designed  to  choke  the  ear  passages 
and  logical  pathways  within  the  brains  of  list- 
eners. 

The  social  work  industry  will  make  haste  to 
scold  us  in  whichever  direction  might  lead  to 


the  happy  acknowledgement  of  that  industry’s 
rightful  role  in  governance  of  our  daily  activi- 
ties. 

The  sanctimonious  among  the  Religious  will 
leap  to  protest  our  usurpation  of  God’s  and, 
vicariously,  their  own  works. 

Hospital  ethics  committees,  we  are  told,  will 
soon  start  to  supply  answers  to  all  the  knotty 
little  problems  of  living  and  dying  and  partial 
living  and  dying  that  we  are  generating  within 
our  hospitals.  Lord,  protect  us  from  the  tyranny 
of  another  benevolent  assemblage.  Haven’t  we 
had  enough  with  Utilization  Review  Commit- 
tees, PSROs,  PROs,  Certificate  of  Need  bodies, 
Rate  Review  Commissions  and  the  JCAH? 

Everyone  is  sure  to  get  in  their  licks.  Everyone 
should  get  in  their  licks.  Everyone  needs  to  get 
in  their  licks.  The  subject  spans  and  creates 
problems  in  finance  and  economics,  in  politics, 
social  work  and  sociology,  in  morals  and  in 
ethics,  as  well  as,  in  Medicine. 

We  dare  not  allow  the  final  decision  to  pro- 
ceed or  to  pull  back  to  be  made  by  any  one  fac- 
tion. Something  more  than  mere  life  is  at  stake. 
The  dignity  of  life  is  the  issue. 


Charlie  Lewis  'My  Role  Model' 

In  the  1950s  and  1960  the  byline  of  Charles  R.  Lewis 
appeared  with  great  frequency  over  many  of  the  top  state 
stories  of  the  day  in  the  newspapers  of  West  Virginia. 
There  was  something  about  that  byline  and  the  complete, 
objective  reportage  that  accompanied  it  that  fascinated 
me. 

In  the  summer  of  1956,  I had  the  good  fortune  to  meet 
the  man  behind  the  byline.  Still  a college  student,  I had 
taken  a fulltime  position  as  a radio  news  writer  in  the 
Huntington  Bureau  of  The  Associated  Press.  Charlie 
came  over  from  the  Charleston  Bureau  to  work  vacation 
relief.  We  worked  the  night  shift  together  for  two  weeks, 
including  the  night  of  the  Andrea  Dora— Stockholm  colli- 
sion. 

I liked  Charlie  immediately  just  as  everyone  who  knew 
him  did.  Four  years  later,  when  I was  discharged  from 
the  Army,  I was  transferred  to  the  AP  Charleston  Bureau 
where  Charlie  and  I often  worked  together  closely  both 
at  the  Capitol  and  in  the  office. 

Charlie  was  one  of  the  best  newsmen  I ever  knew.  The 
speed  with  which  he  could  get  the  story,  then  write  it  on 
his  typewriter  or  dictate  it  over  the  telephone  from  a re- 
mote location  amazed  me.  He  was  my  role  model  in  the 
news  business  and  I often  found  myself  trying  to  emulate 
him.  I say  “trying”  because  becoming  a reporter  of 
Charlie  Lewis’  ilk  was  beyond  my  capabilities. 

Despite  the  years  of  difference  in  our  ages  (he  was  old- 
er), we  had  become  friends  early  on,  and  1 can  remember 
clearly  how  pleased  and  honored  I was  23  years  ago 
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when  he  accepted  my  invitation  to  become  an  usher  at 
my  wedding. 

Charlie  left  the  AP  in  1964  to  join  the  West  Virginia 
Department  of  Welfare.  I departed  one  year  later  to  join 
Bill  Lively  at  the  West  Virginia  State  Medical  Associa- 
tion. 

When  I left  for  Florida  in  1970,  Charlie  was  hired  as 
my  replacement  (imagine  that:  Charlie  was  my  replace- 
ment). Charlie  quickly  proved  his  value  to  the  medical 
profession,  and  as  we  know,  he  later  became  Executive 
Secretary  of  the  West  Virginia  State  Medical  Association. 
It  is  a shame  that  West  Virginia  medicine  did  not  have 
him  long,  for  he  was  one  of  the  hardest  working,  dedi- 
cated men  I ever  knew.  He  was  endowed  with  a keen 
mind  and  an  abundance  of  common  sense  as  well  as  an 
uncanny  ability  to  cut  through  gobbledygook  to  get  to 
the  point  of  a matter. 

Charlie  and  I kept  in  touch  with  each  other  throughout 
the  28  years  that  I knew  him.  In  recent  weeks,  as  long 
and  agonizing  illness  wreaked  havoc  upon  his  body,  he 
was  on  my  mind  every  day. 

When  the  end  came  last  Saturday  night,  Jane  and  the 
children  lost  a loving  husband  and  father;  the  West  Vir- 
ginia State  Medical  Association  was  deprived  of  a dedi- 
cated protagonist;  hundreds  of  people  in  Charleston  and 
elsewhere  lost  a friend  they  admired,  trusted  and  respect- 
ed; and  I lost  a mentor  who  also  was  one  of  the  best 
friends  I ever  had. 

Edward  D.  Hagan,  Director 

Medical  Service  Department 

Florida  Medical  Association,  Inc. 


Acid  Rain  Theory  Questioned 

We  hear  the  term  “acid  rain”  quite  a bit  these  days. 
The  term  itself  can  be  misleading  since  it  implies  that 
some  hot  liquid  will  pour  from  the  sky  and  melt  us  all 
into  the  ground.  Recently,  though,  I read  an  article  in 
Fortune  that  finally  places  the  blame  of  acid  rain  where 
it  belongs— with  mother  nature. 

William  M.  Brown,  Director  of  Technological  Studies 
at  the  Hudson  Institute,  conducted  a six-month  study  on 
acid  rain.  He  concluded  that  acid  rain,  and  the  factory 
pollutants  that  contribute  to  it,  may  not  be  the  culprit  in 
the  high  level  of  acidity  being  found  in  some  lakes  and 
streams  in  the  eastern  U.S.  On  the  basis  of  his  track  rec- 
ord, Brown’s  argument  merits  close  attention. 

First,  the  pollutants  in  the  rain  are  only  a minor  con- 
tributor to  the  high-level  acidity  found  in  some  eastern 
lakes  and  streams.  Second,  this  acidity,  which  is  indeed 
hostile  to  the  existence  of  game  fish  and  other  aquatic 
creatures,  is  mostly  natural  rather  than  industrial  in  origin. 
Third,  the  popular  notion  that  acid  rain  is  threatening  for- 
ests in  the  eastern  U.S.,  and  indeed  all  across  the  earth’s 
Temperate  Zone,  is  based  less  on  substance  than  upon 
ill-informed  conjecture,  and  is  probably  wrong. 

Many  people  assume  that  acid  rain  attacks  lakes  by 
simply  falling  on  them  out  of  the  sky.  In  fact,  little  of 
the  acidity  in  lakes  is  rained  onto  them  directly.  Instead, 
the  rain  water  passes  through  a series  of  filters.  The  first 
filter  is  the  so-called  forest  canopy— the  leaves  atop  the 
trees— which  absorbs  some  of  the  rain’s  acidity. 

The  second  filter  consists  of  assorted  greenery  and  litter 
on  the  forest  floor,  which  absorbs  still  more  of  it.  How- 
ever, the  third  filter,  the  “mor  humus,”  is  intensely  acidic 
(hence  the  bright  red)  and  contains  as  much  acid  as 
would  be  expected  to  fall  on  the  forest  in  1,000  years  of 
acid  rainfall.  It  can  put  far  more  acid  into  the  rain  water 
than  could  any  anticipated  amount  of  industrial  pollution. 


Indeed,  this  humus  may  contain  as  much  as  1,000  times 
the  acid  that  falls  from  the  sky  in  a year.  Regardless  of 
its  initial  acidity  or  alkalinity,  water  percolating  through 
mor  humus  emerges  from  it  far  more  acidic  than  acid 
rain.  In  short,  the  forests  of  the  Temperate  Zones  — 
especially  coniferous  forests  — are  NATURAL  ACID 
CREATORS. 

The  fourth  filter  is  the  porous  rock  beneath  the  humus; 
the  rock  tends  to  contain  limestone  and  other  alkaline 
minerals,  which  reduce  the  acidity  level  again.  The  bulk 
of  the  water  typically  enters  the  lake  through  the  cracks 
in  the  bedrock,  meaning  that  it  has  gone  through  all  the 
filters.  In  short,  the  process  by  which  lakes  become  acidi- 
fied is  complex.  Just  blaming  it  on  acid  rain  may  be 
simplistic. 

Another  new  feature  is  Smokey  the  Bear.  Or,  less  met- 
aphorically, the  huge  success  of  the  United  States  in  pre- 
venting forest  fires  during  the  past  half  century  or  so. 

Forest  fires  can  have  a tremendous  impact  on  the 
acidity  of  adjacent  lakes.  The  fires  can  totally  destroy  the 
acid-producing  humus,  replacing  it  with  a layer  of  alka- 
line ash.  When  that  happens,  a naturally  acidified  lake 
within  the  burned  area  may  become  neutralized  and 
temporarily— meaning  for  several  decades— more  hospit- 
able to  fish. 

The  forests  of  the  Northeast  have  expanded  remark- 
ably. Their  growth  has  been  accompanied  by  sizable  in- 
crease in  the  amount  of  humus  and  natural  acidity  in  the 
soil. 

The  acid  in  eastern  rainfall  is  usually  diluted  to  about 
four  parts  per  million  or  less.  Why  should  we  believe 
that  this  relatively  weak  dose  is  the  likely  cause  of  the 
signs  of  stress  observed  in  a few  forest  areas?  If  it  is 
the  cause,  how  do  we  explain  that  vast  areas  of  Tem- 
perate Zone  forest  subject  to  similar  precipitation  have 
not  been  damaged? 

So  few  forest  ecologists,  both  in  the  U.S.  and  Europe, 
support  the  concept  that  acid  rain  is  the  villain  identi- 
fied in  the  media.  The  respected  British  ecologist,  Ken- 
neth Mellanby,  writing  last  year  in  Nature:  “Reports  in 
the  press  and  on  television  on  the  ill  effects  of  acid  rain 
have  implied  widespread  damage  to  trees,  directly  caused 
by  sulfur  output  from  industry.  But  by  the  end  of  a 
recent  international  meeting  ...  at  which  no  less  than 
50  papers  were  delivered  on  the  topic  of  acid  precipita- 
tion, it  was  apparent  that  these  simplistic  views  were 
neither  accurate  nor  supported  by  scientific  investigation.” 

I do  not  know  if  Mr.  Brown  is  correct  in  all  his  views, 
but  I do  think  his  ideas  are  at  least  as  plausible  as  those 
who  hold  to  the  opinion  that  acid  rain  is  caused  strictly 
by  man-made  pollutants. 

Claude  A.  Frazier,  M.  D. 

Doctors  Park-Bldg.  4 

Asheville,  NC  28801 


CHANGE  OF  ADDRESS 

Members  of  the  West  Virginia  State  Medical 
Association  are  requested  to  notify  the  headquarters 
offices  promptly  concerning  any  change  in  address. 
The  1985  Roster  of  Members  will  be  prepared  and 
placed  in  the  mails  shortly  after  the  first  of  the  year 
and  we  would  very  much  like  for  your  correct  ad- 
dress to  appear  in  same.  If  applicable,  to  comply 
with  recent  U.  S.  Postal  Service  regulations,  please 
include  your  P.  O.  Box  number  with  zip  code. 
Changes  should  be  mailed  to  Box  4106,  Charleston, 
West  Virginia  25364. 
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GENERAL  NEWS 


WVU’s  Doctor  Shane,  Michigan 
Professor  To  Speak 


Elliott  W.  Chideckel,  M.  D.  Stanley  R.  Shane,  M.  D. 

Donald  F.  Hulke,  Ph.D.,  from  the  University 
of  Michigan,  and  Stanley  R.  Shane,  M.D.,  West 
Virginia  University  School  of  Medicine,  will 
speak  during  the  18th  Mid-Winter  Clinical  Con- 
ference, it  was  announced  by  the  Program  Com- 
mittee. 

Doctors  Hulke  and  Shane  will  present  papers 
for  the  Preventive  Medicine  session  on  Saturday 
afternoon,  January  26.  Doctor  Hulke’s  topic 
will  be  “Case  Studies  of  Seatbelt  Effectiveness 
in  Real-World  Crashes,”  while  Doctor  Shane  will 
discuss  “The  Role  of  Exercise  in  Preventive 
Medicine:  How  Doctors  Can  Convince  Patients 
of  the  Importance  of  Exercise.” 

The  naming  of  Doctors  Hulke  and  Chideckel 
as  speakers  completes  the  conference  program. 

“As  usual,  we  have  tried  to  be  current  as  pos- 
sible in  selecting  the  curriculum,”  said  Wil- 
liam 0.  McMillan,  Jr.,  M.D.,  of  Charleston, 
Chairman  of  the  Program  Committee,  “and  we 
studied  carefully  the  recommendations  from  the 
evaluations  turned  in  at  the  1984  conference. 
We  believe  our  doctors  will  be  pleased  with  the 
program.” 

Conference  Opens  January  25 

The  annual  CME  conference  will  begin  at 
2 P.  M.  on  Friday,  January  25,  at  the  Charles- 
ton Marriott,  and  end  at  noon  on  Sunday.  Spon- 
sors are  the  State  Medical  Association  and  West 


Virginia  University  and  Marshall  University 
schools  of  medicine. 

In  addition  to  sessions  Friday  afternoon,  Sat- 
urday morning  and  afternoon,  and  Sunday 
morning,  the  conference  will  offer  special  con- 
current sessions  for  physicians  and  the  public 
Friday  evening,  “Meet  the  Faculty”  cash  bars 
following  the  afternoon  sessions  Friday  and  Sat- 
urday, and  some  11  exhibits. 

Doctor  Hulke  is  Professor  of  Anatomy  and 
Cell  Biology  at  the  University  of  Michigan. 

Doctor  Shane  is  Professor  of  Medicine  and 
Chief,  Section  of  Endocrinology  and  Metabolism 
at  WVU.  He  completed  a residence  in  internal 
medicine  and  a fellowship  in  endocrinology  and 
metabolism  at  WVU  in  1961-63,  and  joined  the 
WVU  faculty  in  1965  as  Assistant  Professor  of 
Medicine.  He  also  is  Chairman,  Board  of  Direc- 
tors, WVU  Medical  Corporation. 

Born  in  Kansas  City,  Missouri,  Doctor  Shane 
received  his  M.  D.  degree  in  1958  from  the 
University  of  Kansas.  He  interned  at  Los  Angeles 
(California)  County  General  Hospital,  and  took 
a residency  in  internal  medicine  at  the  Univer- 
sity of  Kansas  before  going  to  WVU. 

Former  ACP  Governor 

Doctor  Shane,  Governor  of  the  American 
College  of  Physicians,  West  Virginia  Region  in 
1979-83,  is  the  author  or  co-author  of  some  54 
abstracts  and  papers.  He  was  a member  of  the 
Fellowship  and  Scholarships  subcommittees  of 
the  American  College  of  Physicians  in  1982-84. 

Dr.  Elliott  W.  Chideckel,  as  announced  pre- 
viously, will  speak  on  “The  Insulin  Pump”  dur- 
ing the  first  session  on  Diabetes  Mellitus  Update 
Friday  afternoon.  He  has  been  at  WVU  since 
1980  as  Associate  Professor  of  Medicine,  Sec- 
tion of  Endocrinology/Metabolism. 

A native  of  Baltimore,  Doctor  Chideckel  re- 
ceived his  M.  D.  degree  in  1969  from  the  Uni- 
versity of  Maryland.  He  interned  at  the  Univer- 
sity of  Illinois,  completed  residencies  in  med- 
icine there  and  at  other  area  locations,  and  a fel- 
lowship in  endocrinology  at  the  University  of 
Washington,  where  he  also  was  on  the  teaching 
staff  briefly.  He  was  Assistant  Professor  of  Med- 
icine, Division  of  Diabetes  and  Metabolism,  at 
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WVSMA 

POSITION  PAPERS 


• A Perspective  on  Professional  Liability  in  West  Virginia 

• Cost  Containment/Cost  Shifting 

• Para-Professional  and  Allied  Health  Professions 

• Professional  Licensure 


Editor  s Note-.  The  West  Virginia  Medical  Journal  is  devoting  this  special  sec- 
tion to  the  above  named  position  papers  developed  by  the  West  Virginia  State 
Medical  Association.  The  position  papers  are  being  presented  because  the 
WVSMA  leadership  desires  members  and  all  Journal  readers  to  know  and  under- 
stand the  Association’s  stand  on  these  concerns  and  issues  confronting  West  Vir- 
ginia physicians.  Remedial  actions  are  defined  and  urged  for  many  of  the  prob- 
lems involved.  The  full  texts  of  the  position  papers  follow. 


A Perspective  On  Professional  Liability 
In  West  Virginia 


The  physicians  of  West  Virginia  believe  that 
the  current  professional  liability  insurance  situa- 
tion is  rapidly  deteriorating  and  constitutes  a 
major  problem  impacting  on  the  citizens  as  well 
as  physicians  of  this  state. 

While  availability  of  insurance  is  not  a specific 
issue,  the  rapidly  escalating  cost  of  coverage  is. 
Currently,  West  Virginia  medical  doctors  are 
paying  from  $2,000  to  as  much  as  $25,000  per 
year  for  professional  liability  coverage  depending 
upon  their  speciality  risk  classification  and  limits 


of  coverage  purchased.  The  principal  sponsored 
insurance  carrier  in  this  state  has  just  presented  a 
rate  increase  for  1985  premiums  averaging  70 
per  cent  with  some  physicians  paying  80  per  cent 
more  than  they  did  in  1984.  Imagine  the  impact 
of  homeowners  or  automobile  insurance  going  up 
70  to  80  per  cent! 

The  dollar  amount  paid  for  professional  liabil- 
ity premiums  is  a percentage  of  the  physician’s 
office  overhead  cost  which  is  ever-growing.  In 
some  offices  the  professional  liability  premium 
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may  be  five  or  six  per  cent  of  the  overhead  cost 
while  in  some  high-risk  specialities  it  may  ap- 
proach 25  per  cent  of  the  overhead.  The  dollars 
paid  for  premium  are  a cost  of  doing  business 
which  must  be  passed  along  to  the  party  paying 
the  medical  bill  whether  that  be  a third-party  in- 
surer or  the  patient  himself.  And  ultimately,  of 
course,  it  is  the  patient-consumer  who  pays  the 
cost  either  directly  through  the  higher  cost  of  a 
physician  office  or  hospital  visit  or  through  higher 
medical/health  insurance  premiums  paid  by  the 
employer  or  government.  The  patient  pays  in  the 
latter  case  either  through  loss  of  pay  increases 
or  other  fringe  benefit  improvements  and/or 
through  increased  taxes  and  potential  rationing 
of  health  care. 

Defensive  Medicine 

The  malpractice  spectre  presents  more  than 
just  increased  insurance  costs.  The  mere  threat 
of  a potential  suit  has  forced  physicians  and  hos- 
pitals alike  to  practice  an  expensive  degree  of 
defensive  medicine.  Any  patient  with  a head  in- 
jury, no  matter  how  slight,  will  undoubtedly  get  a 
set  of  skull  x-rays  not  only  to  rule  out  a possible 
fracture,  but  to  protect  the  physicians  against 
future  claims  of  negligence  should  the  case  end 
up  in  court.  Virtually  every  specialty  in  medicine 
can  offer  similar  examples  of  medical  treatments 
or  procedures  which  are  done  not  for  patient  need 
or  benefit,  but  to  protect  the  sendee  provider 
against  claims  of  malpractice  or  negligence.  The 
AMA  recently  completed  a study  indicating  that 
the  cost  of  defensive  medicine  in  the  United 
States  carries  an  estimated  price  tag  of  $15  bil- 
lion per  year  at  a minimum  to  as  much  as  $40 
billion  on  the  high  side. 

And  what  is  the  impact  of  the  problem  on  a 
personal,  practical  level?  We  are  seeing  obstetri- 
cians who  are  giving  up  the  obstetrical  portion  of 
their  practices  because  of  the  increasing  number 
of  cases  of  suits  brought  when  a less-than-perfect 
child  is  delivered.  Though  Mother  Nature  may 
be  to  blame  ultimately,  it  is  the  physician  who  far 
too  often  is  charged  with  a sin  of  omission  or 
commission  and  is  expected  to  pay  some  kind  of 
damages.  There  is  no  doubt  that  we  will  con- 
tinue to  see  more  obstetrician-gynecologists  give 
up  the  OB  portion  of  their  practice  as  profes- 
sional liability  premiums  rise.  Florida  obstetri- 
cians currently  average  $40,000  per  year  for  their 
malpractice  premiums.  If  no  solutions  can  be 
found,  it  is  predicted  that  Florida  OB-GYN  spe- 
cialists will,  by  1990,  be  paying  premiums  of 
$500,000  per  year! 

West  Virginia  obstetricians  currently  pay 
$13,476  for  $1  million  coverage  under  the 


WVSMA-sponsored  program.  In  1985  the  same 
coverage  with  the  same  company  will  cost 
$28,983.  Assuming  an  obstetrician  delivers  500 
babies  a year,  that  translates  to  an  increase  of 
$31  per  delivery.  If  the  doctor  delivers  fewer 
babies,  the  cost  per  baby  is  even  greater.  By 
choosing  to  give  up  the  obstetrical  portion  of  the 
practice  the  doctor  can  save  $5,700  in  his  basic 
premium  cost.  We  are  rapidly  approaching  the 
point  where  pure  business  economics  will  deter- 
mine whether  a physician  chooses  to  offer  a par- 
ticular service  or  not. 

As  we  look  ahead  it  it  apparent  that  such 
losses  of  physician  care  can  have  undesired  con- 
sequences. If  less  qualified  physicians  or  lesser 
trained  para-professionals  are  handed  the  role 
of  delivering  babies  we  run  the  risk  of  greater 
infant  and  maternal  injuries  and  deaths  which  in 
turn  would  force  the  premium  for  these  groups’ 
insurance  coverage  up  as  more  charges  of  sub- 
standard care  or  sendee  arose. 

The  other  side  of  the  coin  is  the  continuing 
rise  in  the  cost  of  service  already  being  severely 
pinched  by  government  and  third-party  payors 
which  have  instituted  payment  “freezes”  and  fee 
scales  well  below  actual  charge  levels. 

The  WVSMA  believes  that  any  person  truly 
injured  by  the  acts  of  omission  or  commission  of 
another  person  is  entitled  to  equitable  compensa- 
tion for  the  injury  or  economic  loss  sustained. 
That  is  what  liability  insurance  is  all  about. 

Suits  of  Questionable  Merit 

What  has  happened  in  our  society,  however, 
has  been  a proliferation  of  suits  having  question- 
able merit  being  brought  in  hopes  that  a pre-trial 
settlement  will  reap  a reward  for  the  alleged  in- 
jury. The  system  has  evolved  into  a mechanism 
for  punishing  the  practitioner  rather  than  re- 
habilitating or  properly  reimbursing  the  truly 
injured  party. 

Is  the  picture  hopeless?  By  no  means.  The 
West  Virginia  State  Medical  Association  believes 
there  are  workable  solutions  to  the  problem. 
Among  them: 

1.  Continuing  education  of  physicians  and 
medical  personnel  on  both  the  current 
scientific  application  of  medical  procedures 
and  techniques  as  well  as  specific  informa- 
tion on  how  to  avoid  maloccurrence  situa- 
tions. Tied  to  this  is  additional  training 
in  better  patient  relations.  The  WVSMA  is 
actively  pursuing  these  ends  through  on- 
going medical  education  and  loss  preven- 
tion programs. 
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2.  Legislative  mechanisms  to  provide: 

a.  Limitation  on  pain  and  suffering  dam- 
ages. We  believe  that  all  economic  dam- 
ages including  actual  cost  of  medical  care 
(both  immediate  and  long-term),  loss  of 
income,  future  living  expenses,  custodial 
care,  etc.,  should  be  fully  compensated. 
But  we  also  believe  that  some  arbitrary 
cap  should  be  placed  on  the  non-economic 
(so-called  “pain  and  suffering”)  damages 
since  it  is  impossible,  reasonably,  to  put 
a price  tag  on  one’s  pain  tolerance,  either 
physical  or  mental,  or  on  the  value  of 
the  “loss  of  consortium.”  We  believe  a 
limit  of  $100,000  would  be  reasonable 
for  this  portion  of  a settlement  or  damage 
award.  As  the  practice  now  exists,  a court 
or  jury  may  choose  to  award  any  amount 
of  damages  for  non-economic  issues  in  a 
malpractice  award.  It  is  this  inconsistent 
monetary  largesse  which  is  sending  awards 
and  settlements  out  of  sight  and  making  it 
virtually  impossible  for  insurance  actuaries 
to  establish  approporiate  premium  rates 
which  will  provide  the  future  monies  to 
pay  astronomical  awards.  Juries  should  be 
made  to  consider  the  patient’s  chance  of 
survival  or  life  quality  had  the  procedure 
in  question  not  been  performed. 

b.  Clarification  of  the  tolling  of  the 
statute  of  limitations.  Various  interpreta- 
tions of  when  an  injured  or  alledgedly 
injured  patient  should  have  discovered  the 
injury  have  rendered  an  actual  determina- 
tion of  the  tolling  date  wide  open  in  many 
instances.  And  in  the  case  of  a minor 
child,  the  physician  rendering  care  to  a 
one-year-old  infant  is  literally  “on  the 
hook”  for  the  next  17  years.  We  would 
advocate  a clear-cut  statute  of  limitation 
of  two  years  from  the  date  of  treatment 
for  the  specific  medical  problem. 

c.  Periodic  payment  of  awards  over 
$500,000.  There  are  two  valid  reasons  for 
this  provision.  The  first  is  that  it  insures 
that  there  will  be  money  available  for  fu- 
ture medical  and  living  expenses  for  the 
injured  party.  We  unfortunately  have  seen 
instances  where  a large  windfall  settlement 
or  award  has  been  dissipated  in  a rel- 
atively short  time  by  imprudent  actions 
on  the  part  of  family,  friends,  or  advisors 
of  an  injured  person.  As  a result,  there 
was  not  money  to  cover  the  long-term  care 
and  needs  of  the  individual.  Secondly, 
periodic  payment  of  damages  would  per- 
mit the  payor  to  arrange  a proper  annuity 


which  would  guarantee  the  necessary 
funds  to  provide  for  the  proper  care  and 
coverage  of  expenses  over  the  rest  of  the 
natural  life  of  the  injured  party.  This 
structured  payment  system  would,  in  turn, 
permit  the  insurance  companies  to  better 
serve  the  public  through  more  accurate 
premium  and  rate  determination  which 
could  do  a great  deal  to  slow  the  rise  of 
professional  liability  insurance  premiums. 
Tied  to  this  feature  should  be  a provision 
allowing  the  termination  of  the  payment 
upon  the  death  of  the  injured  victim  (al- 
lowing for  adequate  provision  of  possible 
dependents,  etc.)  when  that  death  is  un- 
related to  the  injury  for  which  the  award 
was  made.  The  system  should  not  permit 
a massive  windfall  for  heirs  and  relatives 
when  the  victim  dies  of  unrelated  causes 
for  which  the  heirs  would  not  have  other- 
wise been  compensated. 

d.  Modify  the  Collateral  Source  Rule.  As 
now  constituted,  the  plaintiff  already  may 
have  been  reimbursed  from  multiple 
sources  for  expenses  incurred  in  a case. 
The  patient  may  have  had  bills  paid  by  a 
private  insurer,  workers’  compensation  or 
other  source,  yet  the  jury  is  allowed  no 
knowledge  of  the  patient’s  status  in  this 
regard  or  in  regard  to  the  patient’s  per- 
sonal financial  well-being.  Allowing  this 
information  to  be  made  known  to  the  jury 
could  have  a strong  ameliorating  effect  on 
the  size  of  awards  made  inasmuch  as  it 
would  prohibit  or  at  least  minimize  the 
amount  of  duplicate  payouts  which  can 
and  do  occur. 

e.  Creation  of  a joint  and  several  liability 
rule.  As  now  exists  in  West  Virginia  law, 
when  multiple  parties  are  named  in  a suit 
and  one  or  more  of  them  are  uninsured  or 
underinsured,  the  responsibility  for  full 
payment  of  damages  may  fall  on  another 
party  to  the  suit  even  though  that  party 
may  be  responsible  for  perhaps  only  10 
per  cent  of  the  negligence  involved.  We 
would  urge  a system  to  assess  degree  of 
responsibility  so  that  the  party  responsible 
for  only  10  per  cent  or  70  per  cent  of  the 
injury  would  be  required  to  pay  only  that 
percentage  of  the  damage  award. 

f.  Clarification  of  the  qualifications  of  an 
expert  witness.  We  would  urge  statutory 
definition  of  the  qualifications  of  expert 
witnesses  in  a medical  malpractice  case.  A 
professional  testifying  on  behalf  of  either 
the  prosecution  or  defense  would  be  re- 
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quired  to  be  familiar  with  the  standards 
of  practice  in  the  locale  of  the  case  and 
should  be  practicing  in  the  speciality  in 
question  at  least  50  per  cent  of  his  prac- 
tice time.  This  would  eliminate  the  so- 
called  “professional  witness”  who  does 
nothing  but  travel  around  testifying  in 
malpractice  cases  and  may  not  ever  prac- 
tice in  the  speciality  or  in  the  specific 
locale  of  the  case  in  question. 

g.  Determination  of  legal  fees.  While  we 
would  not  advocate  setting  another  pro- 
fessional’s fee,  we  do  believe  the  courts 
should  establish  some  standard  of  deter- 
mination of  plaintiff’s  attorney  percent- 
ages to  be  earned  from  successful  pursu- 
ance of  a medical  professional  liability 
case.  Where  there  is  no  regulation  of 
contingency  fees,  the  client  is  at  the  mercy 
of  the  attorney  who  stands  to  collect  per- 
haps 50  per  cent  of  any  award  received  by 
the  patient.  We  believe  the  attorney  in- 
volved with  a case  deserves  to  be  reason- 
ably compensated,  but  we  believe  it  is  de- 
trimental to  society  at  large  when  an  at- 
torney garners  upward  of  SI  million  or 
more  on  a single  case  because  the  injured 
patient  wins  several  million  dollars  and 
has  agreed  to  pay  the  attorney  25,  30,  40 
or  even  50  per  cent  of  the  amount  won. 
We  believe  this  system  of  “splitting  the 
winnings”  not  only  artificially  inflates  the 
monetary  damages  sought,  but  actually 
works  to  the  detriment  of  some  truly  in- 
jured patients  who  may  receive  less  than 
half  of  the  amount  the  jury  believed  it  was 
awarding  as  compensation  for  the  pa- 
tient’s misfortune. 

Perhaps  the  West  Virginia  Supreme 
Court  could  establish  rules  governing  the 
percentage  paid  to  attorneys  on  awards  up 
to  various  award  levels.  For  example,  the 
attorney  might  be  entitled  to  50  per  cent 
of  an  award  up  to  $50,000.  40  per  cent 
of  the  next  $50,000,  30  per  cent  of  awards 
between  $100,000  and  $500,000  and  no 
more  than  25  per  cent  on  awards  of 
$500,000-$l,000,000.  Awards  greater  than 
$1  million  could  earn  the  attorney  a maxi- 
mum of  20  per  cent.  It  seems  a bit  ironic 
that  a life-saving  procedure  that  carries  a 
$2,000  or  $10,000  fee  for  the  physician 
can  earn  an  attorney  thousands  or  hun- 
dreds of  thousands  of  dollars  when  an  un- 
fortunate event  or  unsatisfactory  result  oc- 
curs. 


3.  Perhaps  a system  similar  to  the  existing 
Workers’  Compensation  program  could  be 
developed  for  malpractice  cases.  The 
amount  of  the  award  would  be  based  on 
1 ) the  threat  to  life  or  quality  thereof  of 
the  disease  or  injury  treated  by  the  phy- 
sician. and  2 ) the  chance  for  life  or  quality 
thereof  if  the  disease  or  injury  were  not 
treated.  A compensatory  schedule  of  bene- 
fits could  be  established  to  cover  the  range 
of  injuries,  and  a board  of  evaluation 
would  make  recommendations  for  awards 
within  the  limits  established  for  the  sys- 
tem. Such  an  approach  would  enable  in- 
surers to  project  more  accurately  future 
losses,  and  could  help  hold  down  the  dra- 
matic cost  increases  we  now  experience 
since  actuaries  would  not  be  forced  to 
guess  what  inflation  and  future  juries 
might  grant  in  awards  five  or  seven  or 
more  years  from  now. 

Positions  Reasonable 

We  believe  the  positions  and  approaches  ad- 
vocated herein  are  reasonable,  workable  and 
achievable.  Most  importantly,  they  are  designed 
to  be  beneficial  to  the  citizens  of  West  Virginia 
both  in  terms  of  their  potential  for  slowing  the 
rise  in  health  care  costs  and  for  actually  improv- 
ing the  return  to  the  truly  injured  patient  who  is 
too  often  short-changed  by  the  present  system. 

No  one,  least  of  all  physicians,  wants  to  see 
injuries  occur  in  the  course  of  medical  treat- 
ment. Medicine  is  working  diligently  to  improve 
care  and  the  care-givers  who  deliver  services  to 
patients.  But  without  broad  public  and  legisla- 
tive support  for  meaningful  changes  in  the  pres- 
ent tort  system  and  a change  in  the  adversarial 
climate  in  our  society,  we  can  anticipate  only 
further  increases  in  costs,  loss  of  some  vital 
kinds  of  health  care,  a rationing  of  existing 
health  care  and  the  sacrifice  of  much  of  the  hard- 
won  quality  of  health  care  we  have  come  to  en- 
joy and  expect  in  this  state  and  nation. 

By  no  means  should  the  reader  of  this  posi- 
tion statement  assume  that  solving  the  profes- 
sional liability  insurance  problems  will  auto- 
matically solve  all  of  the  problems  facing  health 
care  today.  There  are  a myriad  of  problems  and 
issues  facing  both  the  recipients  and  providers 
of  health  care,  but  we  firmly  believe  that  mean- 
ingful changes  in  the  present  liability  climate 
can  be  a giant  step  toward  solving  one  major 
portion  of  the  health  care  cost  puzzle. 
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Cost  Containment/Cost  Shifting 


By  any  measure,  good  health  is  our  most 
valuable  asset  and  should  be  recognized  as  such. 
According  to  its  critics,  however,  medical  care  is 
too  expensive.  Yet  most  Americans  prefer  first- 
dollar  health  care  coverage  and,  when  it  is  their 
health  care  in  question,  demand  the  finest  and 
want  their  physician (s)  and  hospital  to  “spare 
no  expense.” 

Health  care  critics  apparently  have  decided 
that  somehow  10  per  cent  of  the  gross  national 
product  is  the  maximum  which  should  be  spent 
on  health  care,  and  that  even  that  may  be  too 
much.  We’re  not  sure  that  10  per  cent  is  enough; 
perhaps  by  spending  15  or  20  per  cent  we  could 
eliminate  many  human  ailments,  improve  the 
quality  of  life,  lengthen  our  years  on  earth,  find 
that  cure  for  cancer,  develop  ways  to  restore  the 
disabled,  or  make  arthritis  a disease  of  the  past. 

It  should  be  pointed  out  that  government 
spending  on  quality  control,  research  and  the 
total  regulation  bureaucracy  is  included  in  that 
10  per  cent  GNP  figure  and  accounts  for  a sub- 
stantial percentage  ( perhaps  as  much  as  40  per 
cent,  according  to  some  sources)  of  the  money 
attributed  to  health  care  costs  even  though 
these  dollars  expended  contribute  nothing  to  di- 
rect patient  care. 

Physicians,  we  believe,  are  too  often  unfair 
targets  in  the  word  war  surrounding  health  care 
expenditures.  Study  after  study  has  shown  that 
physicians  receive  just  19  per  cent  of  the  health 
care  dollar;  and  with  office/practice  overhead 
nearing  the  50-per  cent  range  for  most  doctors,  it 
is  not  difficult  to  see  that  the  physician  actually 
takes  out  about  10  cents  of  the  health  care  dol- 
lar on  which  he  pays  his  taxes.  Physician 
charges  are  not  the  main  culprit  in  the  picture. 
The  fact  is  that  all  of  us  must  share  the  blame  for 
high  health  care  costs. 

Demand  for  the  Best 

We  Americans  have  always  demanded  the 
best;  we  want  to  be  second  to  no  one.  We  ex- 
pect our  educational  system  to  produce  the  best 
scientists  and  researchers,  the  finest  doctors,  the 
most  technologically  proficient  dentists.  We  con- 
tribute heavily  to  a variety  of  charitable  re- 
search organizations  seeking  cures  for  a host  of 
diseases.  We’ve  demanded  bigger  and  better  hos- 
pitals. We’ve  negotiated  comprehensive  health 
insurance  benefits  from  employers  and  we  use 
the  care  these  programs  provide. 


Our  federal  legislators  saw  fit  to  create  pro- 
grams promising  care  for  the  poor  and  the 
elderly  back  when  there  were  fewer  of  them  and 
costs  were  low.  The  creation  of  Medicaid  and 
Medicare  in  turn  created  a tremendous  demand 
for  additional  physicians  which  America  rushed 
to  fill  through  the  creation  of  dozens  of  new 
medical  schools  and  the  easy  importation  of 
foreign-trained  physicians. 

Now  we  are  reaping  the  harvest  of  these  early 
seeds  and  we  are  not  sure  we  like  the  cost.  The 
promise  of  access  to  health  care  created  unpre- 
cedented demands  for  same.  A growing  popula- 
tion of  elderly  (thanks,  in  part,  to  better  med- 
ical care  I coupled  with  a decreasing  birth  rate 
have  led  to  an  imbalance  in  payments.  There 
are  more  retirees  and  fewer  young  workers  to 
contribute  to  the  funds.  Add  to  the  picture 
double-digit  inflation  throughout  most  of  the 
70s  and  high  unemployment  which  increased  the 
number  of  persons  eligible  for  Medicaid,  and 
you  have  an  understanding  of  why  we  are  where 
we  are  today. 

Physicians  accept  the  fact  that  they  must  do 
their  part.  The  physicians  of  West  Virginia 
agree  with  the  American  Medical  Association’s 
call  for  a one-year  freeze  on  physician  fees.  We 
believe  this  illustrates  our  willingness  to  do  our 
part  in  the  face  of  a host  of  forces  working 
against  medicine.  We  would  note  that  hundreds 
of  physicians  everywhere  have  always  cared  for 
the  poor  and  the  aged  at  little  or  no  charge,  and 
they  continue  to  do  so.  In  many  cases  it  is  easier 
to  offer  the  gratis  care  than  it  is  to  deal  with 
much  of  the  government  bureaucracy’s  paper- 
work necessary  to  receive  half  or  less  of  the 
normal  fee  for  the  rendered  service. 

Other  Cost  Should  Be  Contained 

But  what  of  other  approaches  and  solutions? 
We  agree  that  costs  must  be  contained,  but  that 
means  containing  all  aspects  of  increasing  costs, 
not  just  one  segment  of  our  nation’s  economy. 
We  must  contain  the  cost  of  utilities,  road  build- 
ing, construction,  foreign  aid,  education,  trans- 
portation, fuel  and  government  itself.  Each  of 
these  impacts  on  medical/health  care  costs  in 
one  way  or  another. 

We  believe  health  care  costs  are  already 
highly  regulated.  Third-party  payors,  including 
government,  are  discounting  payments  to  hos- 
pitals and  physicians  routinely  by  15-20  per  cent 
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and,  in  some  cases,  by  as  much  as  50  per  cent. 
Competition  from  a host  of  sources  like  HMOs, 
PPOs,  free-standing  emergency  centers  and  the 
sheer  growing  numbers  of  physicians  and  allied 
health  practitioners  is  working  to  slow  cost  in- 
creases. 

A side  effect  of  this  competition,  however,  is 
the  increase  in  the  number  of  sources  and  sup- 
pliers with  whom  to  spend  the  health  care  dol- 
lars. While  the  per-unit  cost  of  a service  may  not 
be  increasing,  the  number  of  units  available  to 
be  delivered  continues  to  increase,  and  the  pub- 
lic demand  for  these  services  increases  likewise. 

In  an  effort  to  solve  the  complex  cost  dilemma, 
industry,  government,  labor  and  interested  in- 
dividuals are  now  seeking  to  restrain  health  care 
spending  in  a host  of  ways.  Government  has  pro- 
moted Health  Maintenance  Organizations 
(HMOs)  as  a means  of  paying  for  health  care 
through  these  organizations  dedicated  to  pro- 
viding preventive  and  out-patient  services  in 
lieu  of  over-utilization  of  expensive  in-patient 
hospital  services.  Industry  is  actively  establish- 
ing Preferred  Provider  Organizations  (PPOs), 
contractual  arrangements  which  provide  health 
care  services  for  employees  through  agreements 
with  providers  who  will  discount  services  in  ex- 
change for  the  enlarged  patient  volume  and 
guarantee  of  employees  using  that  provider  as 
the  “exclusive”  source  of  treatment. 

Another  tack  being  taken  by  industry  is  to 
negotiate  cost-sharing  provisions  with  employees 
who  previously  may  have  had  first-dollar  cover- 
age. By  getting  the  employee  to  agree  to  share 
in  the  medical  cost  through  deductibles  and  co- 
payment arrangements,  industry  is  attempting  to 
free  up  benefit  dollars  which  can  be  used  else- 
where. These  approaches  cause  no  particular 
problem  inasmuch  as  both  parties  are  aware  of 
their  stake  in  the  arrangement. 

More  Onerous  Cost  Shifting 

More  onerous  and  far  more  dangerous  for  the 
future  of  health  care  in  America  are  the  less 
obvious  forms  of  cost  shifting  and  the  ultimate 
implications.  We  refer  here  to  private  and  gov- 
ernment programs  which  seek  simply  to  limit 
the  total  payout  for  services  and  leaving  the  pa- 
tient (insured)  to  pick  up  any  cost  differential. 

Blue  Cross-Blue  Shield  programs  have  long 
advertised  that  anyone  holding  their  card  has 
all  health  services  covered  (to  the  extent  of  the 
plan’s  offerings),  and  that  is  true  providing  the 
patient  seeks  care  from  a hospital  and/ or  phy- 
sician who  has  a participating  agreement  with 
the  Blues  to  accept  their  discounted  fee  payment 


as  payment  in  full.  Patients  choosing  physicians 
who  are  not  participating  with  the  Blues  receive 
a bill  from  the  physician  either  for  the  full 
amount  of  the  fee  or  for  the  difference  between 
the  Blues’  payment  and  the  full  fee.  Rankling 
physicians  is  the  Blues’  customary  practice  of 
sending  a letter  to  the  patient  of  a non-par- 
ticipating physician  expressly  stating  or  imply- 
ing that  the  physician  is  charging  too  much  for 
the  service  because  his  fee  is  more  than  that 
established  by  the  Blues.  Nontheless,  this  is  a 
form  of  cost  shifting  whereby  the  insurer  prom- 
ises one  thing  and  delivers  something  less,  forc- 
ing the  patient  to  pick  up  some  of  the  cost. 

In  similar  fashion,  the  government  created 
the  Medicare  and  Medicaid  programs  to  assure 
health  care  for  the  elderly  and  poor  so  that  they 
would  not  have  to  receive  “second-class  serv- 
ice.” Now  that  the  numbers  of  recipients  have 
increased  so  dramatically,  and  the  effects  of  in- 
flation and  high  technology  have  caused  costs  to 
skyrocket,  government  is  seeking  to  shift  the 
cost  from  its  coffers  back  to  the  recipients  and 
the  providers.  Medicare  currently  reimburses, 
on  average,  at  about  the  80-per  cent  level,  of 
what  the  government  terms  a “reasonable”  fee, 
leaving  the  unpaid  amount  either  to  be  absorbed 
by  the  physician  or  hospital  or  paid  by  the  in- 
dividual. Medicaid  currently  tracks  at  about  50 
per  cent  of  the  Medicare  payment  rate,  which 
means  that  the  physician  or  hospital  receives  a 
payment  for  a service  which  is  about  40  per 
cent  of  the  normal  fee  charge.  Is  it  any  wonder 
that  many  providers  are  refusing  to  see  Medi- 
caid recipients?  If  the  fee  received  is  less  than 
half  the  normal  fee  and  the  physician’s  office 
overhead  is  running  at  43-45  per  cent,  it  is  pos- 
sible that  the  reimbursement  does  not  even 
cover  the  cost  of  seeing  that  patient  and  provid- 
ing that  service. 

In  other  words,  seeing  some  patients  is  a los- 
ing proposition  which  may  even  cost  the  phy- 
sician something  from  his  own  pocket.  No  busi- 
ness can  exist  for  long  under  such  circumstances 
without  recovering  the  losses  somehow.  And 
that’s  what  cost  shifting  is  all  about. 

Viciou9  Cycle  Sets  In 

Rates  for  the  private,  paying  patients  con- 
tinue to  rise,  and  other  income  sources  are 
tapped  as  both  physicians  and  hospitals  attempt 
to  cover  their  costs  to  make  up  for  this  disparity. 
And  thus  sets  in  a vicious  cycle.  As  rates  and 
fees  increase,  the  disparity  grows  wider  because 
there  is  always  a time  lag  in  updating  fee  pro- 
files and  payments.  Meanwhile,  the  government 
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continues  to  shift  more  costs  to  the  elderly 
through  increasing  the  cost-share  portion  paid  by 
the  retiree  and  upping  the  per-day  or  time  limit 
sharing  provisions.  Thus  far,  the  government  has 
not  instituted  cost  sharing  or  shifting  for  the 
Medicaid  recipient  on  the  assumption  that  per- 
sons eligible  for  the  services  have  no  money  to 
contribute  to  their  health  care  costs.  Thus  the 
demand  for  these  services  continues  unabated. 
Study  after  study  has  shown  that  where  the  pa- 
tient is  responsible  for  some  portion  of  his/her 
own  health  care  bill  there  is  less  tendency  to 
abuse  the  use  of  the  service.  Physicians  have 
argued  for  years  that  a simple  co-pay  feature 
of  $2.00  or  $1.00  or  even  $.50  per  visit  to  the 
doctor  or  hospital  could  work  wonders  in  de- 
creasing the  utilization  rates  of  services  among 
Medicaid  recipients. 

Complicating  matters  is  the  fact  that  both  the 
poor  and  the  elderly  generally  are  among  the 
greatest  consumers  of  health  care  because  of  the 
impact  of  poverty  and/ or  age  upon  them. 

Government  efforts  like  the  Diagnostic  Re- 
lated Group  (DRG)  system  for  reimbursing 
hospitals  on  a unform  basis  for  services  rendered 
to  patients  with  the  same  discharge  diagnosis 
show  promise  of  generating  even  greater  cost- 
shifting  burdens.  As  hospitals  gain  experience 
with  the  DRG  system,  they  will  undoubtedly  at- 
tempt to  recover  their  non-allowed  costs  through 
other  means.  They  will  also  be  faced  with  the 
prospect  of  eliminating  costly  services  which 
they  cannot  bring  in  under  the  set  reimbursement 
level.  While  this  may  be  good  in  some  cases  and 
eliminate  duplication  of  services  between  hos- 
pitals, it  may  also  mean  the  loss  of  ability  to 
treat  certain  kinds  of  medical  problems.  Thus, 
patients  may  be  forced  to  travel  greater  distances 
(another  form  of  cost  shifting)  for  specific  med- 
ical treatments  or  may  be  forced  to  forego  the 
treatment  entirely. 

Patients  Could  Be  Harmed 

The  greatest  danger  in  the  entire  cost  con- 
tainment/ cost  shifting  effort  is  the  potential  for 
harm  to  the  patient.  Patients  could  be  harmed 
through  efforts  to  ration  care  if  they  are  denied 
a needed  diagnostic  test  in  the  name  of  cost  con- 
tainment. Or  they  could  be  harmed  through 
denial  of  a needed  service  which  is  simply  post- 
poned for  lack  of  money  at  the  present  time. 

In  an  effort  to  control  costs  of  Medicare,  the 
government  has  just  instituted  a physician  fee 
freeze  for  Medicare  payments.  Under  its  pro- 
visions physician  fees  will  remain  at  their  pres- 
ent levels  for  the  next  15  months.  Physicians 


who  fully  participate  with  Medicare  and  accept 
as  payment  in  full  the  discounted  payment  of- 
fered by  the  government  will  be  permitted  to 
“raise”  fees;  that  is,  their  payment  “profiles” 
will  be  allowed  to  rise  at  the  end  of  the  freeze 
period.  Doctors  who  refuse  to  accept  the  of- 
fered amount  as  payment  in  full  will  be  mon- 
itored very  closely  and,  if  a pattern  of  fee  in- 
creases is  noted,  they  will  be  subject  to  $2, 000- 
fines  and  could  be  suspended  from  seeing  Medi- 
care patients. 

There  was  an  attempt  to  force  mandatory  as- 
signment, that  is,  requiring  a physician  to  see 
Medicare  patients  for  the  amount  of  payment 
the  government  was  willing  to  pay.  Under  the 
proposed  regulations  a physician  who  refused 
to  accept  the  assignment  would  not  be  allowed 
hospital  staff  privileges  to  treat  any  patient  in 
the  hospital.  That  provision  would  have  resulted 
in  thousands  of  patients  being  forced  to  seek 
necessary  hospital  care  from  another  physician 
providing  another  doctor  was  available  to  treat 
the  specific  medical  problem.  This  form  of  cost 
shifting  would  be  virtually  impossible  to  meas- 
ure. The  real  cost  would  be  in  the  possible  pain 
and  suffering,  inconvenience  and  even  human 
life.  Fortunately,  the  mandatory  assignment  fea- 
ture was  eliminated  by  Congress  in  a lengthy 
floor  debate. 

Could  Lead  to  Suits 

Physicians  are  concerned  with  the  potential 
rationing  of  care  which  might  not  be  in  the  best 
interest  of  patients  who,  in  turn,  could  con- 
ceivably vent  their  anger  at  the  system  which 
denied  the  care  by  blaming  the  physician  and 
undertaking  a professional  liability  suit.  Such 
action  would  exacerbate  an  already  onerous  and 
expensive  system  which  sees  an  unusually  high 
number  of  malpractice  actions  brought  for  un- 
satisfactory results  rather  than  for  actual  negli- 
gence. 

Finally,  all  of  us  share  the  blame  for  our  own 
failures  in  living  the  healthy  life  styles  which 
we  could  and  should  live.  Overeating,  overin- 
dulgence in  alcohol,  lack  of  proper  diet,  driving 
too  fast  and  not  wearing  our  seatbelts,  smoking 
and  lack  of  proper  exercise  all  take  their  toll  on 
our  health.  We  do  everything  wrong  and  then 
turn  to  the  health  professionals  to  somehow  re- 
pair the  damage  done  by  our  own  indulgences 
and  carelessness.  Here  lies  the  ultimate  cost 
shifting  when  we  neglect  our  responsibilities  and 
then  turn  to  the  health  care  system  and  expect 
instant  care  and  perfect  results.  And  if  we  don’t 
get  them?  Then  someone  had  better  be  prepared 
to  pay! 
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Para-Professional  and  Allied  Health  Professions 


Editor's  Note : This  subject  will  be  addressed 
in  further  detail  by  the  Association  in  the  future. 

Recent  years  have  seen  a major  expansion  in 
numbers  and  kinds  of  para-professionals  who 
have  entered  the  highly  complex  field  of  medical 
and  health  care  delivery.  Education  and  training 
programs  for  radiologic  and  numerous  other 
kinds  of  technical  assistants;  for  therapists  in 
speech  and  hearing;  for  physician  assistants  and 
nurse  practitioners;  and  for  a variety  of  addi- 
tional health  aides  likewise  have  blossomed  on 
West  Virginia’s  college  campuses  and  in  other 
settings. 

The  West  Virginia  State  Medical  Association 
has  viewed  all  this  development  with  mixed  feel- 
ings. On  the  one  hand,  it  has  recognized  that 
the  health  and  medical  care  delivery  system  is 
just  that — a system  with  many  components. 
There  is  a need,  and  opportunity,  within  that 
system  for  individuals  with  a variety  of  train- 
ing and  service  capability.  But  at  the  same  time, 
the  system  should  be  geared  to  assure  use  of 
all  its  component  parts  with  a clear  recognition 
of  the  actual  skills  and  training  they  reflect. 


There  has  been  real  concern  about  legislative 
enactments  setting  up  scopes  of  practice  for  para- 
professionals  without  a careful  assessment  of  the 
actual  expertise  and  capabilities  they  represent. 
It  is  not  in  the  best  interest  of  the  general  pub- 
lic to  attempt  to  provide  additional  “doctors” 
simply  through  passage  of  new  laws.  Professional 
skills  are  not  developed  or  assured  that  way. 

Additional  concern  has  centered  about  the 
apparent  lack  of  consistent  basic  criteria  for 
some  of  the  para-professional  training  programs 
at  the  various  institutions  or  facilities  offering 
them.  Considerable  differences  appear  to  exist 
in  the  actual  clinical  training  provided  those  en- 
rolled in  the  same  kinds  of  programs.  This 
creates  difficulty  in  recruitment  and  placement 
of  those  who  complete  their  para-professional 
training,  and  in  assuring  that  the  level  of  care 
and  service  they  can  provide  is  in  a desirable 
and  appropriate  range.  There  is  need  for  a com- 
prehensive and  improved  accreditation  system 
to  insure  that  all  such  programs  offer  essentially 
comparable  training. 


Professional  Licensure 


Editor's  Note : This  subject  will  be  addressed 
in  further  detail  by  the  Association  in  the  future. 

The  West  Virginia  State  Medical  Association 
believes  that  the  professional  license  to  practice 
one  of  the  healing  arts  carries  with  it  a series 
of  responsibilities.  This  includes  practicing  the 
profession  in  the  most  moral,  ethical  means  with 
preeminent  concern  for  the  well-being  of  the  in- 
dividual being  treated  without  regard  for  his/her 
station  in  life,  ability  to  pay,  or  the  existence  of 
a third-party  contract. 

Any  licensed  profession  should  discipline 
members  of  its  own  ranks  who  abuse  the  public 


trust  placed  in  them  by  virtue  of  holding  a 
license  to  practice  the  profession. 

By  the  same  token,  the  state  has  an  obligation 
to  accept  changes  in  the  scope  of  practice  of 
any  licensed  profession  only  when  it  can  be  es- 
tablished objectively  that  the  proposed  expansion 
of  allowable  duties  or  actions  of  that  profession 
are  truly  within  the  abilities  and  purview  of  that 
licensed  profession.  Legislative  fiat  can  never, 
and  should  never,  be  allowed  to  pre-empt  leg- 
itimate scientific  and  educational  training  as  a 
basis  for  expanding  the  scope  of  practice  of  a 
licensed  professional. 
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University  Hospital,  Boston,  from  1976  to  1980 
before  going  to  WVU. 

M.D.,  J.  D.  Degrees 

Doctor  Johnnie  L.  Gallemore,  Jr.,  M.  D.,  J.  D., 
also  as  announced  earlier,  will  talk  on  “The 
Clinical  Management  of  Depression”  during  the 
Sunday  morning  session  on  Psychiatry  for  the 
Non-Psychiatrist.  Doctor  Gallemore  is  MU  Pro- 
fessor and  Chairman,  Department  of  Psychiatry. 

He  received  his  M.  D.  degree  in  1964  from 
Emory  University  in  Atlanta,  and  his  J.  D.  de- 
gree in  1974  from  the  Duke  University  School 
of  Law. 

Before  coming  to  Marshall  last  March,  he 
was  Professor  and  Chairman,  Department  of 
Psychiatry  and  Behavioral  Sciences,  East  Ten- 
nessee State  University  College  of  Medicine. 
Other  previous  positions  include  those  as  As- 
sociate Professor  of  Psychiatry,  Duke  University 
(1974-78),  Associate  Counsel  (for  Health), 
Professional  Staff,  Interstate  and  Foreign  Com- 
merce Committee,  U.  S.  House  of  Representa- 
tives (1975-76),  Robert  Wood  Johnson  Con- 
gressional Fellow  (Health  Policy)  (1974-75), 
and  Associate  Dean  for  Undergraduate  Medical 
Education,  Duke  University  Medical  Center 
(1971-74). 

Other  scientific  speakers  and  topics,  as  an- 
nounced previously,  will  be: 

Friday  Afternoon,  Diabetes  Mellitus  Update 
(in  addition  to  Doctor  Chideckel):  “Manage- 
ment of  the  Type  II  Diabetic” — Stephen  R. 


Advance  Fee  Of  $60  Set 
For  Mid- Winter  Meet 

An  advance  registration  fee  of  $60  will  be 
charged  for  the  18th  Mid-Winter  Clinical 
Conference  to  be  held  January  25-27  at  the 
Charleston  Marriott. 

The  fee  at  the  conference  registration  desk 
will  be  $75. 

Please  make  checks  payable  to  “West  Vir- 
ginia State  Medical  Association,”  and  mail 
to:  West  Virginia  State  Medical  Association, 
P.O.  Box  4106,  Charleston,  WV  25364. 

The  Marriott  is  holding  a block  of  rooms 
for  conference  attendees  through  January  4, 
but  reservations  after  that  date  may  be  re- 
quested on  a space-available  basis.  In  order 
to  receive  group  rates,  specify  that  you  will 
be  attending  the  Mid-Winter  Clinical  Con- 
ference. Group  rates  are  $54  for  a single  room 
and  $62  for  a double. 


Grubb,  M.  D.,  Associate  Professor  of  Medicine, 
WVU  Medical  Center,  Charleston  Division;  and 
“Dietary  Approach  to  Diabetes” — Margaret  J. 
Albrink,  M.  D.,  WVU  Professor  of  Medicine, 
Section  of  Endocrinology/Metabolism,  Morgan- 
town. 

Saturday  Morning,  Neiv  Technology:  “New 
Modalities  in  the  Treatment  of  Atherosclerosis 
with  Referral  to  Laser  Therapy” — Abnash  C. 
Jain,  M.  D.,  Professor  of  Medicine  and  Chief, 
Section  of  Cardiology;  and  Director,  Coronary 
Care  Unit,  WVU,  Morgantown;  “Lasers  in 
Ophthalmology” — Robert  E.  O’Connor,  M.  D., 
Charleston,  WVU  Clinical  Associate  Professor  of 
Ophthalmology;  and  “Magnetic  Resonance 
Imaging  (MRI)” — Ronald  E.  Cordell,  M.  D., 
Charleston,  WVU  Clinical  Assistant  Professor  of 
Radiology. 

Saturday  Afternoon,  Preventive  Medicine  (in 
addition  to  Doctors  Hulke  and  Shane):  “Con- 
tinuing Controversy  About  DTP  Immuniza- 
tions”— Edwin  L.  Anderson,  M.  D.,  MU  As- 
sociate Professor  of  Medicine  and  Pediatrics. 

Sunday  Morning,  Psychiatry  for  the  Non-Psy- 
chiatrist (in  addition  to  Doctor  Gallemore): 
Donald  S.  Robinson,  M.  D.,  Clinical  Director, 
Central  Nervous  System  Research,  Bristol-Myers 
Pharmaceutical  Research  and  Development  Di- 
vision, Evansville,  Indiana;  and  MU  Clinical 
Professor  of  Psychiatry  and  Pharmacology  (for- 
mer MU  Chairman,  Department  of  Pharma- 
cology ) ; “Anxiety  and  Psychosomatic  Dis- 
eases”— Martin  J.  Kommor,  M.  D.,  Associate 
Professor  and  Chairman,  Department  of  Be- 
havioral Medicine  and  Psychiatry.  WVU  Med- 
ical Center.  Charleston  Division. 

Mock  Malpractice  Trial 

“Malpractice:  Mock  Trial”  will  be  the  title 
for  the  Friday  evening  physicians’  session,  and 
“Learning  Disabilities:  Defining  and  Treating  a 
Growing  Problem,”  will  be  discussed  at  the  con- 
current public  session. 

Participants  in  the  mock  trial,  as  announced 
earlier,  will  be  Fred  Bockstahler,  J.D.,  Vice 
President  for  Legal  Services,  Charleston  Area 
Medical  Center,  as  the  “Defendant  Doctor;” 
George  A.  Daugherty,  J.  D.,  Daugherty  and 
Tantlinger,  Charleston,  “Plaintiff’s  Lawyer;” 
John  S.  Haight,  L.L.B.,  Kay,  Casto  and  Chaney, 
Charleston,  “Defense  Lawyer;”  and  A.  Andrew 
MacQueen.  J.D.,  Chief  Judge,  Kanawha  County 
Circuit  Courts,  Charleston,  the  “Judge.” 

Making  a joint  presentation  for  the  public 
session  will  be  Barbara  P.  Guyer,  Ed.D.,  Co- 
ordinator, Learning  Disabilities  Program,  MU; 
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and  Thomas  P.  Lombardi,  Ed.D.,  Professor  of 
Special  Education,  WVU. 

The  program  meets  the  criteria  for  14  hours 
of  Category  1 credit;  it  also  has  been  reviewed 
and  is  acceptable  for  14  Prescribed  hours  by  the 
American  Academy  of  Family  Physicians. 

Program  Committee 

Members  of  the  Program  Committee,  in  addi- 
tion to  Doctor  McMillan,  are  Drs.  Joseph  T. 
Skaggs  and  C.  Carl  Tully,  Charleston;  Mau- 
rice A.  Mufson,  Huntington;  Richard  G.  Starr, 
Beckley,  and  Robert  H.  Waldman,  Morgantown. 

The  Committee  is  receiving  continuing  assist- 
ance from  J.  Zeb.  Wright,  Ph.D.,  Coordinator  of 
Continuing  Education,  Department  of  Com- 
munity Medicine,  WVU  Charleston  Division,  and 
Sharon  A.  Hall,  Director  of  Continuing  Educa- 
tion, Charleston  Area  Medical  Center. 

Exhibits  Scheduled 

Exhibitors  scheduled  to  date  include: 

WVU  School  of  Medicine  Alumni  Associa- 
tion; West  Virginia  Diabetes  Control  Program; 
Family  Medicine  Foundation  of  West  Virginia; 
Carol  Scott-Conner,  M.D.,  MU  Assistant  Profes- 
sor of  Surgery;  State  Medical  Association’s 
Group  Insurance  and  Professional  Liability 
Plans;  West  Virginia  Division  of  Vocational 
Rehabilitation;  Disability  Determination  Serv- 
ice, West  Virginia  Division  of  Vocational  Re- 
habilitation; American  Cancer  Society,  West 
Virginia  Division,  Inc.;  Bureau  of  Venereal  Dis- 
ease Control,  West  Virginia  Department  of 
Health;  American  Diabetes  Association,  West 
Virginia  Affiliate,  and  Charleston  Area  Medical 
Center. 


Printed  Programs  Mailed 
To  WVSMA  Members 

The  advance  printed  program  for  the  18th 
Mid-Winter  Clinical  Conference  was  mailed 
to  the  WVSMA  membership  in  early  Decem- 
ber. 

The  program  contains  the  conference  reg- 
istration form  for  advance  registration  for 
your  convenience.  Attendees  are  reminded 
that,  for  the  1985  conference,  there  is  a lower 
advance  registration  fee  of  $60.  The  fee  at 
the  conference  registration  desk  will  be  $75. 

If  you  have  misplaced  your  program  and/ or 
don’t  have  an  advance  registration  form, 
simply  send  your  check  to  the  WVSMA  (see 
other  box  story  accompanying  this  article). 


Continuing  Education 
Activities 

Here  are  the  continuing  medical  education 
activities  listed  primarily  by  the  Marshall  Uni- 
versity and  West  Virginia  University  Schools  of 
Medicine  for  part  of  1985,  as  compiled  by 
Charles  W.  Jones,  Ph.D.,  MU  Director  of  Con- 
tinuing Medical  Education;  Robert  E.  Kristofco, 
WVU  Assistant  to  the  Dean/Continuing  Med- 
ical Education,  and  J.  Zeb  Wright,  Ph.D.,  Co- 
ordinator. Continuing  Education,  Department 
of  Community  Medicine,  WVU  Charleston  Di- 
vision. The  schedule  is  presented  as  a conven- 
ience for  physicians  in  planning  their  continuing 
education  program.  (Other  national,  state  and 
district  medical  meetings  are  listed  in  the  Medi- 
cal Meetings  Department  of  The  Journal.) 

The  program  is  tentative  and  subject  to 
change.  It  should  he  noted  that  weekly  confer- 
ences also  are  held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  campuses.  Further  in- 
formation about  CME  activities  may  be  obtained 
from:  Office  of  Continuing  Medical  Education, 
MU  School  of  Medicine,  Huntington  25701;  Di- 
vision of  Continuing  Education,  WVU  Medical 
Center,  3110  MacCorkle  Avenue,  S.  E.,  Charles- 
ton 25304;  Office  of  Continuing  Medical  Educa- 
tion. WVU  Medical  Center,  Morgantown  26506; 
or  Office  of  Continuing  Medical  Education, 
Wheeling  Division,  WVU  School  of  Medicine, 
Ohio  Valley  Medical  Center,  2000  Eoff  Street, 
Wheeling  26003. 

West  Virginia  University 

Jan.  18-21,  Snowshoe,  What’s  New  in  Gastro- 
enterology & Hands-On  Course  in  Flexible 
Sigmoidoscopy 

Jan.  30-Feb.  3,  Snowshoe,  6th  Mid-Winter  Car- 
diovascular Symposium  (Charleston  Division) 

Feb.  3-6,  Snowshoe,  3rd  Annual  Vascular  Sur- 
gery Conference 

Feb.  13,  Charleston,  Collaborative  Practice 

Feb.  23-24,  Charleston,  Advanced  Cardiac  Life 
Support  Provider  Course  for  Physicians 

Feb.  24-27,  Snowshoe,  Rheumatology 

March  22,  Charleston,  Poisoning  — The  First 
Response 

March  29,  Charleston,  Newborn  Day 
(continued  on  next  page) 
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Council  Notes  Lewis  Death 
During  Fall  Meeting 

The  Association’s  Council,  at  its  fall  meeting 
on  November  18  in  Charleston,  noted  the  death 
of  former  Executive  Secretary  Charles  R.  Lewis, 
welcomed  new  Council  members,  and  held 
lengthy  discussion  on  the  malpractice  insurance 
situation  and  Medicaid  reimbursement. 

Following  the  call  to  order,  Dr.  L.  Walter  Fix 
of  Martinsburg,  Chairman,  informed  Council 
that  Lewis  had  died  the  day  before  (November 
17)  at  approximately  9:30  P.  M.  while  the 


Regularly  Scheduled  Continuing 
Education  Outreach  Programs  from 
WVU  Medical  Center/ 

Charleston  Division 

Buckhannon,  St.  Joseph’s  Hospital,  first-floor 
cafeteria,  3rd  Thursday,  7-9  P.  M.  — Jan.  17, 
Feb.  21  (vacation) 

Cabin  Creek,  Cabin  Creek  Medical  Center, 
Dawes,  2nd  Wednesday,  8-10  A.  M.  — Jan.  9, 
“Diagnosing  & Treating  Breast  Cancer,”  Vic- 
tor Teleron,  M.D. 

Gassaway,  Braxton  Co.  Memorial  Hospital,  1st 
Wednesday,  7-9  P . M.  — Jan.  2 (vacation) 

Feb.  6,  “Hospital  Infection  Control,”  Patrick 
A.  Robinson,  M.  D. 

Madison , 2nd  floor,  Lick  Creek  Social  Services 
Bldg.,  2nd  Tuesday,  7-9  P.  M.  — Jan.  8,  Feb. 
12  (vacation) 

March  12,  “Cardiac  Monitoring  & Rehabilita- 
tion,” Louise  Magee,  R.N.,  & Jack  Taylor,  M.S. 

Oak  Hill,  Oak  Hill  High  School  (Oyler  Exit,  N 
19)  4th  Tuesday,  7-9  P.  M.  — Jan.  22,  Feb. 

26  (vacation) 

Princeton,  Community  Hospital  Board  Room, 
4th  Thursday,  6:30-8:30  P.M.  — Jan.  24, 
Feb.  28  (vacation) 

Welch,  Stevens  Clinic  Hospital,  3rd  Wednesday, 
12  Noon-2  P.  M.  — Jan.  16,  Feb.  20  (vaca- 
tion) 

Whitesville,  Raleigh-Boone  Medical  Center,  4th 
Wednesday,  11  A.  M.-l  P.  M.  — Jan.  23,  Feb. 

27  (vacation) 

Williamson,  Appalachian  Power  Auditorium,  1st 
Thursday,  6:30-8:30  P.  M.  — Jan.  3,  Feb.  7 
(vacation) 

March  7,  “Current  Treatment  of  Alcohol  & 
Chemical  Dependency,”  Patricia  Treharne, 
M.D. 


Executive  Committee  meeting  was  in  session. 
He  asked  for  a moment  of  silent  prayer  in 
Lewis’  memory. 

Council  unanimously  voted  to  change  the 
name  of  WVSMA’s  Charles  Lively  Memorial 
Scholarship  Fund  to  the  Charlie  Lewis  Student 
Loan  Fund. 

New  Councilors  present  who  were  elected 
during  the  1984  Annual  Meeting  in  White  Sul- 
phur Springs  were  Drs.  Bill  M.  Atkinson,  Par- 
kersburg; Mel  P.  Simon,  Point  Pleasant,  and 
Constantino  Y.  Amores,  Charleston. 

The  Council  elected  the  following  physicians 
to  dues-exempt  honorary  membership  after 
similar  action  by  component  societies: 

William  L.  Claiborne,  Montgomery  (Fayette 
County  Medical  Society ) ; Clifford  A.  Stevenson 
and  Nicholas  D.  Zambos,  Beckley  (Raleigh); 
and  Frank  J.  Zsoldos,  Mullens  (Wyoming). 
James  F.  Slaughter,  Nitro  (Kanawha),  was 
elected  to  retired  membership. 

In  other  actions,  Council: 

— Approved  Chapman  Printing  Company  of 
Charleston  as  the  firm  to  continue  printing  of 
The  West  Virginia  Medical  Journal  for  the  year 
1985,  with  changes  in  the  front  cover  design 
and  inside  format;  and  also  approved  the  initia- 
tion of  charges  for  classified  advertising  and  out- 
of-state  CME  announcements  in  The  Journal. 

— Approved  a 1985  proposed  budget,  with 
minor  changes,  as  recommended  by  the  Audit 
and  Budget  Committee. 

— Approved  a recommendation  by  the  Pub- 
lication Committee  to  appoint  Dr.  Stephen  D. 
Ward  of  Wheeling  to  another  seven-year  term. 

— Approved  the  drafting  of  a resolution  to 
convey  to  the  Commissioner  of  the  West  Virginia 
Department  of  Human  Services  the  Associa- 
tion’s discontent  with  the  time  sequence  in 
which  reimbursement  for  services  rendered  to 
Medicaid  recipients  is  made  to  physicians  by 
Medicaid;  and  directed  staff  to  conduct  a sur- 
vey of  the  membership  relative  to  the  current 
amounts  due  physicians  with  totals  to  be  pub- 
lished (with  names  withheld). 

— Recognized  emergency  medicine  physicians 
as  an  Association  Section. 

— Directed  the  preparation  of  a bill,  similar 
to  the  one  introduced  in  1984,  on  tort  reform 
for  introduction  into  the  1985  session  of  the 
State  Legislature. 

— Endorsed  L.  Clark  Hansbarger,  M.  D.,  for 
reappointment  as  Director  of  the  West  Virginia 
Department  of  Health. 
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New  Front  Covers  Begin 
For  The  Journal 

Color  photos  of  West  Virginia  outdoor 
scenes,  beginning  with  this  issue  of  The 
Journal,  will  be  carried  on  the  front  cover 
monthly.  Other  types  of  photos  occasionally 
might  be  used  for  special  occasions. 

The  scene  on  the  front  cover  of  this  issue 
was  photographed  in  Kanawha  State  Forest 
near  Charleston  by  Osbra  Eye. 

The  Association’s  Publication  Committee, 
in  a move  to  update  and  revise  the  appearance 
of  The  Journal,  also  is  planning  layout  and 
style  changes  for  the  inside  pages  in  the  near 
future. 

MU’s  Dean  Coon  Receives 
Pathology  Awards 

Dr.  Robert  W.  Coon,  Dean  of  the  Marshall 
University  School  of  Medicine,  has  received  the 
Distinguished  Service  Award  of  the  American 
Society  of  Clinical  Pathologists  and  College  of 
American  Pathologists. 

He  received  the  award  last  fall  at  the  groups' 
joint  meeting  in  New  Orleans. 

Doctor  Coon,  who  has  held  the  MU  post 
since  1976,  is  a former  Director  and  President  of 
the  American  Society  of  Clinical  Pathologists,  a 
former  member  of  its  Board  of  Registry  for  Med- 
ical Technologists,  and  former  Chairman  of  the 
National  Committee  for  Careers  in  Medical  Tech- 
nology. 


MU  Psychiatry  Professor 
Honored  By  Sorority 

Elizabeth  Devereaux,  M.D.,  Associate  Pro- 
fessor of  Psychiatry  at  Marshall  University 
School  of  Medicine,  has  received  the  Delta  Zeta 
Sorority’s  National  Woman  of  the  Year  Award. 

According  to  Ruth  Horton,  Director  of  the 
sorority’s  Marshall  Chapter,  Mrs.  Devereaux  is 
the  first  West  Virginia  winner. 

Mrs.  Devereaux  joined  the  Marshall  faculty 
in  1978.  She  was  Governor  Rockefeller’s  first 
appointee  to  the  state  Occupational  Therapy 
Licensing  Board,  is  a member  of  the  Academy 
of  Certified  Social  Workers,  and  is  a former  na- 
tional President  of  Delta  Zeta  (the  first  Past 
President  to  receive  the  Woman  of  the  Year 
Award ) . 

She  has  held  several  posts  with  the  American 
Occupational  Therapy  Association,  including 
membership  on  its  executive  board. 


Association’s  Proposed  New 
Constitution,  Bylaws 

Editor  s Note : Printed  below  are  the  new 
State  Medical  Association  Constitution  and 
Bylaws  as  introduced  at  the  Association’s 
1984  Annual  Meeting.  Under  the  present 
Constitution,  the  proposed  Constitution  and 
Bylaws  must  be  published  in  two  issues  of 
The  Journal  for  the  information  of  the  mem- 
bership before  final  action  by  the  House  of 
Delegates  during  the  1985  Annual  Meeting, 
August  14-17,  in  Charleston. 

Amendments  should  be  submitted  to  the 
Constitution  and  Bylaws  Committee,  care  of 
WVSMA,  prior  to  the  opening  session  of  the 
House  on  Wednesday,  August  14,  1985. 
The  final  vote  will  be  held  at  the  second 
House  session  on  Saturday,  August  17, 
1985. 

Constitution  and  By-Laws 
of  the 

WEST  VIRGINIA 
STATE  MEDICAL  ASSOCIATION 


CONSTITUTION 
ARTICLE  I.  — NAME 

Sec.  1.  The  name  and  title  of  this  organiza- 
tion shall  be  the  West  Virginia  State  Medical 
Association. 

ARTICLE  II.  — PURPOSES 

Sec.  1.  The  purposes  of  this  Association 
shall  be  to  federate  and  bring  into  one  compact 
organization  the  entire  medical  profession  of  the 
State  of  West  Virginia  and  to  unite  with  similar 
associations  or  societies  of  other  states  to  form 
the  American  Medical  Association;  to  extend 
medical  knowledge  and  advance  medical  science; 
to  promote  the  public  health;  to  maintain  the 
highest  standards  of  medical  education;  to  secure 
the  enactment  and  enforcement  of  just  medical 
laws;  to  promote  the  general  welfare  of  the  pro- 
fession; and  to  enlighten  and  direct  public 
opinion  in  regard  to  Medicine  in  West  Virginia, 
and  to  promote  the  time  honored  commitment  of 
the  profession  to  the  prevention  and  cure  of 
disease  and  in  improving  the  quality  of  life  in 
the  State. 

ARTICLE  III.  — COMPONENT  SOCIETIES 

Sec.  1.  Component  societies  shall  be  char- 
tered by  this  Association. 
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ARTICLE  IV.  — COMPOSITION 

Sec.  1.  This  Association  shall  consist  of  ac- 
tive, retired,  honorary,  resident  and  student 
members. 

Sec.  2.  Eligibility  for  membership  in  the  As- 
sociation shall  be  limited  to  doctors  of  medicine 
licensed  to  practice  in  West  Virginia  who  are 
members  of  a component  medical  society  of  the 
West  Virginia  State  Medical  Association;  doc- 
tors of  osteopathy  if  they  have  completed  an  al- 
lopathic (LCGME)  residency  program  and  are 
eligible  or  board  certified  by  an  allopathic  spe- 
cialty board  or  have  passed  the  FLEX  examina- 
tion or  have  become  a diplomate  of  the  National 
Board  of  Medical  Examiners,  and  who  also  are 
members  of  a component  society;  residents  who 
are  licensed  to  practice  medicine  in  West  Vir- 
ginia, or  who  are  serving  in  internship/ residency 
training  programs  approved  by  the  Accredita- 
tion Council  for  Graduate  Medical  Education  or 
its  successor  prior  to  meeting  requirements  for 
licensure;  and  students  enrolled  in  accredited 
schools  of  medicine  in  West  Virginia  granting 
Doctor  of  Medicine  degrees. 

Sec.  3.  Active  members  shall  be  those  phy- 
sicians who  are  engaged  in  the  practice  of  med- 
icine, and  the  practice  of  osteopathy  as  stipu- 
lated in  Section  2 of  this  Article,  in  the  State  of 
West  Virginia,  including  those  who  are  temp- 
porarily  absent  by  reason  of  serving  a residency 
or  absent  for  a tour  of  duty  with  the  Federal 
Services. 

Sec.  4.  Retired  and  honorary  members  shall 
be  those  physicians  qualified  for  such  member- 
ship under  the  By-Laws  of  this  Association. 

Sec.  5.  Student  members  shall  be  those  per- 
sons enrolled  in  accredited  schools  of  medicine 
in  West  Virginia  granting  Doctor  of  Medicine 
degrees  who  are  qualified  for  membership  under 
the  By-Laws  of  this  Association. 

Sec.  6.  Resident  members  shall  be  those  per- 
sons who  are  licensed  to  practice  medicine  in 
West  Virginia,  or  who  are  serving  in  intern- 
ship/ residency  training  programs  approved  by 
the  Accreditation  Council  for  Graduate  Medical 
Education  or  its  successor  prior  to  meeting  re- 
quirements for  licensure,  and  who  are  qualified 
for  membership  under  the  By-Laws  of  this  As- 
sociation. 

Sec.  7.  The  principles  of  Medical  Ethics  of 
the  American  Medical  Association  shall  govern 
the  conduct  of  members  in  their  relations  to  each 
other  and  to  the  public. 


ARTICLE  V.  — HOUSE  OF  DELEGATES 

Sec.  1.  The  House  of  Delegates  is  the  policy- 
making body  of  the  Association,  and  shall  con- 
sist of  ( 1 ) delegates  elected  by  the  component 
societies;  (2)  delegates  elected  by  Resident 
Physician  and  Medical  Student  Sections;  and 
(3)  the  President,  President  Elect,  Vice  Presi- 
dent, Treasurer,  Chairman  of  the  Council,  Senior 
and  Junior  Councilors-at-Large,  and  Delegates 
and  Alternate  Delegates  to  the  American  Med- 
ical Association. 

ARTICLE  VI.  — COUNCIL 

Sec.  1.  The  Council  shall  consist  of  the 
elected  Councilors  from  each  district;  the  im- 
mediate Past  President,  who  shall  serve  as  Chair- 
man; and  his  two  immediate  predecessors  who 
shall  be  the  Senior  and  Junior  Councilors-at- 
Large  for  one  year;  and  the  President,  the  Presi- 
dent Elect,  the  Vice  President  and  the  Treas- 
urer. A majority  of  the  membership  of  the  Coun- 
cil shall  constitute  a quorum.  Their  duties  and 
responsibilities  shall  be  as  defined  in  the  By- 
Laws. 

ARTICLE  VII.  — SECTIONS  AND  SOCIETIES 

Sec.  1.  The  House  of  Delegates  may  provide 
for  a division  of  the  scientific  work  of  the  As- 
sociation into  appropriate  sections  or  societies, 
and  for  the  organization  of  such  societites  as  will 
promote  the  best  interests  of  the  profession, 
these  to  be  composed  exclusively  of  members  of 
component  societies. 

ARTICLE  VIII.— MEETINGS  AND  SESSIONS 

Sec.  1.  The  Association  shall  hold  an  annual 
meeting,  consisting  of  daily  sessions  which 
shall  be  open  only  to  registered  members  and 
guests. 

Sec.  2.  The  place  and  dates  for  each  annual 
meeting  of  the  Association  shall  be  selected  by 
the  Council. 

ARTICLE  IX.  — OFFICERS 

Sec.  1.  The  officers  of  this  Association  shall 
be  a President,  a President  Elect,  who  shall  act 
as  Speaker  of  the  House  of  Delegates  and  who 
shall  automatically  succeed  to  the  office  of  Presi- 
dent, a Vice  President,  who  shall  act  as  Vice 
Speaker  of  the  House,  a Treasurer,  Councilors 
to  be  elected  as  provided  in  Section  2 of  this 
Article,  and  three  Councilors-at-Large,  who 
shall  be  the  retiring  president  and  his  two  im- 
mediate predecessors. 

Sec.  2.  The  officers,  except  hold-over  Coun- 
cilors, Councilors-at-Large  and  the  President, 
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shall  be  elected  annually.  The  Executive  Direc- 
tor of  the  Association  shall  be  appointed  by  the 
Council.  The  terms  of  the  Councilors  shall  be 
for  two  years,  with  Councilors  to  be  elected  by 
the  House  of  Delegates  every  second  year  as 
shall  be  provided  for  in  the  By-Laws.  No  Coun- 
cilor may  serve  more  than  two  successive  terms. 
All  these  officers  shall  serve  until  their  succes- 
sors are  elected  and  take  office. 

The  term  of  the  elective  officers,  except  mem- 
bers of  the  Council,  shall  be  for  the  period  of 
one  year  beginning  with  the  installation  of  the 
President  at  the  final  session  of  the  House  of 
Delegates  at  each  annual  meeting. 

The  term  of  office  of  Councilors  shall  be  for 
a period  of  two  years  beginning  with  the  instal- 
lation of  the  incoming  President  and  ending  on 
the  last  day  of  the  second  succeeding  annual 
meeting. 

Sec.  3.  The  retiring  President  shall  be  Chair- 
man of  the  Council  for  the  year  following  his 
term  of  office,  and  shall  then  serve  another 
two  years  as  Councilor-at-Large.  Thereafter  he 
shall  be  eligible  for  election  to  any  office  of  the 
Association  except  President  or  President  Elect. 

ARTICLE  X.  — FUNDS  AND  EXPENSES 

Sec.  1.  Funds  shall  be  raised  by  an  annual 
per  capita  assessment  of  dues  from  members  of 
the  Association. 

Funds  may  also  be  raised  in  any  other  man- 
ner approved  by  the  Council  or  House  of  Dele- 
gates. 

ARTICLE  XI.  — REFERENDUM 

Sec.  1.  A general  meeting  of  the  Association 
may,  by  a two-thirds  vote  of  the  members  pres- 
ent, order  a general  referendum  on  any  ques- 
tion pending  before  the  House  of  Delegates,  and 
when  so  ordered  the  House  of  Delegates  shall 
submit  such  question  to  the  members  of  the  As- 
sociation who  may  vote  by  mail  or  in  person. 
The  action  of  the  majority  of  the  members  of 
the  Association  shall  determine  the  question  and 
be  binding  upon  the  House  of  Delegates. 

Sec.  2.  The  House  of  Delegates  may,  by  a 
two-thirds  vote  of  its  members,  submit  any  ques- 
tion before  it  to  a general  referendum  as  pro- 
vided in  the  preceding  section,  and  the  result 
shall  be  binding  on  the  House  of  Delegates.  It 
may  also,  by  a like  vote,  refer  any  question,  in- 
cluding the  election  of  officers  or  any  number 
of  them,  to  the  general  meeting  of  the  Associa- 
tion, a majority  vote  of  the  membership  de- 
termining the  result. 


ARTICLE  XII.  — THE  SEAL 

Sec.  1.  The  Association  shall  have  a common 
seal  which  shall  be  intrusted  to  the  care  of  the 
Executive  Director. 

ARTICLE  XIII.  — AMENDMENTS 

Sec.  1.  The  House  of  Delegates  may  amend 
any  article  of  this  Constitution  by  a two-thirds 
vote  of  the  authorized  delegates  present  at  any 
annual  session,  provided  that  such  amendment 
shall  have  been  presented  in  open  meeting  at 
the  previous  annual  session,  and  that  it  shall 
have  been  published  in  THE  WEST  VIRGINIA 
MEDICAL  JOURNAL,  at  least  two  months  prior 
to  the  next  annual  meeting,  or  sent  officially  to 
each  component  society. 


BY-LAWS 

CHAPTER  I.  — MEMBERSHIP 

Sec.  I.  Membership  in  this  Association  shall 
be  effected  by  certification  through  and  mem- 
bership in  a component  society,  or  Resident  or 
Medical  Student  Section.  Membership  require- 
ments shall  also  include  payment  of  state  dues 
and  any  current  assessment.  Resident  members 
must  be  licensed  to  practice  medicine  in  West 
Virginia,  or  be  serving  in  an  internship/resi- 
dency  training  program  approved  by  the  West 
Virginia  Board  of  Medicine  prior  to  meeting 
requirements  for  licensure.  Student  members 
must  be  enrolled  in  an  accredited  school  of  med- 
icine in  West  Virginia;  provided,  further,  that 
the  academic  status  of  each  medical  student  ap- 
plicant for  membership  shall  be  certified  by  the 
dean  of  his  medical  school. 

Applications  for  membership  are  subject  to 
review  and  approval  by  the  Council  of  the  West 
Virginia  State  Medical  Association. 

Sec.  2.  Each  member  in  attendance  at  an  an- 
nual session  shall  register  and  indicate  the  com- 
ponent society  or  Section  of  which  he  or  she  is 
a member.  When  his  or  her  membership  status 
has  been  verified,  he  or  she  shall  receive  a badge 
which  shall  be  evidence  of  his  or  her  right  to 
all  privileges  of  membership  at  that  session.  No 
member  shall  take  part  in  any  of  the  proceed- 
ings of  an  annual  session  until  he  or  she  has 
complied  with  the  provisions  of  this  Section. 

Sec.  3.  Non-members  of  this  Association, 
resident  in  West  Virginia,  shall  not  take  part  in 
the  deliberations  of  this  Association,  except 
when  invited  to  do  so. 

Sec.  4.  The  active  membership  of  this  As- 
sociation shall  consist  of  doctors  of  medicine 
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or  osteopathy  who  are  actively  engaged  in  the 
practice  of  medicine  or  osteopathy  who  fulfill 
requirements  for  membership  as  defined  in  the 
Constitution. 

The  honorary  membership  of  this  Association 
shall  consist  of  those  physicians  who  have  at- 
tained eminence  in  the  medical  profession;  have 
been  nominated  for  honorary  membership  by 
their  component  societies;  and  have  been  elected 
to  such  membership  by  a majority  vote  of  the 
Council  and  the  House  of  Delegates  of  the  As- 
sociation. 

The  retired  membership  of  this  Association 
shall  consist  of  those  physicians  who  have  been 
active  members,  but  have  retired  from  profes- 
sional activity.  Nominations  for  this  category 
shall  be  forwarded  by  the  appropriate  com- 
ponent societies  to  the  Executive  Director  for 
submission  to  Council  for  election. 

Honorary  and  retired  members  shall  be  ex- 
empt from  the  payment  of  dues  or  assessments. 
They  shall  have  the  privilege  of  the  floor  in  any 
open  session  of  the  Association,  but  shall  not 
have  the  right  to  make  or  second  motions,  to 
vote,  or  to  hold  any  elective  office  in  this  As- 
sociation, except  that  they  may  hold  elective  or 
appointive  committee  membership. 

Sec.  5.  Dues  shall  be  payable  annually  on 
January  first.  Dues  in  each  membership  category 
shall  be  fixed  by  action  of  the  Council  or  House 
of  Delegates.  Dues  may  be  waived  for  active 
members  temporarily  incapacitated.  Any  mem- 
ber whose  dues  have  not  been  paid  by  April  first 
shall  be  held  to  be  delinquent  and  shall  be  auto- 
matically dropped  from  membership.  Such  mem- 
ber cannot  be  reinstated  except  by  action  of  the 
Council. 

If  dues  are  paid  after  June  thirtieth  by  new 
members,  only  one-half  the  amount  of  the  fixed 
annual  dues  shall  be  collected  from  such  mem- 
bers. 

CHAPTER  II.  — ANNUAL  MEETING 

Sec.  1.  The  Association  shall  hold  a meeting 
each  year  at  such  place  as  may  be  selected  by 
the  Council. 

Sec.  2.  Special  meetings  of  either  the  As- 
sociation or  the  House  of  Delegates  shall  be 
called  by  the  President  on  petition  of  twenty 
(20)  delegates  or  fifty  (50)  members. 

Sec.  3.  All  registered  members  may  attend 
and  participate  in  the  proceedings  and  discus- 
sions of  the  general  scientific  meetings  and  of 
the  several  sections.  The  general  meetings  shall 
be  presided  over  by  the  President  or  the  Presi- 
dent Elect  or  by  the  Vice  President,  and  the  an- 


nual address  of  the  President  shall  be  presented 
before  one  of  the  sessions  of  the  House  of  Dele- 
gates at  each  annual  meeting.  In  his  address  the 
President  shall  attempt  to  make  specific  recom- 
mendations based  on  his  experience.  The  issues 
raised  by  the  President  shall  be  addressed  at  the 
next  regular  meeting  of  the  Council. 

CHAPTER  III.  — HOUSE  OF  DELEGATES 

Sec.  1.  The  House  of  Delegates  shall  meet 
annually  at  such  time  and  place  as  may  be  fixed 
by  the  Council  of  the  Association. 

Sec.  2.  Each  component  society  shall  be  en- 
titled to  elect  and  send  to  the  House  of  Delegates 
each  year  one  delegate  who  shall  be  an  officer  of 
the  society,  and  one  additional  delegate  for  every 
twenty  I 20 ) members  or  fraction  thereof.  A cor- 
responding number  of  alternates  shall  be  elected 
each  year  by  each  component  society.  Resident 
Physician  and  Medical  Student  Sections  shall  be 
entitled  to  send  to  the  House  of  Delegates  one 
delegate  and  alternate  each  year  chosen  accord- 
ing to  constitutions,  by-laws  or  other  organiza- 
tional principles  adopted  by  those  sections. 
Roster  of  Delegates  and  Alternates  must  be  sub- 
mitted to  the  Association  offices  in  a timely  man- 
ner for  approval  of  credentials.  In  case  any  of 
the  regularly  elected  delegates  or  alternates  are 
not  present  at  an  annual  meeting,  the  members 
of  the  component  societies,  or  Resident  Phy- 
sician or  Medical  Student  Sections,  to  which 
they  belong  shall  elect  a delegate  or  delegates 
pro  tem.  Credentialing  must  be  accomplished 
prior  to  the  opening  of  each  session  of  the  House 
of  Delegates. 

Sec.  3.  The  delegates  present  shall  constitute 
a quorum. 

Sec.  4.  The  deliberations  of  the  House  of 
Delegates  shall  be  governed  by  Sturgis  Standard 
Code  of  Parliamentary  Procedure. 

Sec.  5.  The  House  shall  consider  resolutions 
during  the  annual  session.  Resolutions  must  be 
submitted  by  the  first  session  and  may  not  be 
voted  on  until  the  next  session,  except  by  unan- 
imous consent  of  the  House. 

Sec.  6.  The  House  of  Delegates  shall,  upon 
application,  provide  and  issue  charters  to  county 
societies  organized  in  accordance  with  the  Con- 
stitution and  By-Laws. 

Sec.  7.  Upon  request,  the  House  of  Delegates 
shall  organize  the  physicians  of  two  or  more 
counties  into  component  societies. 

Sec.  8.  It  shall  divide  the  state  into  Coun- 
cilor Districts. 
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Sec.  9.  It  shall  have  authority  to  appoint 
committees  for  special  purposes  from  among 
members  of  the  Association  who  are  not  mem- 
bers of  the  House  of  Delegates. 

Sec.  10.  The  House  of  Delegates  shall  meet  in 
open  session,  to  which  any  member  may  be  ad- 
mitted. In  closed  session,  attendance  shall  be 
restricted  to  members  of  the  Association,  its  legal 
counsel  and  members  of  the  Association’s  office 
staff.  In  any  session  only  delegates  and  au- 
thorized official  personnel  shall  have  the  priv- 
ilege of  the  floor,  except  by  unanimous  consent. 

Sec.  11.  Actions  of  the  House  of  Delegates 
shall  be  published  in  THE  JOURNAL. 

CHAPTER  IV.  — ELECTION  OF  OFFICERS 

Sec.  1.  All  elections  shall  be  by  written  bal- 
lot, and  a majority  of  the  votes  cast  shall  be 
necessary  to  elect.  If  there  is  no  majority,  the 
candidate  with  the  least  number  of  votes  is 
dropped  and  the  balloting  shall  continue.  If 
there  is  but  one  candidate  for  the  office  under 
consideration  the  presiding  officer  may  direct  a 
voice  vote. 

The  officers  of  this  Association  and  delegates 
and  alternate  delegates  to  the  American  Medical 
Association  shall  be  nominated  in  the  method 
prescribed  in  that  section  of  the  By-Laws  rela- 
tive to  the  duties  of  the  Committee  on  Nomina- 
tions, and  they  shall  be  elected  during  the  final 
session  of  the  House  of  Delegates  at  each  annual 
meeting. 

CHAPTER  V.  — DUTIES  OF  OFFICERS 

Sec.  1.  The  President  shall  preside  at  all 
meetings  of  the  Association  and  of  the  House 
of  Delegates.  He  shall  deliver  an  annual  address 
at  such  time  as  may  be  arranged,  and  shall  per- 
form such  other  duties  as  custom  and  parliamen- 
tary usage  may  require. 

The  President  shall  appoint  a Parliamentarian 
to  serve  during  his  term  of  office. 

In  the  event  of  a vacancy  in  the  office  of 
Treasurer  or  in  the  Council,  the  President  shall 
be  empowered  to  fill  the  vacancy  by  appoint- 
ment until  the  next  annual  meeting. 

Sec.  2.  The  President  Elect  and  Vice  Presi- 
dent shall  assist  the  President  in  the  discharge 
of  his  duties.  In  the  event  of  the  death,  resigna- 
tion. incapacitation  or  removal  from  office  of  the 
President,  the  President  Elect  shall  succeed  him 
in  office  and  shall  serve  for  the  remainder  of 
the  term  of  his  immediate  predecessor. 

The  President  Elect  shall  be  installed  as 
President  as  the  final  order  of  business  at  the 


final  session  of  the  House  of  Delegates  at  each 
annual  meeting. 

Sec.  3.  The  Treasurer  shall  be  financial  over- 
seer of  this  Association.  The  Treasurer  shall  re- 
port financial  conditions  routinely  to  the  Presi- 
dent and  the  Chairman  of  the  Council.  Early  in 
the  Association’s  fiscal  year,  the  accounts  of  the 
Association  shall  be  audited  by  a certified  public 
accountant. 

The  Executive  Director  shall  be  the  custodian 
of  the  funds  and  securities  of  the  Association. 

CHAPTER  VI.  — THE  COUNCIL 

Sec.  1.  The  Council  shall  meet  at  the  call  of 
the  Chairman  on  the  day  preceding  each  annual 
meeting,  and  as  often  as  necessary  to  transact 
the  general  business  and  other  affairs  of  the  As- 
sociation, or  on  petition  of  five  members  of  that 
body. 

The  Council  shall  be  the  executive  body  of 
the  House  of  Delegates,  and  between  meetings 
shall  exercise  all  the  powers  conferred  on  the 
House  of  Delegates  by  this  Constitution  and  By- 
Laws.  The  Chairman  of  the  Council  shall  sub- 
mit an  annual  report  of  its  activities  to  the 
House  of  Delegates. 

In  the  event  of  the  absence  of  the  Chairman 
of  the  Council  at  any  meeting,  the  Senior  Coun- 
cilor-at-Large  shall  serve  as  acting  chairman. 
Should  the  Senior  Councilor-at-Large  also  be 
absent,  then  an  acting  chairman  shall  be  elected 
by  the  members  of  the  Council  present. 

Sec.  2.  Each  Councilor  shall  serve  as  or- 
ganizer, advisor  and  representative  in  his  dis- 
trict. 

Sec.  3.  The  Council  shall  select  an  Execu- 
tive Director  who  shall  carry  out  all  duties  as- 
signed to  him  by  these  By-Laws  or  by  com- 
petent authority.  He  shall  have  the  responsi- 
bility to  employ,  or  discharge,  personnel  needed 
to  achieve  the  objectives  of  this  Association. 

Sec.  4.  The  Council  shall  be  empowered  to 
retain  general  legal  counsel  for  the  Association. 

Sec.  5.  The  State  of  West  Virginia  shall  be 
divided  into  fourteen  Councilor  Districts  with 
the  following  geographical  limits:  District  I — 
Hancock,  Brooke,  Ohio,  Marshall  and  Wetzel 
Counties;  District  II — Marion,  Monongalia  and 
Preston  Counties;  District  III — Morgan,  Berk- 
eley and  Jefferson  Counties;  District  IV — 
Mineral,  Hampshire,  Grant,  Hardy  and  Pendle- 
ton Counties;  District  V — Taylor,  Barbour, 
Tucker  and  Randolph  Counties;  District  VI — 
Harrison  and  Doddridge  Counties;  District 
VII — Tyler,  Pleasants,  Ritchie,  Wood,  Wirt, 
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Jackson,  Calhoun  and  Roane  Counties;  District 
VIII— Gilmer,  Lewis,  Upshur,  Braxton,  Web- 
ster and  Nicholas  Counties;  District  IX — 
Mason,  Putnam,  Cabell,  Lincoln  and  Wayne 
Counties;  District  X — Kanawha,  Clay  and 
Boone  Counties;  District  XI — Fayette,  Raleigh 
and  Summers  Counties;  District  XII — Logan 
and  Mingo  Counties;  District  XIII — Wyoming, 
McDowell  and  Mercer  Counties;  and  District 
XIV — Pocahontas,  Greenbrier  and  Monroe  Coun- 
ties. 

Sec.  6.  During  the  annual  meeting  of  the 
Medical  Association  held  in  an  even-numbered 
year,  there  shall  be  elected  one  ( 1 ) Councilor 
from  each  even-numbered  Councilor  District  to 
serve  for  two  (2)  years;  and  during  the  annual 
meeting  of  the  Medical  Association  held  in  an 
odd-numbered  year,  there  shall  be  elected  one 
( 1 ) Councilor  from  each  odd-numbered  Coun- 
cilor District  to  serve  for  two  (2)  years.  Each 
Councilor  District  which  has  two-hundred  ( 200 ) 
members  shall  be  entitled  to  two  (2)  Coun- 
cilors. For  each  additional  one-hundred  (100) 
members,  a Councilor  District  shall  be  entitled 
to  one  (1)  additional  Councilor. 

In  computing  the  membership  base  for  de- 
termination of  the  number  of  Councilors  to 
which  a Councilor  District  may  be  entitled, 
medical  student  members  of  the  State  Medical 
Association  shall  be  counted  as  being  members 
of  the  Councilor  District  of  their  residence  at 
the  time  they  entered  medical  school. 

Sec.  7.  The  Council  shall  have  the  authority 
to  suggest  possible  nominees  for  appointment 
to  any  state  regulatory,  administrative  or  con- 
sultative board,  commission  or  committee, 
when  such  nominations  are  requested  by  com- 
petent authority  or  are  required  by  statute. 

CHAPTER  VII.  — JUDICIAL  COMMISSION 

The  Judicial  Commission  of  the  Association 
shall  be  composed  of  five  members  elected  by 
the  Council.  The  Judicial  Commission  shall  an- 
nually elect  a Chairman..  No  member  may  serve 
more  than  two  consecutive  five-year  terms  of 
office. 

Members  of  the  first  Judicial  Commission 
shall  be  elected  for  terms  of  one,  two.  three,  four 
and  five  years,  respectively.  Thereafter  one 
member  will  be  elected  each  year.  Members  of 
the  Commission  shall  have  served  at  least  one 
term  as  an  officer  of  the  Association,  or  as  a 
Delegate  or  Alternate  Delegate  to  the  American 
Medical  Association,  or  have  served  at  least 
three  years  as  a member  of  the  West  Virginia 
State  Medical  Association  House  of  Delegates; 


however,  no  current  officer  or  American  Med- 
ical Association  Delegate  or  Alternate  Delegate 
may  serve  on  the  Commission. 

The  Commission  shall  meet  at  the  call  of  its 
Chairman  or  upon  the  request  of  at  least  three 
Commission  members. 

The  Commission  shall  adopt  such  rules  as  are 
necessary  to  carry  out  its  duties.  These  rules, 
after  publication  and  comment,  shall  be  binding 
upon  and  shall  be  followed  by  all  component 
societies  or  their  committees  of  this  Association 
when  acting  upon  matters  over  which  the  Com- 
mission has  either  appellate  or  original  jurisdic- 
tion. 

The  Commission  shall  be  the  sole  authority 
within  the  Association: 

(a)  To  make  binding  interpretations  of  the 
Constitution  and  By-Laws  of  this  Association 
and  its  component  societies  in  matters  pertain- 
ing to  ethics,  mediation,  arbitration,  grievances 
and  discipline. 

(b)  To  make  ethical  interpretations  and  de- 
cisions in  accordance  with  generally  accepted 
standards  of  ethical  conduct. 

( c ) To  act  as  the  appellate  body  at  the  state 
level  in  all  matters  referred  to  it  by  component 
societies. 

(d)  To  exercise  original  jurisdiction  over 
all  matters  over  which  the  Commission  has  au- 
thority on  its  own  authority. 

Component  societies  are  encouraged  to  create 
suitable  disciplinary  procedures  which  guarantee 
due  process,  and  to  dispose  of  all  disciplinary 
problems  which  come  to  their  attention.  If  they 
are  unable  to  do  so,  or  to  complete  these  pro- 
cedures in  an  expeditions  manner,  the  Com- 
mission shall  assume  jurisdiction  over  these  mat- 
ters whether  pertaining  to  relations  among 
member  physicians;  between  member  phy- 
sicians, component  societies  or  this  Association; 
and  between  member  physicians  and  their  pa- 
tients. 

Any  party  aggrieved  by  any  report  or  order 
of  the  Commission  may  appeal  such  report  or 
order  to  the  appropriate  agency  of  the  American 
Medical  Association  in  accordance  with  such 
procedures  as  may  be  set  forth  by  the  American 
Medical  Association.  Any  decision  of  the  afore- 
said agency  of  the  American  Medical  Associa- 
tion shall  be  final  and  binding  upon  all  parties 
to  the  appeal. 

No  report  or  order  of  the  Commission  shall 
have  any  precedential  effect  on  the  policies  of 
the  West  Virginia  State  Medical  Association 
until  approved  by  the  House  of  Delegates.  The 
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House  of  Delegates  may  either  accept,  reject, 
or  refer  any  report  or  order  back  to  the  Com- 
mission, but  may  not  modify  such  report  or  or- 
der. 

CHAPTER  VIII.  — COMMITTEES 

Sec.  1.  There  shall  be  an  Executive  Commit- 
tee of  this  Association,  composed  of  the  three 
immediate  Past  Presidents,  the  President,  Presi- 
dent Elect,  Vice  President,  Treasurer  and  the 
Executive  Director  ex  officio,  with  the  Presi- 
dent serving  as  Chairman,  whose  duties  shall  be 
as  follows: 

(a)  Prior  to  January  one  of  each  year,  the 
Executive  Committee  shall  set  up  an  annual 
budget  for  consideration  and  approval  by  the 
Council. 

(b)  The  Executive  Committee  shall  set  the 
agenda  for  the  Council  meetings,  and  shall  make 
recommendations  to  the  Council  in  regard  to  any 
pertinent  matters. 

Sec.  2.  The  Council  shall  have  authority  from 
time  to  time  to  appoint,  fix  the  duties  of,  and 
abolish  such  standing  committees  and  commis- 
sions as  it  deems  necessary  or  desirable  to  as- 
sist it  in  carrying  on  the  Association’s  activi- 
ties in  the  fields  of  business  and  scientific  meet- 
ings, medical  education  and  hospitals,  legisla- 
tion, medical  services,  communications  and 
public  service,  and  governmental  medical  serv- 
ices. 

The  chairman  and  members  of  such  commit- 
tees shall  be  appointed  by  the  Council  upon 
recommendation  of  the  Council  Chairman.  The 
Chairman  of  the  Council  shall  appoint  at  least 
one  Council  member  to  each  standing  commit- 
tee. The  Council  member  shall  be  a voting  mem- 
ber of  the  committee.  The  Councilor  shall  be  ex- 
pected to  attend  committee  meetings,  participate 
in  committee  activities,  and  interpret  to  the 
Council  the  committee’s  recommendations  that 
come  before  it  via  special  reports. 

The  President  may  appoint  temporary  ad  hoc 
committees  to  perform  specified  functions.  All 
such  committees  shall  expire  at  the  end  of  the 
term  of  the  President  by  whom  appointed. 

Standing  committees  shall  send  special  re- 
ports to  the  Council  for  action  on  matters  con- 
cerning the  West  Virginia  State  Medical  As- 
sociation policy  or  requiring  the  expenditure  of 
Association  funds,  and  shall  submit  committee 
minutes  to  the  Council  for  information.  Each 
standing  committee  shall  submit  an  annual  sum- 
mary of  its  activities,  without  recommendations, 
to  the  House  of  Delegates. 


No  committee  or  commission  shall  have  power 
or  authority  to  fix  or  determine  Associational 
policy  or  to  commit  the  Association  to  any 
course  of  action,  such  powers  being  expressly 
reserved  to  the  House  of  Delegates  and  the 
Council. 

Sec.  3.  The  Committee  on  Nominations 
shall  consist  of  district  Councilors,  and  the 
Junior  Councilor-at-Large,  who  shall  serve  as 
Chairman.  The  Councilors  from  the  odd-num- 
bered district  shall  serve  as  the  nominating  com- 
mittee in  odd-numbered  years,  and  the  Coun- 
cilors from  even-numbered  districts  shall  serve 
in  even-numbered  years.  Each  Councilor  Dis- 
trict which  has  more  than  one  Councilor  shall  be 
represented  by  its  senior  Councilor  in  point  of 
service  on  the  Committee.  The  Committee  shall 
consider  and  recommend  to  the  House  of  Dele- 
gates, prior  to  the  election  of  officers,  in  its 
final  session,  its  nominees  for  the  office  of 
President  Elect,  Vice  President,  Treasurer  and 
the  AM  A Delegate  and  Alternate;  and  the  Com- 
mittee shall  submit  at  least  two  nominees  for 
all  offices  except  President  Elect.  Nothing  in 
this  Section  shall  serve  to  prevent  any  nomina- 
tions from  the  floor  for  these  respective  offices. 

No  active  member  shall  be  elected  to  more 
than  five  two-year  terms  as  a West  Virginia 
State  Medical  Association  Delegate  to  the 
American  Medical  Association.  Service  as  an 
Alternate  Delegate  shall  not  be  counted  in  the 
above  limitation. 

Sec.  4.  The  Committee  on  Resolutions  shall 
receive  and  consider  all  resolutions  prepared 
for  presentation  in  the  House  of  Delegates  at 
an  annual  or  special  meeting.  Such  resolutions 
must  he  in  the  hands  of  the  Executive  Director 
at  least  two  weeks  before  the  meeting  at  which 
they  are  to  be  presented;  otherwise,  unanimous 
consent  of  the  House  of  Delegates  shall  be  re- 
quired for  presentation.  The  Committee  shall, 
in  open  session,  afford  any  member  the  oppor- 
tunity of  testifying  for  or  against  any  resolu- 
tion duly  presented,  and,  in  closed  session,  may 
recommend  adoption,  alteration,  amendment  or 
disapproval,  or  may  report  a substitute  resolu- 
tion to  the  House  of  Delegates. 

CHAPTER  IX.— SECTIONS  AND  SOCIETIES 

Sec.  1.  The  objectives  of  sections  and 

societies  organized  under  provisions  of  this 
Consitiution  and  By-Laws  are  (a)  to  form 
closer  professional  relationships  among  phy- 
sicians practicing  in  particular  specialty  areas; 
and  among  medical  residents  and  students;  and 
(b)  to  foster  among  physician  members  of  par- 
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ticular  specialties,  and  among  residents  and  stu- 
dents, educational  and  other  activities  directed 
toward  better  patient  care. 

Sec.  2.  Each  section  or  society  shall  elect 
its  own  officers  according  to  procedures  and/or 
Constitution  and  By-Laws  mechanisms  it  adopts. 
It  shall  adivse  the  Executive  Director  of  the 
West  Virginia  State  Medical  Association  of  the 
results  of  each  election  within  10  days  of  such 
an  election;  and  shall  take  other  steps  necessary 
to  insure  that  a current  roster  of  officers  is  on 
file  with  the  Executive  Director. 

Sec.  3.  There  is  hereby  authorized,  within 
the  membership  framework  of  the  West  Virginia 
State  Medical  Association,  establishment  of  Res- 
ident Physician  and  Medical  Student  Sections 
to  (a)  provide  for  direct  participation  of  resi- 
dents and  medical  students  in  educational,  busi- 
ness and  other  activities  of  the  Association;  and 
(b)  establish  effective  lines  of  communication 
gmong  young  physicians,  physicians-to-be  and 
their  more  senior  colleagues.  Each  such  section 
shall  develop  its  own  constitution  and  by-laws 
or  other  organizational  procedures,  and  elect 
its  officers,  under  provisions  of  Section  3 of 
this  Chapter;  provided,  however,  that  such  a 
constitution,  by-laws  or  revisions  and  amend- 
ments shall  not  be  inconsistent  with  principles 
of  organization  of  the  West  Virginia  State  Med- 
ical Association,  and  shall  be  subject  to  approval 
by  the  Association’s  Council. 

The  Resident  Physician  and  Medical  Student 
Sections  each  shall  be  entitled  to  elect  one  dele- 
gate and  one  alternate  to  the  Association’s 
House  of  Delegates  each  year.  Each  section  shall 
report  to  the  Association’s  Executive  Director 
by  May  1 of  each  year  the  names  of  its  dele- 
gate and  alternate. 

CHAPTER  X.  — COUNTY  SOCIETIES 

Sec.  1.  All  county  medical  societies  now  af- 
filated  with  this  Association  or  those  which  may 
hereafter  be  organized  in  this  State,  which  have 
adopted  principles  of  organization  not  in  con- 
flict with  this  Constitution  and  By-Laws,  may,  on 
application,  receive  a charter  from  and  become 
component  parts  of  this  Association.  Subsequent 
revisions  or  amendments  of  these  principles 
shall  be  submitted  to  the  Council  for  review. 

Sec.  2.  Charters  shall  be  issued  only  on  the 
approval  of  the  House  of  Delegates  and  shall  be 
signed  by  the  President.  The  House  of  Delegates 
shall  have  authority,  after  a hearing,  to  revoke 
the  charter  of  any  component  society  the  ac- 
tions of  which  are  in  conflict  with  the  letter  or 
spirit  of  this  Constitution  and  By-Laws. 


Two  or  more  component  societies  shall  have 
the  right  to  merge  into  one  society  provided  such 
action  is  agreed  to  by  a vote  of  the  majority  of 
the  members  of  the  societies  affected.  In  the 
event  of  a merger  under  this  section  the  charter 
or  charters  of  the  societies  losing  identity  as  such 
shall  be  surrendered  to  the  House  of  Delegates. 

Sec.  3.  Only  one  component  medical  society 
shall  be  chartered  in  any  one  county. 

Sec.  4.  Each  component  society  shall  be  the 
judge  of  the  qualifications  of  its  own  members, 
but,  as  such  societies  are  the  only  portals  to 
membership  in  this  Association,  and  to  the 
American  Medical  Association,  every  licensed 
physician  shall  be  eligible  to  apply  for  member- 
ship. 

Sec.  5.  When  a member  in  good  standing  in 
a component  society  moves  to  another  county  in 
this  State,  his  membership  may  be  transferred 
to  the  component  society  in  the  area  to  which 
he  has  moved,  provided  the  transfer  is  approved 
by  such  society. 

Sec.  6.  A physician  living  in  one  county  may 
hold  his  membership  in  a contiguous  county 
medical  society  whose  meetings  are  most  con- 
venient for  him  to  attend.  Any  physician  who 
resides  in  a county  having  no  county  medical 
organization  may  apply  for  membership  in  a 
contiguous  county  medical  society,  and  upon 
election,  continue  such  membership  until  his 
own  county  is  organized. 

Sec.  7.  Each  component  society  shall  have 
general  direction  of  the  affairs  of  the  profession 
in  its  area,  and  its  influence  shall  be  constantly 
exerted  for  bettering  the  science  and  art  of  Med- 
icine through  its  organizational  efforts. 

Sec.  8.  The  secretary  or  treasurer  of  each 
component  society  shall  remit  promptly  to  the 
Executive  Director  of  the  Association  dues  of 
members  as  collected.  An  alternative  method  of 
dues  collection  may  be  authorized  by  the  Coun- 
cil. The  secretary  shall  notify  the  Executive  Di- 
rector of  any  change  in  the  officers  of  the  so- 
ciety, and  shall  also  notify  him  promptly  con- 
cerning the  death  or  removal  from  the  county 
of  any  member  of  his  society. 

CHAPTER  IX.  — AMENDMENTS 

Sec.  1.  These  By-Laws  may  be  amended  at 
any  annual  session  by  a majority  vote  of  the 
House  of  Delegates  present  at  that  session.  The 
amendment  must  be  proposed  during  the  first 
session  and  may  not  be  acted  upon  until  the 
second  session.  If  any  amendments  conflict  with 
any  of  the  provisions  of  the  Constitution,  they 


January,  1985,  Vol.  81,  No.  1 


27 


shall  not  be  effective  until  such  time  as  the 
Constitution  has  been  amended  to  conform. 

Sec.  2.  Whenever  an  amendment  to  the  By- 
Laws  has  been  enacted,  the  Executive  Director 
shall  notify  the  secretary  of  each  component 
society,  and  the  secretary  of  the  Resident  Phy- 
sician and  Medical  Student  Sections,  within  sixty 
days  after  it  has  become  effective.  It  shall  be 
incumbent  upon  each  component  society  and 
Resident  Physician  and  Medical  Student  Sec- 
tions, to  make  such  changes  in  their  constitu- 
tions and  by-laws  as  will  bring  about  conformity 
to  the  change  in  the  By-Laws  of  the  West  Vir- 
ginia State  Medical  Association. 


Physicians  Martial  Arts 
Group  Reactivated 

Physicians  Martial  Arts  Association  (PMAA), 
a national  organization  founded  by  Millard  Seto, 
M.  D.,  in  1973,  is  being  reactivated.  It  is  open 
to  all  physicians  (M.D.,  D.O.,  D.D.S.,  D.M.D.) 
of  any  rank  in  all  types  and  styles  of  martial  arts. 

The  purposes  of  the  group  are:  1)  to  promote 
the  cause  of  martial  arts  medicine;  2)  to  make 
qualified  physicians  available  to  all  martial  arts 
organizations  as  medical  advisors;  3)  to  put 
physicians  with  an  interest  in  the  martial  arts  in 
contact  with  each  other;  4)  to  conduct  courses 
for  instructors  in  the  martial  arts  to  provide  basic 
knowledge  in  how  to  recognize  and  handle 
martial  arts  injuries;  and  5)  to  utilize  skills  as 
physicians  to  promote  the  martial  arts  and  their 
basic  precepts  of  honor,  humility,  courtesy,  and 
respect. 

For  more  information,  write:  PMAA,  P.  0. 
Box  2175.  Honolulu,  Hawaii  96805. 


Laughter’s  Potential  Has 
Yet  To  Be  Tapped 

“Laughter  has  a variety  of  physiological  and 
emotional  effects  that  have  potential  for  clinical 
application,”  comments  Donald  W.  Black,  M.D., 
of  the  University  of  Iowa  Hospitals  and  Clinics 
in  Iowa  City,  in  the  Journal  of  the  American 
Medical  Association.  “In  an  era  of  increasing 
demand  for  ‘natural  healing,’  laughter’s  potential 
has  yet  to  be  tapped,”  he  adds.  Columnist  Art 
Buchwald  adds  an  editorial  comment:  “Black 
cites  many  studies  that  indicate  what  takes  place 
physiologically  in  the  body  when  we  laugh,  but 
there  is  still  a lot  of  scientific  work  to  be  done 
before  the  Food  and  Drug  Administration  will 
permit  it  to  be  used  in  large  doses.” 


Medical  Meetings 


Jan.  10-12 — Allergy  & Immune  Diseases  in  Children, 
Maui,  Hawaii. 

Jan.  20-25,  Am.  College  of  Medical  Imaging,  Lake 
Tahoe,  NV. 

Jan.  24 — Family  Medicine  Foundation  of  WV, 
Charleston. 

Jan.  24-26 — Neurosurgical  Society  of  the  Virginias, 
Hot  Springs,  VA. 

Jan.  24-29 — Am.  Academy  of  Orthopaedic  Surgeons. 

Jan.  25-27 — 18th  Mid-Winter  Clinical  Conference, 
Charleston. 

Jan.  26 — WV  Society  of  Internal  Medicine,  Charles- 
ton. 

Jan.  26— WV  State  Society  of  Anesthesiologists,  Charles- 
ton. 

Jan.  27 — WV  District  Branch,  Am.  Psychiatric 
Assoc.,  Charleston. 

Feb.  2-6 — Am.  College  of  Allergists,  Bal  Harbour, 
FL. 

Feb.  7-8 — University  Assoc,  for  Emergency  Medi- 
cine, Orlando,  FL. 

Feb.  20-24 — Am.  College  of  Nuclear  Physicians. 

March  10-14 — Am.  College  of  Cardiology,  Anaheim, 
CA. 

March  20-24 — Am.  Medical  Student  Assoc.,  Chicago. 

March  24-27 — Am.  Society  of  Abdominal  Surgeons, 
Tampa,  FL. 

March  28-31 — Am.  College  of  Physicians,  Washing- 
ton, DC. 

March  29-31 — Am.  College  of  Preventive  Medicine, 
Atlanta. 

April  18-21 — Am.  Medical  Society  on  Alcoholism, 
Inc.,  Washington,  DC. 

April  21-25 — Am.  Academy  of  Neurological  Sur- 
geons, Atlanta. 

April  21-25— International  Congress  of  Group  Medi- 
cine, Dallas. 

April  21-26 — Am.  Assoc,  of  Immunologists,  Anaheim, 
CA. 

April  21-26 — Am.  Assoc,  of  Pathologists,  Anaheim, 
CA. 

April  28-May  4 — -Am.  Academy  of  Neurology,  Dallas. 

Aug.  14-17 — 118th  Annual  Meeting,  WV  State  Medi- 
cal Assoc.,  Charleston. 
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WHY  BMW  CHOSE 

TO  CHANGE  THE 

“QMNTESSEHTUI 
SPORTS  SEDAN? 


The  Bavarian  Motor  Works  does  not  annually  reinvent  the  automobile.  In- 
stead they  periodically  retine  it. 

So  after  six  years  the  sedan  Car  and  Driver  nominated  “the  quintessential 
sports  sedan”— the  BMW  320i— has  evolved  into  a new  car:  the  318i.  A 
machine  with  a totally  redesigned,  fully  independent  suspension  system,  new 
aerodynamics,  new  technology,  and  a new  fuel  injection  system  that 
delivers  even  greater  torque. 

The  result  is  not  only  a new  car,  but  an  apparent  logical  impossi- 
bility. “The  quintessential  sports  sedan”  is  even  more  quintessential. 

Contact  us  for  an  exhilarating  test  drive.  THE  ULTIMATE  DRIVING  MACHINE. 

© 1983  BMW  of  North  America,  Inc.  The  BMW  trademark  and  logo  are  registered 


Harvey  Shreve,  Inc. 

ROUTE  60,  WEST  ST.  ALBANS  722-4900 


WVU  Medical  Center 
-News- 


Compiled  from  material  furnished  by  the  Medical  Center 
News  Service,  Morgantown,  W.  Va. 


Cancer  Center  Development 
Procedure  Outlined 

Work  is  to  start  this  year  on  West  Virginia’s 
first  Cancer  Center,  based  at  the  WVU  Medical 
Center. 

Major  developments  have  come  in  recent 
weeks  but  officials  emphasize  that  the  plans  are 
contingent  on  two  things  happening: 

— Raising  $4.5  million  in  private  funds  for  the 
first  year  of  construction. 

— Approval  by  the  National  Cancer  Institute 
of  construction  and  operating  plans. 

Plans  for  the  Mary  Babb  Randolph  Cancer 
Center,  named  for  the  late  wife  of  U.S.  Sen. 
Jennings  Randolph,  have  been  under  way  for  two 
years.  The  key  hurdle  was  cleared  recently  when 
Congress  approved  a $4.5  million  appropria- 
tion that  will  allow  construction  to  begin. 

Matching  Funds  Needed 

Congress  will  be  asked  to  approve  similar 
amounts  each  of  the  next  three  years  to  cover 
half  of  the  $31  million  total  cost  of  a regional 
cancer  center.  Center  sponsors  will  be  working 
to  raise  another  $15  to  $16  million  in  private 
funds  during  the  same  period  to  match  the  fed- 
eral dollars. 

The  federal  money  is  designated  specifically 
for  the  West  Virginia  center,  but  will  be  released 
only  on  approval  by  the  National  Cancer  In- 
stitute. 

A corporation  to  build  and  operate  the  Can- 
cer Center  was  activated  last  fall,  with  Alvin  L. 
Watne,  M.D.,  Chairman  of  Surgery  and  Charles- 
ton Foundation  Professor  of  Cancer  Research, 
as  Director.  Fred  R.  Butcher,  Ph.D.,  Associate 
Dean  of  Medicine,  is  Deputy  Director.  Doctor 
Watne  had  been  coordinator  of  cancer  center 
planning  for  the  past  year. 

The  Cancer  Center  will  be  located  adjacent 
to  Ruby  Memorial  Hospital,  which  is  to  be  built 
just  south  of  the  present  WVU  Hospital.  The 
corporation  which  operates  the  Cancer  Center 
is  a subsidiary  of  another  new  corporation,  the 
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West  Virginia  Health  Education  and  Research 
Corporation,  and  is  separate  from  WVU  Hos- 
pitals, Inc.,  the  private  corporation  established 
by  the  1984  Legislature. 

WVU  Hospitals  President  David  J.  Fine  said 
that  while  the  hospital  will  work  closely  with  the 
Cancer  Center,  it  was  best  to  keep  them  cor- 
porately separate  because  the  Cancer  Center  is 
financed  by  federal  grants  and  private  gifts  while 
the  hospital  operates  largely  on  patient  revenue. 
Although  the  Center  will  be  corporately  man- 
aged, the  academic  programs  will  be  part  of 
WVU  and  its  Medical  Center. 

Statewide  Venture 

"This  is  a statewide  venture  and  we  will  work 
closely  with  the  health  services  community  in 
all  parts  of  West  Virginia,”  Doctor  Butcher 
said.  “We’ll  be  different  from  most  of  the  na- 
tion’s cancer  centers  because  of  our  emphasis 
on  outreach  and  collaboration  with  rural  phy- 
sicians.” 

Once  the  Cancer  Center’s  work  has  started, 
the  National  Cancer  Institute  will  be  asked  to 
designate  it  as  a regional  center  eligible  for  con- 
tinuing federal  support.  There  are  55  such  can- 
cer centers  in  the  United  States  but  none  within 
100  miles  of  West  Virginia. 

“Because  our  state  lies  in  this  underserved 
corridor,  fully  30  per  cent  of  West  Virginia’s 
cancer  patients  must  leave  the  state  and  region 
for  all  or  part  of  their  care,  or  they  fail  to  re- 
ceive the  treatment  they  need,”  Doctor  Watne 
said. 


Geriatric  Drug  Therapy  Book 

Timothy  R.  Covington,  Pharm.  D.,  Chair- 
person of  the  Department  of  Clinical  Pharmacy 
in  the  WVU  School  of  Pharmacy,  is  Co-Editor 
of  the  first  comprehensive  medical  book  on  drug 
therapy  management  for  the  elderly.  Current 
Geriatric  Therapy  is  designed  to  help  physicians 
and  other  health  professionals  better  under- 
stand and  prescribe  for  their  patients  over  age 
65.  “In  this  text  we  address  the  most  fre- 
quently occurring  acute  and  chronic  diseases  that 
affect  the  elderly  . . Doctor  Covington  said. 
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The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

1306  Kanawha  Boulevard,  East 
P.  O.  Box  2271 
Charleston,  WV  25328 
Phone:  (304)343-4371 
Toll  Free:  1-800-642-3049 

A 35-BED  HOSPITAL 

ACCREDITED  BY  JCAH 
AND  APPROVED  BY  MEDICARE  & MEDICAID 

OPHTHALMOLOGY 

OTOLARYNGOLOGY 

HEAD  & NECK  SURGERY 

A New  Commitment  to  Quality  Care  . . . Every  Day! 


Eye,  Ear,  Nose  & Throat 
Physicians  & Surgeons  of  Charleston,  Inc. 


(Formerly  A Division  of  the  Eye  & Ear  Clinic  of  Charleston,  Inc.) 

1306  KANAWHA  BOULEVARD,  EAST  • P.  O.  BOX  3107 
CHARLESTON,  WV  25331 
Phone:  (304)343-4371 
Toll  Free:  1-800-642-3049 


OPHTHALMOLOGY  E.E.N.T. 

Milton  J.  Lilly,  Jr.,  M.D.  John  A.  B.  Holt,  M.D. 

Robert  E.  O’Connor,  M.D. 

Moseley  H.  Winkler,  M.D. 

Samuel  A.  Strickland,  M.D. 

(ALL  PHYSICIANS  ARE  BOARD  CERTIFIED) 


OTOLARYNGOLOGY- 
HEAD  AND  NECK 
SURGERY 

Romeo  Y.  Lim,  M.D. 

Nabil  A.  Ragheb,  M.  D. 

R.  Austin  Wallace,  M.D. 


CATARACT  SURGERY  (INTRAOCULAR  LENSES) 
RETINAL  & VITREOUS  SURGERY 
OPHTHALMIC  PLASTIC  SURGERY 
FLUORESCEIN  ANGIOGRAPHY 
ARGON  LASER  PHOTOCOAGULATION 
STRONTIUM  90  BETA  IRRADIATION 
ORTHOPTICS 

ULTRASOUND  (A  & B SCAN) 


HEAD  AND  NECK  SURGERY 

MAXILLO-FACIAL  PLASTIC  SURGERY 

RECONSTRUCTIVE  SURGERY 

ENDOSCOPY 

CO=  LASER 

SPEECH  THERAPY 

AUDIO  VESTIBULAR  LABORATORY 

ALLERGY 
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Third-Party  News,  Views 
and  Program  Concerns 


Impairment  Rating  Inquiry 
Results  Announced 

An  inquiry  on  low-back  impairment  rating 
practices  among  physicians  who  treat  or  evaluate 
workers’  compensation  claimants  was  carried 
out  in  the  summer  of  1983  by  the  West  Vir- 
ginia Workers’  Compensation  Fund’s  Office  of 
Research  and  Development.  The  results  will  be 
fully  reported  in  a coming  edition  of  Spine. 
Findings  are  essentially  similar  to  those  reported 
by  Brand  and  Lehmann  from  Iowa:1  most  phy- 
sicians consider  factors  other  than  clinically  de- 
termined features  of  physical  impairment  in  as- 
signing impairment  ratings.  Other  factors  in- 
clude perception  of  patient’s  motivation,  patient’s 
symptoms  of  pain,  intelligence,  education  and 
skills,  and  social  environment,  according  to  a 
Fund  spokesperson. 

Ratings  are  described  in  the  findings  from  the 
two  inquiries  in  terms  of  group  means  and  stand- 
ard deviations.  Of  ratings  above  0 per  cent, 
Iowa  physicians  surveyed  reported  a mean  low 
low-back  impairment  rating  of  3.3  per  cent, 
and  West  Virginia  physicians  reported  a mean 
low-back  impairment  rate  of  4.9  per  cent  (stand- 
ard deviation  ± 4 per  cent).  The  mean  high 
low-back  impairment  rating  among  Iowa  phy- 
sicians was  39  per  cent  (±  20  per  cent),  and 
among  West  Virginia  physicians  the  mean  high 
rating  was  44  per  cent  (±  28  per  cent).  The 
reported  average  low  back  impairment  rating 
was  13  per  cent  (±  8 per  cent)  among  Iowa 
physicians  and  12  per  cent  (±  5 per  cent) 
among  West  Virginia  physicians. 

Time-Loss  Disability 

Duration  of  time-loss  disability  from  work  be- 
fore a permanent  impairment  rating  is  made  ap- 
pears a salient  issue.  With  regard  to  the  earliest 
appropriate  time  for  rating  back  impairment 
following  injury,  Iowa  physicians  responded 
with  an  average  of  8.9  months  after  injury,  while 
West  Virginia  physicians  considered  5.5  months 
long  enough  of  an  interval.  When  asked  about 
the  earliest  appropriate  time  for  impairment 
rating  following  surgery,  the  average  of  re- 


sponses from  Iowa  physicians  was  9.7  months 
and  8.3  months  from  West  Virginia  physicians. 

Lehmann  and  Brand  have  proposed  that  per- 
manent impairment  ratings  following  injury 
generally  be  made  in  12-24  weeks  through  a 
“tempo"  of  evaluation  and  decision-making.2 
Such  a proposal  is  consistent  with  Nachemson’s 
recent  advocacy  for  early  and  active  interven- 
tion in  low-back  problems  to  achieve  improved 
return  to  work  results,3  thus,  by  implication, 
earlier  rather  than  later  impairment  ratings. 

Two  conclusions  can  be  drawn  from  the  West 
Virginia  and  Iowa  inquires.  First,  physicians 
evaluate  low-hack  disability  as  they  perceive  it 
rather  than  low-back  impairment,  and  as  ratings 
become  higher  there  is  significantly  greater 
variance.  Second,  the  time  allowed  to  lapse  be- 
tween low-back  injury  and  the  point  at  which  a 
permanent  impairment  rating  is  made  can  be 
detrimental  in  terms  of  an  individual  returning 
to  work  in  light  of  a number  of  studies. 

1.  Brand  RA,  Lehmann  TR.  Low  back  impairment 
rating  practices  of  orthopaedic  surgeons.  Spine  1983; 
8(l):75-78. 

2.  Lehmann  TR,  Brand  RA.  Disability  in  the  patient 
with  low  back  pain.  Orthop  Clin  North  Am  1982; 
13(3);559-568. 

3.  Nachemson  A.  Work  for  all:  for  those  with  low 
back  pain  as  well.  Clin  Orthop  Related  Res  1983; 
179:77-85. 


Continuation  Of  Medicare 
Fee  Freeze  Seen 

Among  a host  of  health-related  budget  pro- 
posals Reagan  Administration  health  and  budget 
advisers  are  pondering  for  fiscal  1986  is  a con- 
tinuation of  a Medicare  freeze  on  physician  fees, 
according  to  American  Medical  News. 

All  budget  discussions  in  December  were  in 
preliminary  stages,  and  White  House  officials 
said  no  mechanics  of  a freeze  had  been  worked 
out.  It  was  not  even  clear,  for  instance,  that  the 
freeze  would  cover  all  physicians.  Nor  had  any 
final  decisions  been  made  on  which  of  a laundry 
list  of  possible  health  program  cuts  will  be  in- 
cluded in  the  plan  that  the  President  will  send 
to  Congress  in  late  January  or  early  February. 
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MEDICAL  PRACTICE  MANAGEMENT  SYSTEMS 
Available  through  SMA  Physicians  Purchasing  Program 

’Discounts  on  IBM  and  Texas  Instruments  Hardware  ’Discounts  on  Software  ’Now  Available  on  New  IBM  PC/AT 

MPM  1000  the  complete  system  includes: 

’Hardware  (IBM  or  Texas  Instruments) 

’Software 

’Training 

’After  Sale  Support 

’Solo,  Group  Practice  or  Clinic  Systems 
Designed  to  work  in  all  aspects  of  practice  management 
Standard  Programs  include:  Optional  Programs  include: 


’Patient  Profiles 
’Accounts  Receivable/Billing 
’Insurance  Processing/Tracking 
’Collection  System 
’Recall  Notices 

’Full  line  of  Management  Reports 
’And  much  more  . . . 


’Word  Processing 
’General  Ledger 
’Accounts  Payable 
’Payroll 

’Inventory  Control 
’Appointment  Scheduling 


Want  more  information?  Call  or  write  for  detailed  brochure  Call  Southern  Medical  at  205-945-1840 

or 


YES! 


Curtis  1000  Information  Systems  at 
800-241  4780  in  Ga  404-491-1000 


I would  like  to  know  more  about  the  MPM  1000. 

□ SMA  Member 

□ I am  not  an  SMA  Member 


Name 


Address 


City 


State 


Zip 


Office  Phone 


Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 
2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


County  Societies 


McDowell 

The  McDowell  County  Medical  Society  met  on 
November  11  at  Welch  Emergency  Hospital  in 
Welch. 

The  guest  speaker  was  Dr.  Jerry  J.  Crook,  Di- 
rector of  the  Intensive  Care  Unit  at  the  Veterans 
Administration  Medical  Center  in  Mountain 
Home,  Tennessee,  and  also  Assistant  Professor 
of  Medicine  at  East  Tennessee  State  University 
in  Johnson  City.  He  discussed  the  diagnosis  and 
management  of  angina  in  the  individual  doctor’s 
office  as  well  as  in  tertiary  medical  centers,  and 
also  covered  both  the  intracoronary  and  venous 
use  of  streptokinase. — John  S.  Cook,  M.  D., 
Secretary. 

* # tt 

MERCER 

Dr.  David  S.  Grouse  of  Bluefield  was  the  sci- 
entific speaker  for  the  meeting  of  the  Mercer 


County  Medical  Society  on  November  19  at 
Frankie’s  La  Saluta  Club  in  Bluewell. 

Doctor  Grouse  gave  a short  presentation  on 
Electro-Diagnostic  Techniques  in  Neurology.  He 
also  provided  sidelight  information  concerning 
work  at  the  San  Diego  Zoo. 

Dr.  David  F.  Bell,  Jr.,  of  Bluefield,  a mem- 
ber of  the  State  Medical  Association’s  Council, 
presented  a summary  of  the  November  18  Coun- 
cil meeting  in  Charleston. — Daivd  F.  Bell,  Jr., 
M.  D.,  Secretary-Treasurer. 

# # # 

WESTERN 

Dr.  Frederick  C.  Whittier,  Jr.,  of  Morgantown 
was  the  guest  speaker  for  the  meeting  of  the 
Western  Medical  Society  on  November  13  at 
Roane  General  Hospital  in  Spencer. 

Doctor  Whittier,  Professor  of  Medicine  and 
Chief,  Section  of  Nephrology  at  West  Virginia 
F’niversity  School  of  Medicine,  gave  a very 
thorough  talk  about  the  etiology,  pathology, 
clinical  symptoms  and  recent  treatment  of 
geriatric  hypertension. — Ali  H.  Morad,  M.  D., 
Secretary. 


Thomas  Memorial  Hospital  = 

is  pleased  to  announce  a new 

Alcohol /Substance  Abuse  Treatment  Program 

Innerchange 


The  Program 

•Detoxification 

• Medical  Management 
•Daily  Group  Therapy 

• Educational  Lectures 
•Alcoholics  Anonymous  Oriented 

• Recreational  Therapy 
•After  Care  Planning  and  Followup 
•Individual  Psychotherapy 
•Family  Consultation 
•Psychometric  Assessment 
•Complete  Medical  Consultations 

and  Services 

For  more  information,  call 

304/768-2817.  304/768-3961.  ext.  413  or  443.  or  304/925-3554 

4605  MacCorkle  Avenue.  S.W. 

South  Charleston,  West  Virginia  25039 


The  Professional  Staff 

•Two  Psychiatrists 
•Two  Clinical  Psychologists 
•Program  Director 
•Counselors 
• Recreational  Therapist 
•Qualified  Nursing  Personnel 
•Medical  Consultants 
•Adjunctive  Therapists 
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GROUP  INSUBANCE  SPONSORED 
BY  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION  FOR 
MEMBERS  AND  THEIR  EMPLOYEES 


McDonough  Caperton  Shepherd  Association  Group  ad- 
ministers group  insurance  at  a substantial  savings  for 
members,  their  families,  and  their  employees  on  behalf  of  the 
West  Virginia  State  Medical  Association. 


McDonough 

Caperton 

Shepherd 

Association 

Group 


Our  Group  Plans  include 

• Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  income  up  to  $500  a week  when  you 
are  disabled. 

• $ 1,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1 .000.000  per  person.  Choice 
of  deductibles  ($1 00-$250-$500-$1 .000).  Employees  are  eligible 

• Hospital  Money  Plan 

Pays  up  to  $100  a day  when  you  or  a family  member  is  hospital- 
ized. 

• Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for  spouses,  and  $10,000 
for  children.  Employee  may  apply  for  up  to  $100,000. 

• $100,000  Accidental  Death  & Dismemberment  Insurance 

Around  the  clock  protection  — 24  hours  a day . . . 365  days  a year 
. . . worldwide. 


• Office  Overhead  Disability  Plan 

Pays  your  office  expenses  up  to  $5, 000  per  month  while  you  are 
disabled. 

• Professional  Liability  Insurance 

SEND  THE  COUPON  BELOW  OR  CALL  TOLL-FREE  1-800-642-3088 


Please  send  me  more  information  about  the  plan(s)  I have  checked  which  are  endorsed  by  the  West  Virginia 
State  Medical  Association. 


Name 


Address 


City/State 


Zip 


Business  Telephone 


□ Long  Term  Disability  Income  Protection 

□ $1 ,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & Dismemberment  In- 
surance 

D Office  Overhead  Disability  Plan 

□ Professional  Liability  Insurance 


Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 


THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  232-3600  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B.  L.  VanPelt,  M.  D. 

P.  R Hedges,  M.  D. 

T G Kenamond,  M.  D. 

J.  Holloway,  M.  D. 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  O.  (New  Martinsville) 
Cardiovascular 

R.  N.  Lewis,  M D (St  Clairsville) 

A.  M.  Valentine,  M.  D. 

W.  E.  Noble.  M.  D. 

Gastroenterology 
T.  E.  Chvasta,  M,  D. 

L.  R Cain,  M.  D. 
Hematology/Oncology 

C.  A Vasquez,  M.  D 
Nephrology/ Hypertension 

D L.  Latcrs.  M D 
M H.  Drews,  M.  D 
Pulmonary 
C.  Begley,  M.  D. 

GENERAL  SURGERY 

C.  D.  Hershey,  M.  D 
E.  C.  Voss,  M.  D. 

J.  H,  Mahan,  M.  D.  (St.  Clairsville) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford.  M.  D. 

ORTHOPEDICS 

E L.  Barrett,  M D 
Ft.  S Glass.  M D 
UROLOGY 

D.  C.  Trapp,  M.  D. 


GYNECOLOGY/OBSTETRICS 

R.  W.  Leibold,  M.  D. 

R.  T.  Brandfass,  M.  D. 

T A Athari,  M.  D. 

J W.  Campbell,  M D 
C.  V.  Porter.  M.  D. 

Ft  A Porterfield,  M.  D 
(St.  Clairsville) 
OPHTHALMOLOGY 
W.  F.  Park,  M.  D. 

M E.  Nugent,  M.  D. 

R.  V.  Pangilinan,  M.  D. 
DERMATOLOGY 

K.  W.  Waterson,  M.  D. 
OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 
W.  A.  Tiu,  M.  D. 

R.  G.  Villanueva,  M.  D. 
RADIOLOGY 

Valley  Radiologist,  Inc. 

FAMILY  PRACTICE 

R A Porterfield.  M.  D. 

(St,  Clairsville) 

G.  L.  Cholak,  M.  D (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (New  Martinsvi 
NEURO-SURGERY 

F.  J.  Payne,  M.  D. 

NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G.  Christopher,  M.  D. 

W.  Zyznewsky,  M.  D. 

J.  G.  Tellers.  M.  D. 

Neuropathology 
S.  Govindan,  M.  D 


PSYCHIATRY 

S.  D.  Ward,  M D. 

D.  H.  Smith,  M.  D. 

D.  P.  Hill,  M.  D. 

J G Tellers,  M.  D 

Pediatric  Psychiatry 

V Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

W E Schul,  Optician 

Speech  Therapy/Audiology 

J P.  Frum,  M S.,  S P A. 

Biofeedback  Laboratory 

M G Simon,  P.  A 

Electrology/Cosmetlc  Therapy 

J.  E.  Beserock,  R.  E. 

Allergy/Cytotoxic  Food  Testing 

K.  Gorney,  M.  T. 

TECHNOLOGISTS 

Electrocardiography 

B.  Maguire,  R.  N. 

B.  Muklewicz,  R.  N 

Electroencephalography 

J.  Stone,  R N , CMET 
J Green,  R N 

Roentgenology 

E Forester,  R.  T. 


GREENBRIER  PHYSICIANS,  INC. 

A Multispecialty 

Clinic 

Greenbrier  Valley  Medica 

Arts  Building 

Ronceverte/Fairlea/Lewisburg,  West  Virginia 

1-800-642-5161  or  304-647-51 15 

INTERNAL  MEDICINE 

OPHTHALMOLOGY 

Robert  K.  Modlin,  M.  D. 

Robert  K.  Scott,  II,  M.  D. 

Helen  R.  Perez,  M.  D. 

PEDIATRICS 

Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

Williams  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S. 

SURGERY 

RADIOLOGY 

General  & Vascular 

Charles  Weinstein,  M.  D. 

H.  P.  Dinsmore,  M.  D. 

General  & Thoracic 

UROLOGY 

B,  L.  Plybon,  M.  D. 

Kyle  F.  Fort,  M.  D. 

ORTHOPEDIC  SURGERY 

PSYCHOLOGY 

Conrad  D.  Tamea,  Jr.,  M.  D. 

Connie  Bradley-Mann,  Ph.  D. 

James  W.  Banks,  M.  D. 

ANCILLARY  SERVICES 

FAMILY  GENERAL  PRACTICE 

Physical  Therapy 

Joseph  E.  Shaver,  M.  D. 
E.  T.  Cobb,  M.  D. 

Tom  Moore,  R.  T. 
Wood  McCue,  R.  T. 

Respiratory  Therapy 

OBSTETRICS/GYNECOLOGY 

James  D.  Creasman,  R.R.T. 

James  L.  Pfeiff,  M.  D. 

Audiology 

Robert  L.  Wheeler,  M.  D. 

Gary  M.  Vandevander,  M.S. 

EAR,  NOSE  & THROAT 

ADMINISTRATION 

Amir  A.  Alidina,  M.  D. 

Sandra  W.  Ayers,  Business  Manager 
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ALPHA  ASSOCIATES 

Where  the  medical  profession  and  architecture  come 
together. 

As  medical  facility  specialists,  Alpha  Associates 
designs  for  all  needs  of  the  medical  profession  — 
from  office  buildings  to  hospitals  — including  the 
new  WVU  Hospital. 


P.0.  Box  1250  209  Prairie  Ave.,  Suite  209 
Morgantown,  WV  26505  304-296-8216 


*66-5559-* 


SAINT  MARY’S  HOSPITAL 

2900  First  Avenue 
Huntington,  WV  25701 
Telephone:  304-696-2550 

Psychiatric  treatment  for  the  emotionally 
disturbed.  Qualified  psychologists  and 
social  workers  on  staff.  Program  Includes: 
Group  Therapy,  Psychotherapy,  Crisis  In- 
tervention, Care  for  the  Acutely  Disturbed, 
Substance  Abuse  and  Recreational  Ther- 
apy. Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D. 

697-7036 

K.  M.  Fink,  M.  D. 

525-8191 

R.  W.  Hibbard,  M.  D. 

697-4752 

F.  Hoback,  M.  D. 

697-7036 

D.  H.  Webb,  M.  D. 

697-7955 

J.  Corcella,  M.  D. 

525-7851 

J.  V.  Ottaviano,  M.  D. 

525-7851 

L.  C.  Smith,  M.  D. 

697-7036 

M.  M.  Bateman,  M.  D. 

526-0580 

M.  Rosenbaum,  M.  D. 

526-0580 

R.  A.  Kayser,  M.  D. 

526-0580 

OPENINGS 

AT 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 

IN 

Internal  Medicine 

TO  ASSOCIATE  WITH 
Radiology:  Pathology: 

Halberto  G.  Cruz,  M.  D.  Fulvio  Franyutti,  M.  D. 

Surgery: 

J.  W.  Woodford,  M.  D. 

Boyd  R.  Wickizer,  M.  D. 


Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 
Wm.  A.  SanPablo,  M.  D. 

Pediatrics: 

E.  G.  Kreider,  M.  D. 


Dentistry: 

Glenn  B.  Poling,  D.  D.  S. 

Family  Practice: 
Charles  L.  Arnett,  M.  D. 
Jonathan  D.  Moss,  M.  D. 
R.  Gregory  Jucket,  M.  D. 


Contact:  E.  G.  Kreider,  M.  D. 
Telephone:  (304)  457-2800 


A great  way  ot  life 


HEALTH  CARE  AT  ITS  BEST: 

AIR  FORCE  MEDICINE 

Air  Force  medicine  is  one  of  our  best  benefits,  and, 
with  your  help,  we’ll  keep  it  that  way.  The  Air 
Force  needs  physicians  such  as  you  to  become 
members  of  our  health  care  team. 


Most  administrative  responsibilities  are  in  the 
hands  of  others,  giving  our  physicians  the  time  to 
give  their  full  attention  to  the  patients’  needs.  Our 
hospitals  are  staffed  with  dedicated,  competent 
professionals. 

You’ll  find  you  will  have  time  for  your  family,  and  to 
keep  abreast  of  the  latest  methods  and  tech- 
nologies that  you  don’t  have  time  for  now.  We  also 
offer  unlimited  professional  development  and  finan- 
cial security. 


If  you’re  considering  a change,  consider  Air  Force 
medicine.  To  find  out  more  about  Air  Force  medi- 
cine, contact  Captain  George  Berberich  collect  at 
(804)  771-2127. 
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CLASSIFIED 


RN/LPN — Burned  Out?  Own  your  own  health  serv- 
ices business,  immediate  return.  Telephone  (304) 
343-3079. 


EMERGENCY/TRAUMA  CENTER  PHYSICIAN 
NEEDED — Wheeling  . . . seventh  and  last  position:  275 
bed  regional  referral  hospital  with  comprehensive  24- 
hour-on-call  backup;  active  trauma  program;  double 
coverage  and  choice  of  8/12-hour  shifts;  faculty  ap- 
pointment possible;  six  figure  package  includes  bene- 
fits, insurance,  over  six  weeks  off;  near  Pittsburgh. 
Send  CV  to  Daymon  Evans,  M.  D.,  F.A.C.E.P.,  Wheeling 
Hospital,  Emergency/Trauma  Center,  Medical  Park, 
Wheeling,  WV  26003. 


PEDIATRICIAN  NEEDED — Position  available  immedi- 
ately. Pediatrician  needed  to  replace  retiring  partner 
in  established  practice  in  Martinsburg,  West  Virginia. 
Good  guaranteed  salary  first  year.  Modern  260-bed 
hospital  with  drawing  population  of  about  40,000. 
Located  one  and  a half  hours  from  Washington  or 
Baltimore.  Contact  Edward  P.  Arnett,  M.D.,  F.A.A.P., 
215  South  Louisiana  Avenue,  Martinsburg,  WV  25401. 
Telephone  (304)  263-8819. 


OFFICE  SPACE  AVAILABLE— Fully  equipped  offices 
ready  for  occupancy.  Established  medical  practice. 
Will  negotiate  price  with  right  person.  Also  available 
facilities  for  emergency  room  service.  Contact  Karl  R. 
Dawson,  Jr.  Telephone:  (304)  291-5173  (9  A.M.-5  P.M. 
Monday  through  Friday). 


Need  A Temporary  Physician? 

You  can  take  time  off  while  your  practice  keeps 
working!  Lease  CompHealth  physicians  for  your 
vacations,  CME’s  or  for  supplementary  help. 

Want  Free  Time  While  You 
Practice  Medicine? 

Join  CompHealth’s  Locum  Tenens  Physician  Group. 

★ 

For  further  information  about  temporary  coverage 
or  locum  tenens  practice  opportunities,  call: 

412/741-3310 

CompHealth 

A Physician  Group 

WILSON  ROSS,  Regional  Administrator 

114  Centennial  Avenue 
Sewickley,  PA  15143 


PRACTICE  FOR  SALE — Family  practice,  well  estab- 
lished, fully  equipped,  reasonable  terms.  Hospitals 
close  to  office  in  St.  Albans,  West  Virginia.  Send  letters 
of  interest  to  P.  O.  Box  1091,  St.  Albans,  WV  25177. 


PRACTICE  FOR  SALE — Internal  Medicine  in  Charles- 
ton; convenient  to  bus  line  and  parking;  hospitals 
nearby;  terms  negotiable.  Send  inquiries  to  NR,  c/o 
WV  Medical  Journal,  P.  O.  Box  1031,  Charleston,  WV 
25324. 


OFFICE  SPACE  FOR  RENT— Office  space  for  rent; 
available  January  1,  1985.  Located  at  Charles  Williams 
Professional  Building,  414  Division  Street,  South 
Charleston,  WV  25309.  Telephone  (304)  768-7311. 


VENEREAL  DISEASE  SERVICES 

★ 

24-Hour  Toll-Free  Number 
Dial  800-642-8244 

★ 

WEST  VIRGINIA  STATE 
DEPARTMENT  OF  HEALTH 


McLAIN  SURGICAL  SUPPLY,  INC. 

“Our  126th  Year” 

★ 

Ask  About  Our  Complete  Line  of  Blood 
Analyzers  and  Cell  Counters  — Why  lose 
out  on  Medicare  Lab  Procedures? 

★ 

Leasing  with  purchase  option  available 

★ 

205  Broad  St.,  Charleston,  W.  Va. 
343-4384  25301 


CHAPMAN  PRINTING  CO. 
★ 

1652  4th  Avenue 
Charleston,  WV  25357 
Phone:  346-0676 
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HIGHLAND  HOSPITAL 

56TH  & NOYES  AVE.,  S.E. 
CHARLESTON,  W.  VA.  25304 
925-4756 


MEDICAL  STAFF 


ADULT  PSYCHIATRY 


Miroslav  Kovacevich,  M.  D. 
Charles  C.  Weise,  M.  D. 
Thomas  S.  Knapp,  M.  D. 
Pablo  M.  Pauig,  M.  D. 

Ralph  S.  Smith,  M.  D. 

Lee  L.  Neilan,  M.  D. 

Edmund  C.  Settle,  Jr.,  M.  D. 
Gina  Puzzuoli,  M.  D. 

John  P.  MacCallum,  M.  D. 
Sid  Lerfald,  M.  D. 


925-0693 
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Psychiatric  treatment  for  the  emotionally 
disturbed  children  ages  5 to  13  now  avail- 
able in  new  children’s  pavilion.  Separation 
maintained  from  adult  psychiatric  care 
unit.  Each  program  offers: 

• Crisis  Intervention 

• Group  Therapy 

• Psychotherapy 

• Activities  & Recreational  Therapies 

• Skilled  Attention  to  Family,  Marital,  and 
Individual  Emotional  Problems 

• Special  Care  for  the  Acutely  Disturbed 
Patient 

• Staffed  by  Qualified  Psychiatrists  and 
Medical  Consultants 

• Schooling  Provided  on  Children’s  Pa- 
vilion 

• Serving  the  Community  for  Over  28 
Years 
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FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE 

flurozepom  HCI/Poche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset'  6 

• More  total  sleep  time1-6 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights2-4 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy251012 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy 


DALMANE 

flurozepom  HCI/Poche 

References:  1.  Kales  J et  al:  Clin  Pharmacol  Ther 
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macol Ther  78:356-363,  Sep  1975,  3.  Kales  A et  al: 

Clin  Pharmacol  Ther  79:576-583,  May  1976.  4.  Kales  A 
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DALMANE®  @ 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requinng 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropnate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g. , operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and / 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients.  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules  t.i.d. 


offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae , H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage  Ceclor  * (cefaclor  Lilly)  is  indicated  in  the 
treatment  ol  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections  including  pneumonia  caused  by 
Streptococcus  pneumoniae  iDiplococcus  pneumoniae)  Haemoph 
ilus  influenzae  and  S pyogenes  (group  A beta  hemolytic 
streptococci! 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  ol  antibiotics 
Warnings  IN  PENICILLIN  SENSITIVE  PATIENTS.  CEPHALO 
SPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS  ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS. 
TO  BOTH  ORUG  CLASSES 

Antibiotics  including  Ceclor  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad  spectrum  antibiotics  (including  macrolides  semisynthetic 
penicillins  and  cephalosporins),  therefore  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  ol  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic  associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases  manage 


ment  should  include  sigmoidoscopy  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued  or  when  it  is  severe  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic  associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - If  an  allergic  reaction  to 
Ceclor  ■ (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued 
and  if  necessary  the  patient  should  be  treated  with  appropriate 
agents  e g pressor  amines  antihistamines  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  ol 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  supermtection  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat 
ment  with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross  matching  procedures  when  antiglobulm 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  ol 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  ol 
markedly  impaired  renal  function  Under  such  conditions  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  ol  administration  of  Ceclor  a false-positive  reaction 
lor  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg  s solutions  and  also  with  Clinitest' 
tablets  but  not  with  Tes  Tape*  (Glucose  Enzymatic  Test  Strip 
USP  Lilly) 

Broad  spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor*  (cefaclor,  Lilly)  There  are 
however,  no  adequate  and  well  controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  ol  Ceclor  have  been  detected 
in  mother's  milk  followma  administration  ol  sinole  500-mg  doses 
Average  levels  were  0 18  0 20.  0 21  and  0 lb  mcg/ml  at  two 
three  four  and  live  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is- administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  ol  this  product  for 
use  in  infants  less  than  one  month  ol  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  ol 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
ercent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
ruritus  urticaria  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness  like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  ol  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a lew 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosmophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology  they  are  listed  below  to  serve  as 
alerting  information  lor  the  physician 

Hepatic  - Slight  elevations  in  SGOT  SGPT  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

I061782RI 


Note  Ceclor*  (cefaclor,  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
€ 1984  ELI  LILLY  AND  COMPANY 


Additional  information  available  to 
the  profession  on  request  from 
Eh  Lilly  and  Company 
Indianapolis  Indiana  46P85 
Ell  Lilly  Industries.  Inc 
Carolina  Puerto  Rico  00630 


With  this  machine, you 

CAN  “ .PEELTHE  SKIN  OFF 
AN  AUDI  5000  TURBO.: 


This  impressive  quote  refers  to 
the  Volvo  760  GLE  intercooled 
turbo  and  comes  from  people  not 
easily  impressed:  the  editors  of  Car 
& Driver  magazine  (see  July  ’84). 

In  their  tests,  the  760  jumped 
from  zero  to  55  in  a blinding  seven 
seconds.  A speed  that  places  Volvo 
well  ahead  of  Audi  and  Saab 
turbos. 

The  credit  for  this  “warp  speed,” 
as  Car  & Driver  describes  it,  goes 
to  an  intercooler  which  increases 
the  engine’s  horsepower  by  41  per- 
cent and  torque  by  35  percent. 

But  in  the  760,  power  isn’t  only 
under  the  hood.  There  are  power 

See  VOLVO  at 


door  locks,  power  windows,  power 
sunroof,  even  heated  power 
mirrors— all  standard. 

So  come  in  tomorrow  and  test 
drive  the  Volvo  760  GLE  inter- 
cooled turbo.  And  see  what  an 
Audi  looks  like  from  your  power 
mirror. 


The\6lvo760Turbo 


TAG  GALYEAN 


1010  Washington  St.  East  — Heart  'O  Town  Holiday  Inn 
See  Bill  Davis  or  Jerry  Jarrell  344-1776 


© 1984  VOLVO  OF  AMERICA  CORPORATION. 
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COM  PUTERS 


CHARLESTON  DATA  SYSTEMS 

"T he  largest  supplier  of  computerized  practice 
management  systems  to  West  Virginia  physicians 
ivith  the  following  benefits 

■ INCREASED  PRODUCTIVITY  ■ HIGH  RELIABILITY  AND  SERVICE 

■ IMPROVED  CASH  FLOW  ■ OBSOLESCENCE  PROTECTION 

• REDUCED  OPERATING  EXPENSES  • FIVE  YEAR  GUARANTEE 

■ SIMPLICITY  OF  OPERATION  ■ TAX  SAVINGS 

For  additional  information  call  (304)  744-2583  (1-800-344-5036  toll  free) 
or  contact  us  directly  at:  325  6th  Avenue,  So.  Charleston,  WV  25303 
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CRL 

The  CRItical 

Difference. 


Why  do  so  many  physicians,  clinics  and  hospitals 
use  CRTs  cardiology  services?  Because  CRI, 
Cardiac  Rehabilitation  Institute,  makes  the 
difference  . . . The  CRItical  Difference. 


COME  TO  CRI  for  complete  cardiological 
services: 

• Non-lnvasive  Peripheral  Vascular  Imaging 

• Echocardiography 

• Nuclear  Cardiology  and  Stress  Testing 

• Holter  Monitoring 


COME  TO  CRI  for  speed  and  accuracy. 


(AKDLVT 

Rehabilitation  Institute 


COME  TO  CRI  for  top  quality  professional 
service  by  trained,  qualified  cardiologists, 
cardiovascular  nurses  and  medical  technologists 
using  the  most  modern,  technologically 
advanced  equipment  and  methods  to  administer 
and  interpret  cardiological  tests  and  procedures. 

OR  LET  CRI  COME  TO  YOU  with  completely 
equipped  mobile  units  staffed  by  professionally 
trained  technologists. 

It  does  make  a difference  where  you  go  for 
cardiology  services,  tests  and  procedures  . . . 

The  CRItical  Difference.  Come  to  Cardiac 
Rehabilitation  Institute,  5438  Centre  Avenue, 
Shadyside,  Pittsburgh  15232.  For  more 
information,  call  today:  41 2/682-6201 . 


Motrin 


600 mg  Tablets 


©1984  The  Upjohn  Company 


Upjohn 


The  Upjohn  Company*  Kalamazoo,  Michigan  49001  USA 


J-4044  January  1984 


After  a nitrate, 
add  ISOPTIN 

(verapamil  HCl/KnoIl) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%) 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIN  TABLETS 

(verapamil  HCl/Knoll) 

80  mg  and  120  mg 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g , ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure  Control  milder 
heart  failure  with  optimum  digitalization  and. 'or  diuretics  before 
ISOPTIN  is  used.  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
in  ISOPTIN  dose)  Occasional  elevations  of  liver  enzymes  have  been 
reported,  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically.  Patients  with  atrial  flutter  fibrillation  and  an  acces- 
sory AV  pathway  (e  g , W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis) 
Treatment  is  usually  D C. -cardioversion  AV  block  may  occur  (3rd 
degree,  0 8%).  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and-or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible  If 
combined  therapy  is  used,  patients  should  be  monitored  closely 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and  or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyldopa  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quimdine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result  Adequate  animal 
carcinogenicity  studies  have  not  been  performed  One  study  in  rats 
did  not  suggest  a tumorigemc  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test  Pregnancy  Category  C There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk, 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use 
Adverse  Reactions:  Hypotension  (2  9%),  peripheral  edema  (1  7%), 
AV  block  3rd  degree  (0  8%),  bradycardia  HR<50  mm  (1  1%),  CHF 
or  pulmonary  edema  (0  9%),  dizziness  (3  6%),  headache  (1  8%), 
fatigue  (1.1%),  constipation  (6  3%),  nausea  (1  6%)  The  following 
reactions,  reported  in  less  than  0.5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation  Overall  continuation  rate  of  94  5%  in  1,166  patients 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets.  July  1982  2068 
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IGNORANCE 

ISN0 

EXCUSE. 

America's  declining 
productivity  is  serious 
business. 

It's  about  time  we  all 
got  serious  about  it. 

1 productivity-  | America's  productivity 
ThcCrisis  1 growth  rate  has  been 

onU*.  , slipping  badly  tor  sev- 
\ 1 eral  years  now,  com- 

__  1 pared  to  that  of  other 

1 ^|!  nations.  And  it's  ad- 

Mj  versely  affecting  each 
\ j and  every  one  of  us. 

--  We've  all  seen 

plants  and  businesses  close  down. 

Tens  of  thousands  of  |obs  lost.  Prices 
rising,  quality  deteriorating.  A flood 
of  foreign-made  products  invading 
our  shores.  It's  all  part  of  our  declin- 
ing productivity  rate. 

We've  simply  got  to  work  it  out — 
and  we've  got  to  work  together  to  do 
it.  But  first,  we  need  to  know  more 
about  the  problem  and  the  possible 
solutions  so  we  can  act  intelligently 
and  effectively. 

That's  why  you  should  send  for 
this  informative  new  booklet.  It  hasn't 
got  all  the  answers — there  are  no 
quick  and  easy  ways  out — but  it's  a 
very  good  place  to  start  the  produc- 
tivity education  of  yourself,  your 
associates  and  your  workers.  It's  free 
for  the  asking  — and  in  quantity.  Mail 
the  coupon  right  away.  Ignorance  is 
no  excuse. 

A public  service  of  this  publication 
and  the  American  Productivity  Center, 

America. 

Let's  work  together. 


r, 


National  Productivity  Awareness  Campaign 
PO  Box  480,  Lorton,  VA  22079 

Yes,  I would  like  to  improve  my  company's 
productivity  Please  send  me  a free  copy  of 
"Productivity  the  crisis  that  crept  up  on  us." 
(Quantities  available  at  cost  from  above 
address  ) 


Name_ 
Title 


T| 


Compony_ 
City 


State. 


Zip. 


l Please  allow  4-6  weeks  for  delivery. 


American  College  of  Physicians  announces.  . . 

II  Medicine’s  Landmark 

Meeting  in 
America’s 

ndmark  City! 


Annual  Session  '85 
Washington,  DC 
March  28-31,  1985 


Join  us  in 
Washington  for 
medicines  #1  scientific  meeting.  . . 


• Schedule  your  own  CME 
program  from  over  300  scientific 
Representations.  . .covering  the 
spectrum  of  internal  medicine 
subspecialties. 

• Discuss  your  difficult  cases  with 
today's  leaders  in  medical  practice. 

• Experience  a new  type  of  scientific 
presentation  format:  "Current  Topics  in 
Internal  Medicine." 


Washington 

185 


• Operate  a personal  computer.  . . 
discover  what  it  can  do  to  help  you 
and  your  practice. 

• Tell  your  spouse  about  the  full 
schedule  of  activities  for  the  family. 

Send  for  your  Scientific  Program  Guide: 

p.........  — — — — — — — — - please  print  — — — — — — — — — - 

YES,  please  mail  me  the  Scientific  Program  Guide. 
□ ACP  Member  □ Non-Member 


ADDRESS 


CITY  STATE,  ZIP  4W‘2 

ACP.  4200  Pine  Street,  Philadelphia,  PA  19104 


McDonough  Caperton  Insurance  Group’s  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  10  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611. 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY 


Thomas  Memorial  Hospital  = 

is  pleased  to  announce  a new 

Alcohol  /Substance  Abuse  Treatment  Program 

Innerchange 


The  Program 

•Detoxification 
•Medical  Management 
•Daily  Group  Therapy 
• Educational  Lectures 
•Alcoholics  Anonymous  Oriented 
•Recreational  Therapy 
•After  Care  Planning  and  Followup 
•Individual  Psychotherapy 
•Family  Consultation 
•Psychometric  Assessment 
•Complete  Medical  Consultations 
and  Services 

For  more  information,  call 

304/768-2817,  304/768-3961,  ext.  413  or  443,  or  304/925-3554 

4605  MacCorkle  Avenue,  S.W. 

South  Charleston.  West  Virginia  25039 


The  Professional  Staff 

•Two  Psychiatrists 
•Two  Clinical  Psychologists 
•Program  Director 
•Counselors 
• Recreational  Therapist 
•Qualified  Nursing  Personnel 
•Medical  Consultants 
•Adjunctive  Therapists 


J 


Good  health  care 
is  more  than  just  medicine. 

It’s  a special  kind  of  treatment. 

CAMC 

Charleston  Area  Medical  Center. . . 
making  Charleston  better. 

General  Division, Downtown  ♦ Memorial  Division, Kanawha  City  • Chariest  on  .West  Virginia 


Charter  Member  of 

w inn Voluntary  Hospitals  erf  America  Inc 


New  studies  uncover 
the  potassium  effects  of 
beta-2  blockade 

Clinical  pharmacology  data 
from  The  New  England  Journal 
of  Medicine: 

'. . .when  normal  young  men  are  given 
infusions  of  epinephrine  at  levels  such 
as  those  that  circulate  in  patients  with 
myocardial  infarction , their  serum 
potassium  concentrations  fall  by  about 
0.8  [mmol]  per  liter.  Hypokalemia  is 
prevented  by  selective  beta-2 
blockade."’ 


that  all  beta  blockers 
are  not  created  equal. 


wsS 


. 


Once-daily  INDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 

Once-daily  INDERAL  LA  (propranolol  HCI) 
avoids  the  risk  of  diuretic-induced  ECG  ab- 
normalities due  to  hypokalemia.2 ' In  addi- 
tion, INDERAL  LA  preserves  potassium 
balance  without  additive  agents  or  supple- 
ments while  providing  simple,  well-tolerated 
therapy  with  broad  cardiovascular  benefits. 

Once-daily  INDERAL  LA 
for  the  cardiovascular 
benefits  of  the  world's 
leading  beta  blocker 

Simply  start  with  80  mg  once  daily.  Dosage 
may  be  increased  to  1 20  mg  to  1 60  mg  once 
daily  as  needed  to  achieve  additional  control. 

Like  conventional  INDERAL  tablets, 

INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 
bradycardia,  heart  block  greater  than  first 
degree,  and  bronchial  asthma. 


• X -V 


The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayerst  Laboratories 


80  mg  120  mg  160  mg 

Please  see  brief  summary  of  prescribing  information 
on  the  next  page  for  further  details. 


Once-daily 

for  betal/beta  {INDERAL  14 


blockade  l 


(PROPRANOLOL  HCI) 


LONG  ACTING 
CAPSULES 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION , SEE  PACKAGE  CIRCULAR  ) 
INDERAL'  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80, 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rale,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  if  readiusts  to  or  below  the  pretreatment  level  with  chronic 
use  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  liber  length,  end  diastolic 
pressure  and  systolic  election  period  The  net  physiologic  effect  of  beta-adrenergic  blockade 
is  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a quimdine-like 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  signifi- 
cance of  the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital.  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihyperlensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  maior  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe- 
sia and  surgical  procedures 
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INDERAL  (propranolol  HCI), 

like  other  beta  blockers,  is  a competitive  inhibitor  of  beta- 

receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g , 
dobutamine  or  isoproterenol  However,  such  patients  may  be  subiect  to  protracted  severe 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
bets  blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more 
difficult  to  adiust  the  dosage  of  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests, 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  etfects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects  at  any  of  the  dosage 
levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension, paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  tor 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fevercombmed  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronies  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achieved 
The  usual  maintenance  dosage  is  1 20  to  1 60  mg  once  daily.  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 

ANGINA  PECTORIS — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safely  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks 
(see  WARNINGS) 

MIGRAINE — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 

S6V6T3I  W66kS 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 
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Transsternal  thymectomy  was  performed  in  15 
patients  with  myasthenia  gravis  between  1973- 
1983,  usually  early  in  the  course  of  the  illness. 
Six  of  eight  treated  only  with  thymectomy  and 
four  of  seven  requiring  prednisone  after  thymec- 
tomy are  now  in  remission.  Of  the  remaining  five 
patients,  three  have  minor  and  two,  moderate, 
symptoms.  Thymectomy  plays  an  important  and 
effective  role  in  our  current  treatment  of  my- 
asthenia gravis. 

JV/f'YASTHENiA  gravis  is  an  auto-immune  dis- 
order  in  which  antibodies  are  produced  to 
acetylcholine  receptors  on  the  postsynaptic  mem- 
brane of  muscle.  These  antibodies  are  detectable 
in  the  serum  of  more  than  80  per  cent  of  patients 
with  myasthenia  gravis.  They  result  in  a decrease 
in  the  number  of  available  acetylcholine  receptors 
at  the  neuromuscular  junction  by  accelerating 
their  rate  of  degradation,  by  precipitating  an  im- 
muno-destructive  reaction,  and  by  blocking  ace- 
tylcholine binding  sites  on  anatomically  intact 
acetylcholine  receptors.1 

These  changes  manifest  themselves  clinically 
by  the  occurrence  of  muscle  weakness  having  a 
strong  fatigable  component  wtih  a particular  pre- 
dilection for  the  ocular  and  bulbar  musculature. 
The  generalized  weakness  may  disable  the  pa- 
tient, and  the  bulbar  weakness  may  be  life-threat- 
ening.2 

The  course  and  treatment  of  this  disease  has 
changed  radically  during  the  past  two  decades. 
Mortality  rate  has  been  high  in  the  past  and,  as 
recent  as  the  period  of  1940-1958,  was  still  30 


per  cent.3  Although  that  statistic  may,  in  part, 
have  resulted  from  the  fact  that  milder  cases 
were  not  being  diagnosed,  it  also  reflects  the  lack 
of  any  specific  therapy.  At  that  time  the  major 
therapy  was  the  use  of  anticholinesterase  medica- 
tions, eg.,  pyridostigmine  (Mestinon).  Thy- 
mectomy was  still  a controversial  therapeutic 
modality.  In  the  past  decade  our  therapeutic 
armamentarian  has  been  greatly  enlarged  coin- 
cident with  our  increased  understanding  of  the 
pathogenesis  of  the  disorder.  The  mainstays  of 
therapy  now  include  anticholinesterase  medica- 
tions, thymectomy,  steroids,  plasmapheresis,  in- 
tensive care  units,  and  immunosuppressive  drug 
therapy  (eg.,  azathioprine).4,5,6 

During  the  past  decade  our  approach  to  the 
treatment  of  myasthenia  gravis  at  West  Virginia 
University  has  become  a very  aggressive  one.  We 
have  performed  a thymectomy  as  early  as  possible 
in  the  course  of  the  illness  except  in  those  pa- 
tients with  purely  ocular  involvement  and  those 
over  50  years  of  age  in  whom  this  surgery  is  de- 
ferred (unless  a thymoma  is  present).  If  the 
symptoms  did  not  markedly  improve  or  a re- 
mission occur  during  the  several  months  after 
thymectomy,  we  have  added  prednisone  and 
azathioprine.  Plasmapheresis  and  the  intensive 
care  unit  have  been  limited  to  those  patients 
with  an  impending  or  actual  serious  exacerba- 
tion of  the  illness,  or  at  the  time  of  thymectomv. 
We  report  on  15  patients  between  1973-1983 
in  whom  thymectomy  was  the  initial  mode  of 
specific  therapy  and  their  subsequent  course. 
Patients  lost  to  followup  were  excluded. 

Patients 

Patients  ranged  in  age  from  two  years  to  52 
years;  five  were  males  and  10,  females.  All  were 
diagnosed  as  having  myasthenia  gravis  by  one  of 
the  authors  (LG)  based  on  the  history,  physical 
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findings,  electromyographic  studies,  and  serum 
acetylcholine  receptor  antibody  titers. 

The  patients  were  treated  initially  with  pyri- 
dostigmine. In  none  was  there  sustained  complete 
improvement  for  periods  up  to  several  years. 
Thymectomy  was  the  first  specific  treatment 
modality  carried  out  in  each  patient,  and  this  was 
done  within  several  months  of  the  establishment 
of  the  diagnosis  at  West  Virginia  University.  In 
12  patients  it  was  performed  within  two  years  of 
symptom  onset  and  in  three,  four  to  six  years 
after  onset.  Most  thymectomies  were  performed 
by  one  of  the  authors  (HEW).  Dr.  E.  Hrabovsky 
did  the  thymectomy  in  the  two-year-old  boy.  All 
were  done  via  a transsternal  procedure.  In  each 
case  a careful  search  of  the  anterior  mediastinum 
was  made  to  remove  all  thymic  tissue. 

Postoperatively,  all  patients  were  initially 
cared  for  in  the  intensive  care  unit.  No  serious 
complications  or  morbidity  were  encountered. 
One  patient,  a 52-year-old  woman,  had  an  in- 
vasive thymoma,  and  two  patients  had  benign 
thymomas.  The  remainder  of  the  patients  had 
thymus  tissue  with  varying  degrees  of  lymphoid 
follicle  hyperplasia. 

Prednisone  was  begun  in  those  patients  in 
whom  inadequate  or  no  improvement  occurred 
within  six  months  following  thymectomy.  In  one 
patient  it  was  begun  a year  and  a half  later  at 
the  time  of  an  exacerbation  after  an  initial  re- 
mission. Prednisone  was  begun  at  25-30  mg. 
daily  and  increased  over  one  wTeek  to  80  mg. 
daily.  This  daily  dose  was  maintained  until  a 
sustained  improvement  began  ( one  to  four 
weeks)  at  which  time  prednisone  was  rapidly 
switched  to  80  mg.  every  other  day.  The  dosage 
was  then  slowly  decreased  based  on  the  overall 
clinical  course.  In  one  patient  azathioprine  was 
added  several  years  after  thymectomy,  .and  ster- 
oids thereafter  because  of  an  exacerbation  follow- 
ing pregnancy. 

Results 

All  the  patients,  except  one,  presently  are 
either  asymptomatic  or  have  only  mild  symptoms. 
Eight  patients  have  been  treated  only  with  thy- 
mectomy. Six  are  asymptomatic  and  have  been 
in  remission  for  one  to  seven  years.  One  patient 
has  had  only  mild  facial  weakness  for  seven  years. 
The  seventh  patient  is  a 10-year-old  girl  who  had 
surgery  in  1982  and  still  has  moderate  residual 
weakness.  She  has  not  yet  had  a trial  of  steroids. 

Prednisone  was  used  in  seven  patients  follow- 
ing thymectomy,  and  each  still  receives  varying 
doses  of  alternate-day  prednisone.  Four  have 
been  in  remission  for  a few  months  to  two  years. 
Two  have  minimal  residual  weakness  and  one  has 


moderate  bulbar  weakness.  The  latter  patient  re- 
ceives azathioprine  100  mg.  daily  and  is  the  only 
one  of  the  group  who  has  required  plasmapheresis 
for  myasthenic  crisis  during  the  post-thymectomy 
course  of  her  illness.  Her  thymectomy  was  per- 
formed four  years  after  symptom  onset. 

Discussion 

The  complexion  of  myasthenia  gravis  at  West 
Virginia  University  has  changed  dramatically 
during  the  past  decade.  It  is  now  unusual  to 
have  a patient  with  myasthenia  gravis  in  the  in- 
tensive care  unit  except  for  the  several  days 
during  the  post-thymectomy  period.  This  is  di- 
rectly attributable  to  a more  aggressive  ther- 
apeutic approach  involving  the  auto-immune 
process.  In  patients  under  50  years  of  age, 
a transsternal  splitting  thymectomy  is  performed 
as  early  as  possible  during  the  clinical  course. 
Although  thymectomy  via  mediastinoscopy  has 
been  recommended,  most  authorities  feel  that  the 
sternal  splitting  procedure  is  necessary  to  pro- 
vide adequate  exposure  for  complete  removal  of 
the  thymus  gland.7, 8>  9 Attempts  to  correlate 
thymic  pathology,  especially  lymphoid  follicle 
hyperplasia,  with  subsequent  courses  have  not 
been  fruitful.9 

Plasmapheresis  may  be  useful  prior  to  surgery 
in  those  patients  in  whom  muscle  weakness  is  of 
sufficient  severity  that  it  may  have  an  adverse 
effect  on  the  postoperative  course.10  This  was 
not  necessary  in  any  of  our  patients.  We  have 
not  utilized  prednisone  prior  to  surgery  to 
maximize  muscle  strength  because  of  the  po- 
tential of  the  steroids  producing  an  adverse  ef- 
fect upon  the  postoperative  course. 

In  those  patients  not  showing  significant  sus- 
tained improvement  or  a remission  after  several 
months,  prednisone  was  begun  on  a daily  basis. 
The  dose  initially  was  relatively  low  (25-30  mg. 
daily  I and  gradually  increased  to  80  mg.  daily 
to  minimize  the  possible  exacerbation  of  weak- 
ness that  may  occur  with  sudden  large  doses  of 
prednisone.  Using  this  procedure  no  exacerba- 
tion of  weakness  was  encountered  in  any  of  our 
patients.  Once  a sustained  improvement  was  at- 
tained, the  patient  was  gradually  switched  to 
alternate-day  prednisone,  and  the  weaning 
process  then  was  begun  slowly.  Azathioprine 
was  used  in  one  patient  in  whom  a sustained 
exacerbation  occurred  ( after  many  years  of 
only  mild-to-moderate  symptoms)  that  was 
not  responsive  to  several  courses  of  plas- 
mapheresis and  increased  steroids. 
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A case  of  traumatic  cholecystitis,  a rare 
condition,  is  reported.  A review  of  the  litera- 
ture of  traumatic  injury  to  the  gallbladder  is 
presented.  Some  conclusions  are  offered. 

'Tpraumatic  injuries  to  the  gallbladder  are 
A rare.  They  are  found  in  1.9  per  cent  of 
penetrating  and  nonpenetrating  trauma  to  the 
abdomen.  2 Isolated  injuries  are  even  more 
rare.  Most  authors  report  one  to  three  cases 
of  isolated  injury  to  the  gallbladder.  The  num- 
ber of  isolated  injuries  increased  from  31 
cases  in  1964  to  162  in  1980, 3 which  included 
39  cases  reported  in  the  Russian  literature  by 
Rarenko.  Few  recent  papers  report  cases  of 
minor  trauma.  We  report  one  case  and  re- 
view the  literature. 

Case  Presentation 

F.  W.,  a 51-year-old  white,  intoxicated 
male,  fell  while  walking  on  June  3,  1983,  and 
hit  the  sidewalk.  He  felt  pain  in  the  upper 
abdomen  and  vomited  later  on.  He  “treated” 
his  pain  with  more  whiskey  that  day  and  was 
admitted  to  the  hospital  on  June  4,  1983.  On 
questioning,  the  patient  had  no  symptoms  re- 
lated to  cholecystitis  or  cholelithiasis.  When 
initially  seen,  he  was  normotensive,  slightly 
belligerent  and  aggressive.  He  was  standing 
up  to  relieve  his  pain  and  reluctantly  lay 
down  to  be  examined. 

He  was  a well  developed,  muscular,  obese 
man  with  mild  tenderness  in  the  right  upper 
quadrant.  The  rest  of  the  abdomen  was  soft 
with  normal  peristalsis.  Initial  urinalysis  re- 
vealed no  blood  and  no  urobilinogen.  His 
WBC  was  17,000  with  normal  differential. 
Abdominal  and  chest  x-rays  were  not  diagnostic. 
An  injury  to  an  intra-abdominal  viscera  was  sus- 
pected but  not  proved.  He  was  observed  for  24 
hours  and  held  NPO.  He  showed  improvement 
and  later  tolerated  his  diet.  On  June  6,  1983, 
all  his  laboratory  findings  were  normal  except 
an  elevated  alkaline  phosphatase  to  170  I.U./l 
(normal  up  to  95  I.U./l).  He  was  discharged. 
A follow-up  examination  revealed  a well  defined, 


tender  mass  in  the  right  upper  quadrant  with  no 
other  physical  findings  or  complaint. 

Readmitted  on  June  13,  1983,  his  bilirubin  was 

1.1  mg/ dl.  alkaline  phosphatase  with  180  I.U./l, 
SGOT  29,  LDH  181,  globulin  3.0  gm/dl,  al- 
bumin 3.8  gm/ dl,  WBC  7000/ dl  with  19  per  cent 
bands  and  hematocrit  48  per  cent.  The  chest 
x-ray  showed  no  acute  process,  and  sonogram  of 
the  gallbladder  revealed  distension  without  cal- 
culi. Hepatobiliary  imaging  with  Technetium 
Tc99m  Disofenin  revealed  nonvisualization  of  the 
gallbladder,  unremarkable  common  bile  duct, 
and  radioactivity  in  the  bowel  30  minutes  after 
injection  I Figures  1-3  I . On  June  16,  1983,  the 
patient  underwent  an  exploratory  laparotomy 
which  revealed  a hard,  distended  gallbladder 
with  inflammatory  process  around  it. 

Cholecystectomy  was  done.  The  gallbladder 
had  a thick  wall  and  was  filled  with  clots;  no 
calculi  were  found.  The  inflammatory  reaction 
prevented  the  safe  isolation  of  the  common  bile 
duct  and  the  performance  of  a cholangiogram. 
The  postoperative  course  was  unremarkable  and 
he  remained  acholic.  Seven  months  later  he 
underwent  a thoracotomy  for  resection  of  a scar 
carcinoma. 

Discussion 

Isolated  gallbladder  injuries  due  to  blunt 
trauma  are  rare.  In  the  Maryland  Institute  of 
Emergency  Medical  Services4  only  one  case  in 
31  was  an  isolated  injury,  or  an  incidence  of 

3.2  per  cent.  Most  cases  reported  recently  are 


Figure  1.  Hepatobiliary  image,  using  99mTc 
Disophenin,  30  min.  Well-demonstrated  liver  and 
common  bile  duct,  and  part  of  small  intestine; 
gallbladder  not  seen. 
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Figure  2.  Hepatobiliary  image,  using  99mTc 
Disophenin,  60  min.  Almost  complete  excretion  of 
radioactivity  from  liver;  small  bowel  well  seen,  but 
gallbladder  is  not  seen. 


Figure  3.  Hepatobiliary  image,  using  99mTc 
Disophenin,  90  min.  All  radioactivity  now  in  small 
intestine;  gallbladder  not  seen. 


due  to  vehicular  accident  and  steering  wheel 
trauma.1,  5>  6’  7 Less  severe  blows  were  found  in 
earlier  reports.  The  first  reported  case  was  due 
to  a kick4  with  the  patient  dying  from  peritonitis 
178  days  after  the  initial  trauma. 

In  reviewing  the  literature,1,  3>  4>  5>  7 one  com- 
mon factor  arises,  i.e.,  alcohol  intoxication;  our 
case  is  no  exception.  It  has  been  said,  by  analogy 
to  animal  study,  that  alcohol  increases  the  tone 
of  the  sphincter  of  Oddi,  filling  the  gallbladder 
with  bile,  making  it  distended  and  more  vulner- 
able to  injury.2, 8 Even  though  relatively  well 
protected  by  the  lower  ribs  and  liver  in  its 
anatomical  position,  a direct  blow  to  a distended 
gallbladder  may  rupture  or  avulse  it.  Alcohol 


might  also  relax  the  abdominal  wall,  increasing 
the  impact  of  deceleration  of  the  organ. 

In  our  case  the  trauma  of  the  fall  seemed 
minor  at  first.  Even  though  the  patient  was 
muscular  and  obese,  the  gallbladder  was  not  pro- 
tected against  such  injury.  These  factors  served 
only  to  mask  the  nature  of  the  injury.  A tender 
mass  was  well  defined  10  days  after  the  initial 
fall. 

The  delay  of  diagnosis  was  related  to  the 
minimal  initial  signs,  a lack  of  suspicion  owing 
to  the  rarity  of  the  condition,  and  the  initial 
improvement  of  the  patient  with  conservative 
treatment.  This  delay  of  diagnosis  was  seen  in 
other  reports.  x’  3’  6 

The  role  of  cholescintigraphy  in  diagnosing 
acute  cholecystitis  recently  has  been  established. 
Its  role  in  diagnosing  sequelae  of  blunt  trauma 
to  the  biliary  tract  has  emerged  especially  to 
confirm  the  presence  of  bile  leak  inside  the 
peritoneal  cavity.9 

Rare  Condition 

Penn2  classified  injuries  to  the  gallbladder  into 
four  categories:  contusion,  avulsion,  laceration 
and  traumatic  cholecystitis.  The  last  condition 
is  very  rare2  and  characterized  by  bleeding  in- 
side the  gallbladder.  The  bleeding  is  sometimes 
confirmed  by  obstruction  of  the  cystic  duct 
while  sometimes  gastrointestinal  hemorrhage 
and  jaundice  occur.  Occasionally,  traumatic 
cholecystitis  is  manifested  by  gangrene  of  the 
gallbladder  due  to  occlusion  of  the  cystic  artery. 
We  classified  our  case  as  traumatic  cholecystitis 
since  the  gallbladder  was  filled  with  clots,  its 
wall  thickened,  and  there  was  no  apparent 
laceration;  moreover,  the  organ  was  not  avulsed 
from  the  liver.  The  gallbladder  could  have  been 
contused  initially,  become  inflamed  and  walled 
off.  Spigos  et  al3  presented  a case  of  missed  in- 
jury to  the  gallbladder,  which  presented  later 
with  the  clinical  picture  of  abscess.  They  found 
a large  collection  of  bile.  Our  case  did  not  have 
bile  leak. 

Post-traumatic  acalculous  cholecystitis  has 
been  reported  with  increasing  frequency.10,  11  It 
involves  inflammation  of  the  gallbladder  due  to 
trauma  and  surgery  not  related  directly  to  the 
biliary  tree.  Our  case  presented  a direct  trauma 
to  a distended  gallbladder. 

Several  methods  have  been  used  to  treat  gall- 
bladder injuries.  These  include  cholecystectomy, 
cholecystostomy,  and  even  direct  repair.12  In  our 
opinion  cholecystectomy  represents  the  preferred 
treatment  of  traumatic  injury  in  the  adult.  Chole- 
cystostomy has  been  used  occasionally  with  suc- 
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cess.  4’  8 Griffith  and  Saunders13  presented  a 
case  of  cholecystoduodenocolic  fistula  following 
gallbladder  trauma  which  was  treated  by  repair. 
In  children  an  attempt  to  repair  is  probably 
justified  in  favorable  conditions. 

In  conclusion,  these  points  emerge: 

1 ) Isolated  injuries  to  the  gallbladder  are 
rare;  however,  the  number  of  reported  cases  is 
increasing. 

2)  Diagnosis  needs  a high  index  of  suspi- 
cion; otherwise,  a delay  of  diagnosis  will  occur. 

3 ) Paracentesis  cholescintigraphy  should  play 
a role  in  diagnosis. 

4)  Cholecystectomy  is  the  preferred  treat- 
ment. 
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The  most  frequent  cause  of  death  in  the 
United  States  is  atherosclerotic  cardiovascular 
disease.  Exercise  can  have  a helpful,  significant 
direct  effect  on  the  primary  risk  factors,  hyper- 
tension and  hyperlipidemia,  and  an  indirect  ef- 
fect on  the  harmful  results  of  cigarette  smoking. 
The  secondary  risk  factors,  diabetes,  obesity  and 
anxiety,  also  are  favorably  altered  by  physical 
activity.  Although  osteoporosis  is  not  life-threat- 
ening, it  is  responsible  for  extensive  morbidity, 
especially  among  older  women.  Prevention  of 
bone  loss  may  be  achieved  by  an  exercise  regi- 
men, and  thereby  the  sequelae  of  osteoporosis 
may  be  avoided. 

Employee  fitness  programs  have  a potential 
role  in  improving  the  health  of  large  numbers 
of  people  while  at  the  same  time  increasing 
productivity  and  decreasing  industrial  health 
care  costs.  A program  for  assessing  or  initiating 
an  adult  fitness  program  is  detailed. 

A lthough  great  strides  have  been  made  in  re- 
cent  years  in  preventing  and/or  treating  in- 
fectious disease,  chronic  degenerative  diseases 
such  as  coronary  heart  disease  are  now  the  great- 
est cause  of  morbidity  and  mortality  in  the 
United  States.  The  economic  costs  of  heart  dis- 


ease are  staggering — totaling  more  than  $40  bil- 
lion a year  in  medical  costs  alone.  The  additional 
cost  in  terms  of  lost  productive  work  time,  and 
emotional  and  physical  pain  and  suffering  is 
incalculable.1 

One  of  the  easiest  ways  to  estimate  the  effect 
that  physical  activity  might  have  on  disease 
prevention  and  treatment  is  to  examine  the  im- 
pact of  exercise  on  the  coronary  heart  disease 
risk  factors.  The  primary  risk  factors  include 
serum  cholesterol,  hypertension  and  cigarette 
smoking  while  the  secondary  risk  factors  consist 
of  obesity,  diabetes,  stress  and  tension,  inactivity, 
age  and  gender,  and  family  history.1'2  All  of 
the  risk  factors  except  age,  gender,  and  family 
history  are  behavioral  in  nature  or  have  large 
behavioral  components.  Research  has  shown 
that  a change  in  lifestyle  including  the  initiation 
of  positive  exercise  habits  can  have  a significant 
effect  on  both  hypertension  and  serum  choles- 
terol. 

Prevention  of  Hypertension 

The  important  role  which  hypertension  plays 
in  the  development  of  atherosclerosis  has  been 
recognized  for  several  decades.  It  has  been  es- 
timated that  over  60  million  people  in  the  United 
States  have  hypertension.  Of  these,  90  per  cent 
or  more  will  have  mild-to-moderate  hypertension 
(diastolic  blood  pressure  90-114  mm  Hg.  or  a 
systolic  blood  pressure  over  160  mm  Hg. ).  Un- 
fortunately, over  90  per  cent  of  all  hypertension 
is  still  classified  as  essential  — indicating  a lack 
of  knowledge  of  its  etiology.3  There  have  been 
studies,  however,  which  implicate  certain  fac- 
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tors  as  being  predisposing.  These  include:  (1) 
a parent  with  hypertension,  (2)  obesity  or 
weight  gain  (as  fat),  (3)  relatively  higher  blood 
pressure,  and  (4)  inactivity.4 

A recent  study  by  Paffenbarger  et  al.4  fol- 
lowed a group  of  14,998  Harvard  graduates  for 
16-50  years.  Among  this  group  681  developed 
hypertension.  It  was  found  that  participation  in 
sports  during  college  or  light  physical  activity 
was  not  protective.  However,  vigorous  sports 
participation  such  as  jogging,  swimming,  tennis, 
etc.,  was  protective  against  developing  hyper- 
tension even  if  other  predisposing  factors  were 
present. 

Blair  et  al.5  studied  6,000  men  and  women 
and  found  that  those  having  blood  pressures  of 
130-139/85-89  and  a low  level  of  physical  fit- 
ness were  ten  times  more  likely  to  develop  hyper- 
tension than  were  those  whose  blood  pressure 
was  120-129/81-84  and  who  were  physically  fit. 
Even  a blood  pressure  less  than  120/80  com- 
bined with  a low  level  of  physical  fitness  made 
a subject  1.5  times  as  likely  to  develop  hyper- 
tension than  a person  who  was  more  fit. 

There  have  been  numerous  studies  conducted 
which  have  shown  that  aerobically  trained  ath- 
letes have  lower  blood  pressures  than  their  seden- 
tary counterparts.  The  prevailing  finding  in  the 
literature  is  that  those  who  are  more  active  have 
less  hypertension.  Thus  it  seems  that  an  adult 
fitness  program  would  play  a major  role  in  pre- 
venting hypertension  in  the  participants. 

Treatment  of  Hypertension 

Since  hypertension  is  such  a widespread 
problem,  the  initiation  of  an  adult  fitness  pro- 
gram would  involve  people  who  had  already  de- 
veloped the  condition.  Several  studies  have  been 
conducted  using  exercise  as  a treatment  for 
hypertension.  A majority  of  the  studies  show 
training  is  associated  with  lower  systolic  pres- 
sures (ranging  from  five  to  25  mm  Hg.)  and 
lower  diastolic  pressures  (ranging  from  three 
to  15  mm  Hg. ).  However,  the  magnitude  and 
direction  of  the  change  appear  to  be  dependent 
on  the  type,  duration  and  intensity  of  the  ex- 
ercise.. It  is  imperative  that  the  hypertensive  pa- 
tient be  in  a monitored  program  since  too  great 
an  intensity  of  exercise  can  exacerbate  the  con- 
dition.3,6 

Effect  on  Lipids 

Another  risk  factor  that  can  be  affected 
significantly  by  exercise  is  serum  cholesterol. 
Not  only  is  the  total  amount  of  cholesterol  im- 
portant, but  also  the  kind  of  cholesterol.  High- 
density  lipoprotein  cholesterol  (HDL-C)  is  con- 


sidered protective  while  low-density  lipoprotein 
cholesterol  (LDL-C)  is  implicated  in  ather- 
osclerotic vascular  disease.'  An  increasing  num- 
ber of  well-designed  exercise  studies  using 
sedentary  subjects  as  controls  have  shown  a de- 
crease in  plasma  LDL-C  values  (8  to  12  per  cent) 
with  training.  The  training  in  these  studies  has 
been  moderate  ( 60  to  85  per  cent  of  maximal 
heart  rate ) , and  the  frequency  was  three  times 
per  week.8 

There  appears  to  be  a dose-response  relation- 
ship between  HDL-C  and  exercise.  Patients  at 
bed  rest  have  less  than  control  values  but  these 
are  increased  with  ambulation.  Moderate  en- 
durance training  increases  HDL-C  further,  and 
highly  trained  men  have  20-30  per  cent  higher 
values  than  the  general  public.9 

Metabolic  Changes 

Of  the  secondary  risk  factors,  diabetes  and 
obesity  also  can  be  greatly  influenced  by  phy- 
sical activity.  Insulin  binds  to  sites  on  cell  re- 
ceptors in  order  to  mediate  glucose  transport. 
Exercise  increases  insulin  sensitivity  at  the  cell- 
ular level  hy  increasing  insulin  binding.10  A 
comparison  of  trained  athletes  to  control  subjects 
showed  that  insulin  binding  was  significantly 
greater  in  the  athletes  at  baseline.  Other  studies 
have  shown  that  exercise  results  in  increased 
glucose  utilization  due  to  improvement  in  post- 
receptor metabolism.  Consideration  of  the  met- 
abolic abnormalities  in  patients  with  type  II 
(adult  onset)  diabetes  indicates  they  would  make 
excellent  candidates  for  an  exercise  program. 
Most  type  II  diabetics  have  elevated  levels  of 
insulin  even  though  they  are  hyperglycemic.  In 
other  words,  instead  of  lacking  insulin,  type  II  di- 
abetics have  more  insulin  than  a normal  person, 
but  it  is  less  effective.  Also,  they  are  often  mod- 
erately obese  with  high  triglycerides,  low  HDL-C 
and  poor  exercise  tolerance.11  This  combination 
of  risk  factors  makes  these  people  prime  candi- 
dates for  the  complications  of  atherosclerotic 
vascular  disease.  Although  studies  are  few,  the 
ones  completed  have  shown  that  exercise  does 
improve  diabetes  and  plasma  lipids  in  type  II 
diabetics.1 1 12 

Obesity 

Obesity  13  is  a risk  factor  that  is  commonly 
found  in  diabetics  and  hypertensives  as  well  as 
many  otherwise  normal  Americans.  It  may  be  the 
result  of  excessive  caloric  intake,  inadequate  ex- 
ercise, or  more  efficient  utilization  of  ingested 
food.  Normally,  when  carbohydrates  or  protein 
are  eaten  there  is  an  increased  heat  production 
called  diet-induced  thermogenesis  (DIT).  This 
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results  in  some  of  the  ingested  calories  being 
lost  as  heat.  Although  an  alteration  in  DIT  has 
not  been  shown  in  all  obese  subjects,  recent 
studies  have  demonstrated  that  DIT  can  be  in- 
creased by  aerobic  conditioning.14  Therefore,  ex- 
ercise may  be  of  value  in  weight  reduction  by: 
(1)  expending  calories  during  activity,  (2)  in- 
creasing the  basal  metabolic  rate  for  as  long  as 
48  hours  after  exercise,  and  ( 3 ) increasing  diet- 
induced  thermogenesis. 

Psychological  Factors 

Stress  and  tension  are  also  secondary  risk 
factors.  Persons  under  stressful  circumstances 
such  as  white  collar  workers  are  at  increased 
risk  for  coronary  artery  disease.  Although  the 
mechanism  for  this  is  unclear,  catacholamine  re- 
lease has  been  implicated.  Continuous  and  inap- 
propriate elevation  of  catecholamines  increases 
heart  rate  and  blood  pressure  as  well  as  causing 
vasoconstriction  in  some  vascular  beds.  Exercise 
has  been  used  as  a method  of  reducing  stress  and 
tension.15  Research  has  shown  that  conditioned 
subjects  have  lower  resting  and  exercise  cat- 
echolamine levels.16  Whether  these  two  observa- 
tions are  related  in  a cause  - effect  manner  is 
not  clear.  A second  possible  mechanism  involves 
the  release  of  endorphins  from  the  pituitary. 
These  compounds  have  a narcotic  effect  which 
induces  feelings  of  pleasure  and  wellness  and 
may  reduce  stress  and  tension  in  the  anxious  in- 
dividual. 

Cigarette  Smoking 

Cigarette  smoking  is  the  only  risk  factor  that 
is  behavioral  in  nature  and  upon  which  exercise 
does  not  have  a direct  effect.  However,  exercise 
has  been  used  in  smoking  cessation  studies  to 
better  reduce  the  tension  associated  with  break- 
ing this  habit  as  well  as  creating  a situation 
in  which  the  shortness  of  breath  associated  with 
smoking  becomes  uncomfortable. 

Osteoporosis 

Another  disease  that  is  prevalent  in  the  United 
States  and  of  special  concern  to  women  is 
osteoporosis.12  Osteoporosis  literally  means 
porous  bones.  The  degree  of  bone  loss  varies 
from  person  to  person,  but  the  problem  is  almost 
universal  among  white  women.  Typically,  a 
woman  loses  more  than  one  per  cent  of  her 
skeleton  each  year  after  the  age  of  35.  At  that 
rate,  by  age  70,  she  will  have  lost  over  a third 
of  her  body’s  structural  framework.  A recent 
study  showed  that  10  per  cent  of  women  over 
age  50  had  broken  bones  due  to  osteoporosis.18 
Women  over  the  age  of  60  break  their  hips, 
wrists,  and  shoulders  two  to  five  times  more 


often  than  men  of  the  same  age.  About  200,000 
Americans  break  their  hips  each  year;  most  of 
these  are  women,  and  the  fractures  are  due  to 
osteoporotic  bone  loss.  Many  die  within  three 
months  and  many  others  are  crippled  for  the 
rest  of  their  lives.  These  fractures  cost  about 
one  billion  dollars  a year  to  treat. 

At  this  time,  the  cause  of  osteoporosis  is  un- 
known. There  also  is  no  known,  uniformly  safe 
and  effective  treatment  for  the  disease  once  it 
has  become  clinically  apparent  after  a fracture. 
The  best  treatment  at  the  present  time  is  pre- 
vention. The  available  literature  indicates  that 
a high  level  of  physical  activity  throughout  life 
can  result  in  increased  skeletal  mass.  A large 
reservoir  of  bone  may  delay  the  clinical  mani- 
festations of  osteoporosis  in  later  life.  Further- 
more, the  published  studies  of  animal  models 
and  humans  strongly  suggest  that  physical  ac- 
tivity retards  or  prevents  involutional  bone  loss 
in  both  recently  postmenopausal  and  elderly 
women.19  The  initiation  and  maintenance  of 
exercise  for  women  could  have  a large  impact 
on  the  incidence  of  osteoporotic  fractures  after 
menopause  in  this  population. 

Economic  Benefits 

Health  professionals  involved  in  industry 
have  special  concerns  in  providing  health  care 
programs  for  their  workers  which  are  at  the 
same  time  cost-effective  for  the  company. 

Although  rigorous  research  is  sparse  in  this 
area,  that  available  suggests  that  an  employer 
could  expect  benefits  in  several  areas. 

A study  conducted  by  Shepard,  et  al.20  on 
health  care  costs  showed  positive  benefits.  This 
study  was  conducted  over  one  year  on  both 
males  and  females  and  used  an  exercise  regimen 
that  required  30  minutes  of  activity  three  times 
per  week.  Results  showed  that  a control  company 
increased  health  care  costs  over  one  year  by 
about  $30  per  employee  whereas  the  test  com- 
pany showed  no  increase  in  health  costs.  The 
health  costs  for  those  who  participated  at  a high 
level  in  the  fitness  program  went  down.  Non- 
participants  in  the  test  company  had  fewer 
health  care  costs  than  those  in  the  control  com- 
pany. The  authors  suggest  that  just  having  a 
fitness  program  increases  the  health  awareness 
of  employees  and  results  in  less  health  care 
costs.  The  potential  savings  from  the  program 
averaged  0.57  hospital  days  per  employee  per 
year. 

Studies  conducted  by  Rhodes  and  Dunwoody21 
and  Pauley,  et  al.22  showed  significant  improve- 
ment in  both  physiologic  as  well  as  psychological 
variables  in  as  short  a time  as  14  weeks  in  both 
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male  and  female  subjects  using  30-minute  ex- 
ercise sessions  three  times  per  week.  Significant 
improvements  were  seen  in  resting  heart  rate, 
resting  blood  pressure,  body  fat,  and  serum 
cholesterol  and  triglycerides.  These  employees 
also  showed  a significant  decrease  in  trait 
anxiety  and  increases  in  personal,  social,  and 
physical  self  concepts.  The  majority  of  partic- 
ipants also  showed  an  improved  outlook  toward 
their  jobs. 

Cox,  et  al.23  studied  absenteesim  changes  as  a 
result  of  fitness  programs.  This  study  evaluated 
absentee  rates  for  1,125  male  and  female  em- 
ployees three  months  prior  to  and  six  months 
after  initiation  of  an  exercise  program  using 
30-minute  sessions  three  times  per  week.  Results 
showed  that  the  high  adherents  decreased  their 
absenteesim  rate  by  27  per  cent  over  control 
company  employees.  Decreased  absentee  rates 
and  increased  productivity  from  adult  fitness  pro- 
grams also  have  been  reported  from  both  Russia 
and  Japan. 

In  summary,  the  best  available  evidence  sug- 
gests that  an  employee  fitness  program  will  re- 
sult in  decreased  health  care  costs,  decreased 
absenteeism,  and  increased  productivity  for  the 
employer.  The  employee  can  expect  improved 
physiologic  and  psychological  parameters  with 
resulting  improvement  in  health  risk. 

Adult  Fitness  Program 

Exercise  is  not  always  benign.  In  improper 
amounts,  exercise  can  cause  serious  muscu- 
loskeletal problems  in  adult  populations  as  well 
as  exacerbate  existing  disease  such  as  hyper- 
tension. Vigorous  exercise  without  proper  train- 
ing can  cause  sudden  death  as  a result  of  cardiac 
arrest.  A recent  study  by  Siscovich,  et  al.24 
showed  that  men  with  low  levels  of  physical  ac- 
tivity had  an  increased  risk  of  cardiac  arrest  dur- 
ing vigorous  activity  by  a factor  of  56  compared 
to  the  risk  at  other  times.  However,  the  risk 
of  cardiac  arrest  among  the  habitually  active 
men  was  40  per  cent  lower  than  sedentary  men 
during  and  not  during  vigorous  activity.  Thus, 
the  recent  evidence  indicates  that  vigorous  ac- 
tivity for  the  non-conditioned  person  may  be 
extremely  dangerous.  However,  physical  activity 
is  protective  if  good  aerobic  conditioning  is 
achieved  by  using  a gradually  progressive  ap- 
propriate exercise  program.  Therefore,  adults 
should  begin  exercise  in  a well-supervised  adult 
fitness  program. 

A good  adult  fitness  program  has  at  least  two 
major  goals:  ( 1 ) to  provide  an  adequate  exercise 
stimulus  to  achieve  the  desired  physiologic 
adaptations  without  causing  significant  pain  or 


discomfort.  These  physiologic  adaptations  in- 
clude an  improved  efficiency  of  the  cardiovascular 
system  as  well  as  increased  oxidative  capacity  and 
contractile  force  in  sketelal  muscle,  and  (2)  to 
get  the  individuals  to  change  their  exercise  hab- 
its permanently  so  that  exercise  becomes  a part 
of  their  life. 

In  order  to  accomplish  these  goals  the  partici- 
pants must  be  conditioned  at  a gradual,  individ- 
ualized pace  so  that  they  feel  better  for  having 
participated — never  worse.  To  determine  the  be- 
ginning level  of  fitness  and  make  an  appropriate 
exercise  prescription,  the  following  steps  must  be 
taken: 

( 1 ) Symptomatic  persons  or  those  over  the 
age  of  35  should  obtain  written  approval  from 
their  primary  care  physician.  The  physician  and 
the  exercise  physiologist  can  then  work  together 
to  develop  an  appropriate  program. 

( 2 I Health  History — The  exercise  physiolog- 
ist not  only  is  interested  in  past  illness  but  also 
sport  and  physical  activity  participation  and  any 
accompanying  injury  or  chronic  musculosketelal 
problems. 

I 3 ) Submaximal  stress  test — This  test  is  con- 
ducted to  determine  the  physical  work  capacity 
of  the  individual.  An  ECG  is  monitored  through- 
out the  test  and  blood  pressures  are  taken  each 
minute.  An  expired  air  sample  is  taken  to  deter- 
mine the  ability  to  consume  oxygen.  This  is  the 
best  indicator  of  aerobic  work  capacity,  and  it 
is  needed  to  determine  the  proper  exercise  pre- 
scription for  the  individual.25 

1 4 ) Body  composition  assessment  — Body 
composition  refers  to  the  analysis  of  per  cent  fat 
in  the  body  as  well  as  the  percentage  of  lean  body 
weight.  The  most  accurate  method  of  assessment 
is  by  hydrostatic  weighing.  The  individual  is  com- 
pletely submerged  in  a small  tank  of  water  while 
lying  or  sitting  on  a platform  suspended  from  a 
scale.  The  underwater  weight  is  recorded.  Lean 
tissue  is  more  dense  than  fat  tissue;  therefore 
underwater  weight  varies  with  fat  percentage. 
Formulas  are  used  to  determine  density  from 
underwater  weight,  and  density  is  then  used  to 
determine  per  cent  fat. 

Program  Activities 

Once  the  initial  evaluation  is  completed,  exer- 
cise is  started  to  improve  the  functional  capacities 
in  the  following  areas:  (1)  cardiovascular  en- 
durance— Cardiovascular  endurance  refers  to  the 
efficiency  of  the  heart,  circulatory  and  respiratory 
systems  to  do  physical  work.  This  is  the  most 
important  component  of  any  adult  fitness  pro- 
gram. Any  activity  that  uses  large  muscle  groups 
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and  that  can  be  sustained  for  20  to  60  minutes 
may  be  used  for  this  aerobic  conditioning.  Ex- 
amples of  the  activities  include:  walking,  jogg- 
ing, cycling,  swimming,  cross  country  skiing, 
and  rowing.  ( 2 ) flexibility  — Most  adults  lose 
flexibility  as  they  grow  older  due  to  lack  of  use 
or  chronic  musculosketelal  disorders  such  as  bur- 
sitis or  arthritis.  This  results  in  a feeling  of 
“stiffness”  since  the  individuals  can  no  longer 
move  their  joints  through  the  full  range  of  mo- 
tion. This  condition  can  also  be  the  cause  of 
injuries  such  as  pulled  muscles  or  tendons  if 
strenuous  activities  are  attempted  before  an  ade- 
quate range  of  motion  has  been  achieved.  Stretch- 
ing exercises  are  used  to  achieve  and  maintain  the 
full  range  of  motion  of  the  joints.  These  exercises 
are  used  as  warm-up  and  cool-down  exercises. 
(3)  muscular  strength  and  endurance — Muscular 
strength  and  endurance  are  important  compon- 
ents for  adult  fitness  programs.  Most  adult  males 
have  lost  strength  since  many  have  not  partici- 
pated in  physical  activities  for  a number  of  years. 
This  is  especially  true  for  the  upper  trunk  and 
arms.  Many  females  have  never  achieved  much 
strength  in  their  upper  trunk  and  arms  since  they 
did  not  participate  in  sports.  Therefore,  as  mus- 
cles atrophy  with  age,  physical  activity  becomes 
more  difficult  and  less  pleasant.  This  inactivity 
is  a complicating  factor  in  the  development  of 
osteoporotic  fractures.  To  increase  and  maintain 
strength  in  a gradual  progressive  program,  weight 
training  equipment  such  as  universal  machines  or 
Nautilus  is  used. 

An  ideal  exercise  program  should  be  conducted 
a minimum  of  three  times  per  week  and  should 
include: 

(1)  5 to  10  minutes  of  warm-up  exercises 
( flexibility) 

(2)  20  to  60  minutes  of  aerobics  (walking, 
jogging,  etc.) 

(3)  weight  training  (muscular  strength  and 
endurance) 

(4)  5 to  10  minutes  of  cool-down  exercise 
(flexibility) 
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In  My  Opinion 


Medical  Malpractice : A Public  Crisis 


VV/est  Virginians  are  on  the  verge  of  a crisis 
which,  at  first  glance,  would  appear  to  be 
a problem  of  its  state  physicians.  The  increase 
in  malpractice  premiums  of  upwards  to  75  per 
cent  in  1985,  and  the  discontinuation  of  in- 
surance coverage  of  certain  types  of  practices, 
however,  carry  marked  implications  for  the 
people  of  West  Virginia. 

Medical  malpractice  premiums  in  the  United 
States  for  1985  will  exceed  three  billion  dollars 
which,  for  the  most  part,  will  pass  through  and 
be  charged  to  the  public  as  a cost  of  doing 
business.  However,  what  is  little  appreciated  by 
the  public,  and  very  poorly  articulated  by  the 
medical  profession,  is  the  manner  in  which 
American  Medicine  has  evolved  as  a result  of  the 
American  tort  system.  This  is  a peculiarly  Ameri- 
can problem,  and  has  no  known  counterpart  in 
Europe  or  other  industrialized  nations. 

It  has  been  estimated  that  between  15  billion 
and  100  billion  dollars  a year  are  spent  in  med- 
ical care  in  the  United  States  in  an  attempt  to 
meet  tort-directed  Medicine.  These  are  truths 
that  demand  dissemination,  for,  if  the  current 
tort  system  continues  unabated,  the  public  must 
know  in  what  direction  it  will  lead  them. 

Before  the  public  can  fully  comprehend  the 
magnitude  of  this  problem,  however,  physicians 
must  become  aware,  in  detail,  of  all  the  aspects 
of  “costs”  of  the  malpractice  situation  in  the 
United  States.  These  concepts  may  best  be 
illustrated  in  a series  of  “letters”  below  that  I 
have  intercepted  from  numerous  “sources.” 

Mrs.  Framingham,  My  Town,  WV 

Mrs.  Framingham: 

/ am  delighted  to  hear  that  you  are  pregnant 
again,  and  feel  honored  that  you  would  like  to 
continue  with  me  as  your  obstetrician.  How- 
ever, as  of  January  1,  I will  no  longer  be  provid- 
ing obstetrical  services.  I have  called  Doctor 
Janison  and  I am  sure  you  are  familiar  with  his 
fine  reputation.  However,  he  informed  me  that 
he  is  retiring  from  medical  practice.  That  leaves 
only  Doctor  Frame  available  to  provide  services 
in  this  area.  I think  that  you  will  find  his  serv- 
ices more  than  satisfactory.  I wish  to  extend  to 


you  my  best  wishes,  and  hope  that  I may  be 
able  to  continue  providing  you  with  gynecological 
care. 

Sincerely  yours, 

James  Fink,  M.  D. 

Comment:  What  Doctor  Fink  is  telling  his 
patient  is  being  told  to  patients  all  over  West 
Virginia — notably,  that  obstetrical  practice  is 
hard  work,  medical  malpractice  premiums  are 
extremely  high,  and  that  a conscious  decision 
has  been  made  that  such  practice  is  not  worth 
it.  Older  physicians  who  would  continue  in 
practice,  but  would  like  to  limit  their  workload, 
and  could  provide  a relatively  inexpensive  form 
of  care,  are  retiring  because  of  inability  to  af- 
ford medical  malpractice  insurance  for  a part- 
time  practice.  High-risk  obstetrics  increasingly 
is  being  abandoned  by  a large  segment  of  med- 
ical practitioners.  The  recommended  malpractice 
limit  of  five  million  dollars  for  obstetricians  in 
West  Virginia  currently  is  $40,000.  If  the  cur- 
rent malpractice  inflation  of  75  per  cent  per 
annum  continues,  in  four  years  the  cost  of  major 
surgical  obstetrical  insurance  would  be  over 
$400,000. 

Mr.  James  Duff 

Green  Cross,  Green  Shield  Insurance 
Dear  Mr.  Duff: 

I received  your  letter  of  November  27  con- 
cerning the  crisis  you  face  in  premium  escala- 
tion, due  to  high  medical  costs.  I am  very 
sympathetic  to  the  problem  that  you,  and  most 
Americans,  face  in  relationship  to  high  costs.  / 
certainly  am  doing  all  / can  in  reducing  hos- 
pitalization, and  doing  laboratory  tests  on  your 
subscribers.  I am  sure  you  are  aware  that  my 
first  concern  must  be  the  welfare  of  my  patients, 
which  are  your  subscribers. 

Respectfully  yours, 

James  Riggleman,  M.  D. 

Comment:  The  courts,  through  civil  cases, 
have  mandated  a level  of  care  which  currently 
is  unobtainable.  This  “court-directed  Medicine” 
represents  hundreds  of  diverse  and,  at  times, 
conflicting  views  on  the  manner  in  which  Med- 
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icine  should  be  practiced.  This  generally  is  with 
the  aid  of  hindsight.  As  a result,  physicians  are 
on  a “treat  and  test  treadmill,”  hoping  to  pro- 
tect themselves  from  those  who  publicly  would 
question  their  competency,  devotion  and  in- 
tegrity. 

In  tragic  cases,  it  is  no  small  matter  to  find 
a culpable  party.  In  medical  malpractice,  that 
party  is  usually  a hospital  or  physician.  The 
courts  often  establish  that  a given  tragedy  would 
have  been  averted  if  more  had  been  done.  In 
the  instance  of  a child  who  has  only  a bump  on 
the  head,  the  court  infers  the  child  should  have 
had  closer  observation,  or  hospitalization,  or 
x-rays,  or  C.  T.  scans,  or  heaven  knows  what. 
It,  then,  is  the  responsibility  of  physicians,  so 
the  courts  suppose,  to  do  all  in  providing 
competent  care.  A bump  on  the  head,  instead 
of  being  a $30  clinical  examination  becomes  a 
$1,000  hospitalization  including  observation  and 
extensive  testing. 

Another  area  of  court-directed  Medicine  is 
the  excessive  use  of  cesarean  birth.  Twenty  per 
cent  of  babies  in  this  country  are  born  by  this 
method.  This  is  in  no  small  measure  a result  of 
court  decisions  which  repeatedly  have  stated, 
often  without  objective  basis,  that  had  the  baby 
been  delivered  by  cesarean  section,  an  imper- 
fection would  have  been  averted. 

Headaches,  backaches,  falls,  chest  pain,  con- 
stipation, cough,  and  stomach  pain  are  all  com- 
mon maladies,  and  usually  inconsequential  to 
health  and  well  being.  However,  to  this  type 
complaints,  the  courts’  methods  of  ascribing 
blame  require  expensive  and,  at  times,  risk-filled 
procedures.  There  is  no  evidence  to  suggest  that 
these  measures  in  any  way  improve  patient  care. 
However,  in  the  past  20  years,  tort  action,  along 
with  technological  inflation  and  Medicare  enact- 
ment, have  been  the  major  factors  in  the  escala- 
tion of  health  care  costs. 

Fred  Carrington,  M.  D. 

Oakfield  Road 

Dear  Fred: 

This  is  to  follow  up  our  discussion  concerning 
the  type  practice  you  might  wish  to  establish  in 
Charleston  when  you  complete  your  residence 
training  on  July  1.  I have  given  much  thought 
to  the  things  we  discussed,  and  have  only  two 
or  three  other  suggestions. 

1 would  suggest  you  consider,  very  carefully, 
whether  you  will  apply  for  privileges  at  the 
Physicians  and  Surgeons  Hospital  on  Forbes 
Street.  That  hospital  is  a large,  inter-city  hos- 


pital with  a very  active  emergency  room,  and 
is  the  neurosurgical  and  trauma  center  for  cen- 
tral West  Virginia.  As  you  can  appreciate,  this 
is  crisis-  and  tension-filled  Medicine,  the  re- 
sults of  treatment  are  often  imperfect,  and  the 
risks  of  litigation  are  great. 

I know  you  have  been  offered  a position  in 
the  Crippled  Children  s Clinic  in  the  same  hos- 
pital. You  are  being  offered  this  position  be- 
cause the  current  attending  physicians  are  re- 
signing. You  must  remember  that  when  you 
undertake  the  treatment  of  these  impaired  chil- 
dren, you  may  be  at  risk  for  lawsuits  for  up  to 
20  years  for  any  actual  or  perceived  breach  of 
practice. 

Finally,  I should  like  to  advise  you  that  the 
Medicaid  reimbursement  is  at  such  a level  that 
it  does  not  pay  for  your  office  overhead.  Phy- 
sicians currently  are  subsidizing  out-of-pocket 
the  Medicaid  program,  and  are  being  sued  reg- 
ularly by  recipients  of  this  care.  If  the  State 
Medical  Society  can  obtain  legislative  reform  to 
provide  malpractice  coverage  for  welfare,  state- 
run  clinics  and  charity  care,  this  would  greatly 
attenuate  your  responsibility. 

Best  of  luck  in  your  new  beginnings. 

Respectfully  yours, 

James  Clint,  M.  D.,  F.A.C.S. 

Comment:  Charity  care  and  welfare  care 

are  areas  in  which  the  work  is  hard,  and  re- 
muneration either  non-existent  or  low.  Never- 
theless, physicians  historically  have  under- 
taken these  activities  on  the  basis  of  personal 
interest  or  for  community  and  public  service. 
When  this  type  activity  exposes  one  to  an  enor- 
mous personal  risk,  however,  physicians  should 
expect  consideration  and  protection  from  the 
public  domain. 

Editor 
Daily  News 

Dear  Sir: 

I was  very  interested  in  Mr.  Jones’s  letter  to 
the  editor  expressing  his  indignation  over  the 
fact  that  a terminally  ill  man  had  been  kept  alive 
artificially  for  an  indeterminate  period  of  time. 
He  stated  that  the  patient  and  the  patient’s 
family  suffered  greatly,  emotionally  and  mone- 
tarily. It  was  suggested  that  the  State  Legisla- 
ture should,  somehow,  pass  legislation  to  pre- 
vent this  type  activity  from  being  repeated. 

I can  appreciate  his  geniune  concern  and 
wish  to  assure  him  that,  as  a physician  who  has 
been  in  the  vortex  of  life-support  systems  for 
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20  years,  1 share  the  concern.  No  one,  more 
than  I,  would  be  relieved  to  have  a legislative 
body,  ecclesiastical  consensus,  or  judicial  fiat 
declare  what  is  the  right  and  proper  thing  to  do. 

In  West  Virginia  dramas  are  carried  out  re- 
peatedly on  seriously  ill  patients  whose  prospects 
of  maintaining  survival  are  nil,  and  yet  are 
maintained  on  life-support  systems. 

What  should  be  done  with  a multiple  stroke 
victim  who  has  suffered  extensive,  irreversible 
brain  damage  for  whom  recovery  is  believed  to 
be  non-existent?  What  are  the  legal  responsi- 
bilities of  the  physician  s action  in  situations  in 
which  (1)  The  next-of-kin  desires  discontinua- 
tion of  the  ventilator,  (2)  Next-of-kin  does  not 
desire  discontinuation  of  the  ventilator,  (3) 
Next-of-kin  are  split  on  the  appropriate  action, 
and  (4)  The  next-of-kin  cannot  make  a de- 
cision? 

If  what  is  coming  from  the  California  courts 
is  any  indication  of  what  is  proper,  the  com- 
bined imput  of  the  patient,  his  attorney,  the 
hospital  attorney,  and  the  county  prosecutor 
is  required  for  such  decisions.  Society's  help 
in  the  resolution  of  this  agonizing  clinical  situa- 
tion tvould  be  very  much  appreciated. 

Respectfully  yours, 

Frank  Fales,  M.  D. 

Comment:  Medical  malpractice  has  an  im- 
portant, but  not  a direct,  bearing  on  this  par- 
ticular problem.  Twenty  years  ago,  physicians 
in  this  country  would,  with  the  consensus  and 
accord  of  the  family,  help  guide  the  decision. 
The  moral  and  ethical  dilemmas  in  such  de- 
cisions are  ponderous,  and  under  the  best  of  cir- 
cumstances, decision-making  in  this  area  is  dif- 
ficult. 

The  ascendency  of  individual  rights,  informed 
consent,  and  the  spectre  of  civil  or  criminal  ac- 
tion has  placed  the  physician  in  passive  roles 
in  matters  of  the  use  of  life-support  systems. 
Physicians  increasingly  have  become  bystanders 
in  the  dying  process.  They  increasingly  have 
abdicated  their  role  in  the  dying  process  because 
of  growing  apprehension  of  civil  and  criminal 
threats. 

Certainly,  informed  consent  is  a welcomed 
development  in  Medicine,  and  can  easily  be  put 
in  place  in  routine  medical  decisions.  The  pa- 
tient with  lung  cancer  may  be  given  one  of 
four  options:  no  treatment,  cobalt  treatment, 
surgery,  or  referral  to  a cancer  center.  In  this 
type  of  decision,  the  patient  or  his  representa- 
tive makes  the  decision  and  carries  it  through. 
However,  in  the  area  of  the  determination  of 


what  course  to  take  for  the  terminally,  or  hope- 
lessly, ill  patient,  there  are  four  responses: 

( 1 ) “Discontinue  life  support  system,”  (2) 
“Physician,  you  make  the  decision  for  me,”  (3) 
“I  can’t  make  the  decision,”  and  (4)  “Do  every- 
thing possible  and  continue  all  life-support  sys- 
tems.” In  the  current  social  and  legal  climate, 
all  responses  except  for  a clear  discontinuation 
of  life-support  systems  will  result  in  the  passive 
use  of  enormous  medical  technological  life-sup- 
port  apparatuses. 

At  the  present  time,  there  are  attempts  to 
ameliorate  this  problem  by  the  development  of 
“ethics  committees”  to  help  in  these  decisions. 
At  this  writing  it  is  unclear  whether  these  com- 
mittees will  be  of  help  or  merely  represent  an- 
other higher  layer  of  indecision. 

James  Ferdenand,  M.  D.,  Main  Street 

Dear  Doctor  Ferdenand: 

I am  sorry  to  inform  you  that  you  no  longer 
have  admitting  privileges  to  Charity  Hospital. 
As  is  our  policy,  physicians  who  are  unable  to 
obtain  malpractice  insurance  are  barred  for 
staff  privileges.  However,  I have  reviewed  the 
three  claims  against  you  and  concur  that  two 
are  clearly  without  merit.  Until  the  suits  are 
satisfactorily  resolved  and  suitable  insurance  ob- 
tained, I am  afraid  that  your  admitting  privileges 
will  remain  in  suspension. 

Warm  personal  regards. 

Sincerely  yours, 

Oscar  Fairhope,  J.D. 

Chief  Counsel 
Charity  Hospital 

Comment:  There  is  no  firm  relationship  be- 
tween medical  competency  and  being  involved 
in  a malpractice  suit.  There  are  three  goups  of 
physicians  who  are  most  likely  to  be  sued:  the 
physician  who  is  incompetent,  the  physician  who 
is  very  competent  and,  by  his  very  competency, 
has  been  referred  the  most  difficult  and  compli- 
cated cases,  and,  finally,  the  physician  who  may 
have  been  in  the  wrong  place  at  the  wrong 
time,  or  who  may  be  included  in  a blanket 
suit  simply  because  his  name  is  somewhere  on 
the  chart. 

Each  July  you  will  see  advertisements  for  new 
physicians  entering  a community,  and  in  De- 
cember and  January  there  will  be  increasing 
numbers  of  notices  in  newspapers  relating  to 
retirements,  discontinuation  of  various  kinds  of 
practices,  or  altering  practice  patterns.  It  is  not 
unreasonable  to  expect  the  equivalent  of  the  en- 
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tire  graduating  class  of  Marshall  University  or 
the  Osteopathic  School  of  Medicine  will  be  lost 
to  practice  because  of  early  retirement,  chang- 
ing practice  patterns,  or  inability  to  obtain  med- 
ical malpractice  insurance. 

It  is  becoming  a matter  of  “the  tail  wagging 
the  dog”  when  physicians  must  shun  away  from 
delivering  babies  or  taking  care  of  very  ill  and 
dying  patients  because  risks  are  intolerable. 

What  has  brought  about  this  avalanche  of  tort 
suits  is  not  fully  clear.  The  contingency  fee  and 
lawyer  solicitation,  society’s  increasing  use 
of  the  courts  for  solutions  to  conflict,  and  the 
publicized,  and  large,  awards  given  in  personal 
injuries  have  all  been  offered  as  causes  for  in- 
creasing litigation.  It  has  been  suggested  that 
when  lawyers  begin  to  “sue  each  other,”  we 
will  get  some  relief  in  this  area.  However,  I 
think  the  real  relief  will  come  when  the  public, 
in  sueing  each  other,  are  given  awards  similar 
to  the  outrageous  awards  given  in  medical  mal- 
practice cases.  When  the  public’s  automobile 
insurance  is  raised  from  $600  to  $6,000  per 
year,  we  all  will  see  a great  avalanche  of  tort 
reform. 

The  seeds  of  the  litigation  are  in  the  un- 
realized expectations  that  patients  experience  in 
their  procurement  of  medical  care.  The  ad- 
vances of  medical  care  in  the  early  part  of  this 
century  were  due  largely  to  public  health  meas- 
ures in  sanitation  and  antisepsis.  Toward  the 
middle  portion  of  this  century,  truly  marvelous 
advances  were  due  to  the  development  of 
“magic  bullets.”  Antibiotics,  antihypertensive 
drugs  and  antileptics  were  such  bullets.  Recent 
years  have  seen  advances  in  medical  care  as 
evidenced  by  an  increased  life  span.  Despite 
the  current  advances  in  treating  chronic  diseases. 


“magic  bullets”  for  vascular  disease,  cancer  and 
emphysema  still  do  not  exist.  The  improvement 
in  patients’  well  being  ranges  from  cure  to  the 
adverse,  and  more  importantly,  these  changes 
are  often  brought  about  with  pain,  expense  and 
prolonged  treatments.  The  expectations  read 
about  in  Parade  Magazine  are  illusory,  and  are 
not  obtainable  in  the  real  world. 

The  West  Virginia  State  Medical  Association’s 
legislative  agenda  concerning  malpractice,  if 
enacted,  would  greatly  ameliorate  the  present 
situation.  A cap  on  the  limit  for  personal  injury 
would  certainly  be  the  most  important  of  the 
recommendations.  Pain,  suffering  and  punitive 
damages  are  clearly  illogical  unless  “willful  and 
wanton”  (criminal)  action  was  proven.  Multi- 
million-dollar  awards  greatly  unsettle  the  in- 
surance industry,  creating  an  actuarial  night- 
mare. These  punitive  awards  cause  “pain”  to 
those  who  must  pay  for  medical  services,  and  to 
the  entire  profession,  in  the  form  of  unafford- 
able, or  unobtainable,  insurance.  It  would,  of 
course,  be  nice,  but  too  much  to  expect  of  the 
Legislature  to  establish  a screening  panel  that 
would  help  dispense  with  suits  of  extortion. 

The  malpractice  problem,  unattended,  will 
leave  us  in  chaos  in  as  little  as  two  to  three 
years.  Perhaps,  most  ironically,  without  afford- 
able insurance,  there  won’t  be  any  doctors  in 
West  Virginia  worth  sueing. 

Dominic  Gaziano,  M.  D. 

Charleston 


We  welcome  contributions  to  In  My  Opinion.  Sub- 
missions should  be  addressed  to  Stephen  D.  Ward, 
M.  D.,  Editor,  The  West  Virginia  Medical  Journal. 
Box  4106,  Charleston,  West  Virginia  25364. 
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The  President’s  Page 

Guest  Author 

Richard  A.  DeVaul,  M.  D.,  Dean, 

West  Virginia  University 
School  of  Medicine 


FACING  THE  ISSUES 


On  behalf  of  West  Virginia  University  School 
of  Medicine,  I want  to  thank  Dr.  [Carl  J.]  Ron- 
caglione  for  this  opportunity  to  speak  on  the 
President’s  Page.  I am  personally  very  im- 
pressed with  the  quality  of  our  medical  educa- 
tion programs  and  very  proud  of  the  contribu- 
tion that  you,  our  clinical  faculty,  make  to  ac- 
complish our  primary  mission.  You  serve  in 
all  parts  of  our  state,  and  there  are  too  few 
opportunities  to  express  formally  our  apprecia- 
tion for  the  fine  job  you  do. 

These  are  challenging  times  for  academic 
medical  centers  such  as  ours.  As  you  know, 
federal  subsidies  for  medical  research  and  ed- 
ucation are  increasingly  competitive,  health  care 
cost  containment  measures  are  changing  hos- 
pitals and  physician  practice,  and  several  med- 
ical education  institutions  are  competing  for 
limited  state  resources.  Space  doesn’t  permit 
an  exploration  of  the  many  issues  I believe  we 
need  to  address,  and  their  complexity  defies 
simple  solutions.  For  example,  the  medical 
center  is  more  than  educational  programs.  It 


serves  as  a research  center,  a tertiary  referral 
center,  and  as  a focus  for  statewide  health  pro- 
grams. I hope  to  use  this  journal  in  the  future 
to  raise  some  of  these  issues  in  depth.  But  for 
now,  let  me  stress  several  points. 

We  have  begun  to  discuss  these  issues  with 
members  of  the  Board  of  Regents,  the  Legisla- 
ture, the  West  Virginia  State  Medical  Associa- 
tion, and  with  our  sister  medical  institutions.  I 
firmly  believe  that  we  need  to  face  these  issues 
together  and  in  an  informed  way.  This  era  of 
better  communication  is  a good  beginning. 

I am  also  certain  that  our  future  depends  on 
your  continued  support  of  our  teaching  mis- 
sion, particularly  through  continued  participa- 
tion in  our  educational  programs,  and  especially 
in  referring  tertiary  care  patients  to  West  Vir- 
ginia LTniversity  Hospital,  Inc.,  and  to  the  other 
teaching  hospitals  in  West  Virginia. 

I look  forward  to  your  continued  help, 
guidance,  and  support  as  we  face  these  challeng- 
ing times  together. 


(dfrl/JL#'** 
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Physicians  are  confronted  almost  daily  by  pa- 
tients with  conditions  which  have  implications 
of  treatment  running  the  gamut  of  health  care 
considerations:  from  a patient’s  initial  visit  until 
his  death — days,  weeks,  months  or  years  later. 
Before  the  current  new  generation  of  physicians 
was  born,  care  of  the  acutely  or  chronically 

ill  and  dying  was  a 

LIFE  AFTER  LIFE  comparatively  uncompli- 

(OR  DEATH  cated  task.  1 here  were 

certain  measures  which, 

AFTER  DEATH)  .f  .,  ..  . 

it  the  amiction  were  not 

too  severe,  would  sustain 
the  patient  while  natural  processes  accomplished 
the  healing.  A patient  in  his  thirties  with  an 
acute  myocardial  infraction  was  given  little 
chance  for  survival,  and  usually  lived  (or  died) 
up  to  expectations.  Supportive  treatment  for 
such  critical  situations  -was  relatively  simple; 
then,  when  all  such  measures  had  been  effected, 
the  patient’s  survival  or  demise  was  accepted 
quite  well. 

With  the  onset  of  the  knowledge  explosion  in 
the  late  30s  came  sulfanilamide  for  the  treatment 
of  infections  (such  as  pneumonia)  previously 
having  high  mortality  rates.  Then  followed  a 
procession  of  life-prolonging  drugs  in  the  treat- 
ment of  an  ever-expanding  list  of  ailments. 
Rauwolfia,  the  first  truly  chemotherapeutic  agent 
in  the  treatment  of  hypertension,  was  in  the 
vanguard  of  these  wonder  drugs.  The  present 
compendium  of  pharmaceuticals  lists  hundreds 
of  drugs,  very  few  of  which  were  in  existence  in 
1940,  for  use  in  scores  of  clinical  settings.  Since 
the  ultimate  aim  of  medical  treatment  has  al- 
ways been  the  maintenance  and  prolongation 
of  life,  it  is  not  surprising  that  these  substances 
were  utilized  for  precisely  that  purpose;  and 
since  1940  life  expectancy  has  increased  by  10 
years  or  more. 

One  sees  now  in  these  days  of  high-technology 
Medicine  increasingly  frequent  references  to 
“the  high  cost  of  dying,”  the  “living  will,”  and 
“pulling  the  plug.”  Modern  technology  has 
made  it  possible  to  keep  a brain-dead  body  alive 
almost  indefinitely,  as  in  cases  of  stroke  or  other 


overwhelming  brain  damage,  at  a horrendous 
cost.  Procedures  are  available  to  prolong  almost 
indefinitely  the  lives  of  those  with  renal  failure, 
again  with  a tremendous  price  tag.  Worn-out 
organs  such  as  hearts,  kidneys  and  livers  are 
being  replaced  with  transplants,  and  recently 
we  have  seen  an  attempt  at  a trans-species  heart 
transplant  from  a baboon  to  a human  infant. 
Devices  are  being  implanted — joints,  arteries, 
optic  lenses,  pacemakers,  insulin  pumps — and 
now  even  a mechanical  heart!  As  the  technology 
explosion  proceeds,  the  possibilities  of  prolong- 
ing life  keep  pace,  and  the  financial  bill  increases 
exponentially.  Thus  we  of  the  medical  profession 
are  indeed  “hoist  with  our  own  petard.” 

There  is  at  least  a justifiable  suspicion  that  the 
tremendous  cost  involved  in  the  utilization  of 
these  modern,  medical-technological  remedies 
and  devices  is  more  than  even  this  affluent 
society  can  afford.  And  so  has  evolved  one  of 
the  most  perplexing  quandaries  facing  the  dis- 
pensers of  such  services:  the  assignment  of  pri- 
orities to  the  inevitable  rationing  of  these  ex- 
pensive procedures  and  contrivances.  Recently 
we  have  seen  an  attempt  by  the  federal  govern- 
ment to  reduce  costs  by  threatening  physicians 
with  fines  and  other  sanctions  to  force  them  to 
reduce  fees,  apparently  hoping  that  this  scheme 
would  gain  popular  support — especially  among 
the  aging  population — for  increasing  federal 
interference  in,  and  control  of,  the  delivery  of 
medical  care.  Considering  the  fact  that  phy- 
sicians' fees  constitute  less  than  10  per  cent  of 
the  entire  medical  care  bill,  even  if  the  doctors’ 
pay  were  halved  there  would  be  little  impact  on 
the  total  health-care  bill.  It  is,  moreover,  pretty 
obvious  that  HHS’s  hounding  of  doctors  not  only 
will  interfere  with  patients’  care  but  inevitably 
will  cause  lowering  of  the  quality  of  that  care. 

Meanwhile  we  are  beset  by  ethical  puzzles 
which  so  far  have  defied  solution:  the  utilization 
of  elaborate  medical  and  surgical  treatment  to 
prolong  the  lives  of  severely  and  hopelessly  de- 
formed and  handicapped  infants  whose  survival 
could  be  measured  in  only  months  at  best;  and 
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the  criminal  prosecution  of  parents  who  refuse 
to  allow  life-sustaining  treatment  of  their  infant 
who  could  have  at  most  a brief,  painful  prolong- 
ation of  existence  after  radical  surgical  pro- 
cedures. Meanwhile,  where  is  the  line  to  be 
drawn?  Who  will  decide  in  which  cases  complex 
procedures  are  to  be  undertaken,  and  in  which 
cases,  mercifully,  nothing? 

The  legal  profession  must  accept  credit  for 
the  litigious  mind-set  of  present-day  society 
which  has  resulted  from  the  vigorous  pursuit  of 
damage  claims  by  attorneys  who,  besides  collect- 
ing flagrantly  usurious  contingency  fees,  have 
made  much  financial  hay  filing  nuisance  suits 
and  hoping  for  settlements  outside  the  court- 
room. Rather  than  having  a fair  system  of  com- 
pensation for  those  wrongfully  or  negligently 
treated  by  physicians  or  hospitals,  we  have 
typically  a swarm  of  claimant  lawyers  encourag- 
ing anyone  with  a less-than-perfect  outcome  of  a 
medical  encounter  to  sue  everyone  in  sight  for 
damages.  The  hundreds  of  millions  of  dollars 
paid  for  malpractice  insurance  premiums  as  well 
as  the  prescribing  of,  for  the  most  part,  unneces- 
sary diagnostic  procedures  to  forestall  potential 
threats  of  legal  action  inevitably  have  led  to 
increased  professional  fees,  increased  hospital 
costs,  increased  health  insurance  premiums, 
increased  costs  of  services  and  industrial  produc- 
tion, and  so  on  in  a never-ending  spiral.  “Ade- 
quate workup”  is  the  defensive  medicine  code 
for  “enough  laboratory  and  other  diagnostic 
testing  to  forestall  successful  litigation  should 
the  outcome  be  less  than  hoped  for.” 

So  our  medical  care  delivery  system  faces 
ethical,  moral,  economic,  legal  and  professional 
dilemmas  which  so  far  have  defied  solution.  The 
successful  restoration  of  useful  life  to  patients 
with  diseases  and  disabling  conditions  previously 
considered  untreatable  brings  with  it  a wide 
range  of  knotty  problems.  The  economy  of  our 
society,  the  increasing  population  of  the  aging, 
the  reality  of  inflation,  the  increasing  govern- 
mental control — all  have  combined  to  place  us 
in  an  unhappy  and  confused  predicament.  As  we 
gird  to  fight  our  way  out  of  this  maze  it  is  of 
the  utmost  importance  that  every  practicing  phy- 
sician provides  for  patients  the  same  access  and 
rapport  that  the  physician  would  hope  to  have 
with  his  or  her  own  physician.  We  hope  that 
the  practicing  members  of  the  medical  profession 
will  present  a solid  front  in  defense  of  their  pa- 
tients’ best  interests.  Whatever  plans  are  pro- 
posed or  programs  implemented,  this  should  be 
our  overriding  consideration. 


Via  television  we  may  witness  testimonials  to 
hearing  re-established,  to  arthritis  vanished,  to 
back  problems  dissolved,  as  well  as  to  a variety 
of  other  morbid  conditions  restored  to  a sound 
state,  and  all  in  a twinkling  occasioned  by  some 
intervention  of  the  Al- 
DANGEROUS  mighty.  Obscured,  how- 

MEDICINE  ever,  has  been  an  oppor- 

tunity to  see  uncomely 
goiters  melt  away,  to  see  missing  teeth  restored 
or  lost  limbs  regained. 

No  one  sets  restrictions  upon  God  Omnipotent, 
the  All-Powerful,  the  Divine.  But  if  He  heals 
the  first  group,  why  not  the  second?  The  an- 
swer is  left  to  the  wisdom  of  the  Supreme. 

When  a speaker,  by  some  seeming  clairvoyant 
channel  with  the  Deity,  announces  that  in  some 
specified  cities  unspecified  individuals  have,  at 
that  moment,  been  cured — -a  degenerative  condi- 
tion has  disappeared — a blood  malady  has 
yielded — a lung  cancer  has  healed — a diabetic 
no  longer  needs  insulin — this  must  be  con- 
sidered “sickening”  advice  and  encouragement 
to  potentially  suicidal  neglect.  Indeed,  this  is 
dangerous  Medicine.  Indeed,  it  may  ensnare  the 
unwary. 

Oliver  Goldsmith  said:  “As  I take  my  shoes 
from  the  shoemaker,  and  my  coat  from  the 
tailor,  so  I take  my  religion  from  the  priest.” 
He  might  aptly  have  inserted  in  that  sentence 
“.  . . my  medicine  from  the  physician.  . .” 


In  the  review  of  medical  records,  especially 
the  surgical  description  of  operative  procedures, 
one  finds  from  time  to  time  the  word  “inad- 
vertence” or  the  equivalent  adjective  or  adverb. 

Examples  might  be:  at  the 
time  of  thoracentesis  the 
lung  was  inadvertently 
punctured  resulting  in 
pneumothorax;  during  this 
difficult  dissection  the 
bladder  was  inadvertently  entered. 


INADVERTENCE- 

MISADVENTURE— 

NEGLIGENCE 


Since  inadvertence  equates  with  negligence, 
it  seems  unlikely  authors  of  the  above  examples 
are  referring  to  negligence  since  this  in  turn 
coincides  with  being  “culpably  careless.”  By 
this  use  of  the  word  physicians  have  inad- 
vertently indicted  themselves. 


While  amputation  of  the  wrong  foot  would 
qualify  as  inadvertence,  not  so  the  examples. 
Misadventure  meaning  mishap,  mischance,  or 
even  ill  luck,  if  you  will,  would  appear  to  de- 
scribe tbe  happening  more  accurately. 
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Princeton  Doctor  Commended 

This  letter  is  to  commend  Dr.  [Denzil]  Dean  Patton, 
a member  of  your  Association,  for  services  which, 
though  immensely  appreciated,  were  what  I considered 
to  be  “above  and  beyond  the  call  of  duty.” 

On  October  16,  my  father,  Dennie  Tolliver,  was  ad- 
mitted to  Princeton  Community  Hospital,  under  the 
care  of  Doctor  Patton,  after  suffering  from  a heart  at- 
tack. Since  I live  out  of  state  from  my  parents,  I was 
quite  concerned  upon  being  notified  of  my  father’s  con- 
finement. I immediately  called  the  hospital  to  check 
on  his  condition  and  possibly  to  talk  with  his  doctor. 
Doctor  Patton  was  not  available  at  the  moment  and 
I left  a message  for  him  to  call  me.  I was  quite  surprised 
when  I received  a call  from  him  not  more  than  10 
minutes  later.  He  indicated  that  it  was  rather  early  to 
tell  exactly  what  my  father’s  condition  was  until  they 
had  the  results  of  tests  they  had  run.  He  then  gave  me 
a time  that  he  would  be  sure  to  be  available  to  accept 
my  long-distance  phone  call  the  next  day  so  that  he 
could  let  me  know  how  my  father  was  doing.  I was 
impressed!  Most  of  the  doctors  I have  had  contact 
with  do  not  go  out  of  their  way  to  accommodate  their 
patients,  much  less  a member  of  the  patient’s  family. 

A couple  of  weeks  later,  on  October  28,  tragedy  hit 
our  family.  My  sister,  Opal  Mawalls,  died  suddenly  of 
a dissecting  aortic  aneurysm— just  two  days  after  my 
father  was  released  from  the  hospital.  My  niece  had 
called  to  let  me  know  that  something  terrible  had  hap- 
pened to  Opal  although  she  wasn’t  sure  just  what;  that 
the  paramedics  were  working  with  her  and  were  pre- 
paring to  take  her  to  the  hospital.  I waited  a few  min- 
utes and  then  called  the  hospital  emergency  room  to 
see  if  she  had  arrived  and  what  the  situation  was.  I 
was  immediately  put  on  the  line  with  Doctor  Patton.  He 
indicated  that  they  were  just  bringing  Opal  in,  that  my 
mother  was  there  and  had  asked  him  to  take  care  of 
Opal,  and  that  he  would  get  back  to  me  as  soon  as  he 
could.  However,  he  indicated  that,  from  what  he  had 
been  told  hurriedly,  the  situation  did  not  look  hopeful. 
An  hour  later  I was  notified  that  my  sister  had  died.  I 
was  also  informed  that  Doctor  Patton  had  accompanied 
my  mother  and  my  younger  sister  home  to  be  there 
when  they  broke  the  news  to  my  father.  Upset  as  I was 
at  the  time,  I was  again  impressed  that  this  man  seemed 
truly  concerned  and  went  out  of  his  way  to  be  available 
to  my  father  in  such  a time  of  need  and  to  help 
my  family. 

The  next  morning,  October  29,  my  father  suffered 
another  heart  attack  and  my  mother  immediately  called 
Doctor  Patton,  and  he  indicated  he  would  be  there  as 
quickly  as  possible.  Unfortunately,  my  father  died  within 
a few  minutes— before  Doctor  Patton  could  arrive.  But, 
here  again,  I was  impressed  — a doctor  making 
house  calls?  Although  it  was  too  late  to  do  anything 
for  my  father,  he  checked  my  mother,  gave  her  some 
medication  to  calm  her  down  (she  is  not  in  the 
best  of  health  herself),  and  then  sat  and  talked  with 
us  for  several  minutes.  He  then  asked  if  he  could  say 
a prayer  with  us— which  he  did.  My  thoughts,  after  he 
left,  were  “what  a truly  thoughtful,  humane  person.” 

I decided  then  that  somehow  someone  should  know, 
and  attention  should  be  brought  to  the  manner  in 
which  this  doctor  responded  in  our  “hour  of  need,” 


and  how  very,  very  much  my  family  appreciated  this 
man’s  help  and  comfort.  He  certainly  is  to  be  com- 
mended! 

William  L.  Tolliver 

7315  Monticello  Boulevard 
Springfield,  Virginia  22150 


President's  Response 

Thank  you  for  your  kind  letter  of  December  13  in 
which  you  convey  your  impressions  and  gratitude  to 
Dr.  Dean  Patton  for  the  services  rendered  to  members 
of  your  family  in  their  moments  of  need  and  bereave- 
ment. 

In  a day  when  we’re  constantly  hearing  the  medical 
profession  berated  for  lacking  in  caring  and  compassion, 
and  seeing  the  profession  continually  hit  with  more 
and  more  “malpractice”  suits,  it  is  indeed  a bright  spot 
to  open  the  day’s  mail  and  receive  a warm,  complimen- 
tary letter  such  as  yours.  We  would  like  to  think  that 
the  actions  and  human  kindnesses  demonstrated  by 
Doctor  Patton  are  the  rule  and  usual  practice  of  the 
vast  majority  of  physicians  in  this  state  while  the 
uncaring  attitude  is  the  exception. 

We  join  you  in  lauding  the  efforts  of  Doctor  Patton. 
He  truly  represents  what  all  of  us  as  physicians  should 
strive  to  do  and  be  in  our  relations  with  the  patients 
whom  we  serve.  As  President  of  the  West  Virginia  State 
Medical  Association,  it  is  my  pleasure  to  commend  Doc- 
tor Patton  and  to  share  with  him  a copy  of  this  letter. 

If  you  have  no  objections,  I would  like  our  monthly 
Journal  to  carry  your  letter  as  a means  of  letting  the 
rest  of  our  membership  know  of  the  high  esteem 
which  is  held  of  him  by  others.  Because  of  deadlines 
it  will  be  necessary  to  carry  your  letter  in  the  February 
issue.  Our  Editor  will  send  you  a copy  once  it  is  in  print. 

Please  accept  our  sincerest  condolences  on  the  loss 
of  two  persons  so  dear  to  you. 

Carl  J.  Roncaglione,  M.D.,  President 

West  Virginia  State  Medical  Association 


Journal's  New  Cover  Praised 

This  is  just  a short  note  to  compliment  you  [Stephen 
D.  Ward,  M.D.,  Editor]  and  the  staff  of  the  West  Vir- 
ginia Medical  Journal  for  its  excellent  cover  on  the 
January,  1985,  issue.  As  I have  told  you  in  the  past,  the 
content  of  your  publication  is  always  excellent,  and  I 
await  each  month’s  issue,  looking  for  its  orange  cover 
material  in  my  mail. 

Imagine  my  surprise  when  I saw  the  winter  scene! 
I thought  perhaps  National  Geographic  had  changed  its 
size! 

Keep  up  the  good  work. 

John  J.  Bausch, 

Editor, 

Chicago  Medicine 

P.S.— Sorry  to  read  of  your  society’s  exec’s  passing.  The 
editorial  page  printed  in  the  Journal  was  very  mov- 
ing, even  for  those  of  us  who  were  not  fortunate 
enough  to  know  the  man. 


The  Journal  welcomes  your  letters.  Submissions 
should  be  addressed  to  Stephen  D.  Ward,  M.  D., 
Editor,  The  West  Virginia  Medical  Journal,  Box  4106, 
Charleston,  West  Virginia  25364. 
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GENERAL  NEWS 


AMA  President  To  Speak 
At  Annual  Meeting 

Dr.  Harrison  L.  Rogers,  who  will  be  installed 
as  President  of  the  American  Medical  Associa- 
tion in  June,  will  speak  during  the  State  Medical 
Association’s  118th  Annual  Meeting  in  August. 

Doctor  Rogers,  of  Atlanta,  a general  surgeon, 
will  address  the  first  session  of  the  House  of 
Delegates  Wednesday  afternoon,  August  14. 

The  August  14-17  convention  will  be  held  in 
Charleston  for  the  first  time  since  1947.  The 

1948  meeting  was  held  in  Huntington  and,  from 

1949  through  1984,  the  site  has  been  the  Green- 
brier in  White  Sulphur  Springs. 

Annual  meetings  now  are  scheduled  at  the 
Greenbrier  in  even-numbered  years  ( beginning 
in  1986),  and  in  various  other  state  cities  in 
odd-numbered  years. 

Tht  scientific  sessions  and  exhibits  for  the 
1985  convention  will  be  located  in  the  Charles- 
ton Civic  Center,  and  the  two  sessions  of  the 
House  of  Delegates  and  various  meetings  of 
the  Association’s  sections  and  affiliated  societies 
will  be  held  at  the  nearby  Charleston  Marriott. 

Doctor  Rogers,  elected  as  Vice-Speaker  of  the 
AMA  House  of  Delegates  in  June,  1977,  served 
as  its  Speaker  from  1981-1984.  Long  active  in 
the  Medical  Association  of  Georgia,  he  has 
served  in  many  capacities  including  Vice 
Speaker  and  then  Speaker  of  its  House  of  Dele- 
gates, member  of  its  Board  of  Trustees  and 
chairman  of  several  committees.  In  1981,  Doc- 
tor Rogers  received  the  Distinguished  Service 
Award  from  the  Medical  Association  of  Georgia. 

Doctor  Rogers  was  a Regional  Delegate  to 
the  American  Hospital  Association  House  of 
Deltgates  from  1974  to  1982. 

M.  D.  From  Emory 

Born  in  Cumberland,  Maryland,  Doctor 
Rogers  received  his  M.D.  degree  from  Emory 
University  Medical  School  in  1952  and  is  a 
Past  President  of  its  Alumni  Association.  In 
1980,  he  was  elected  an  alumnus  member  of  the 
Emory  Chapter  of  Alpha  Omega  Alpha  honorary 
fraternity.  In  1983,  he  was  presented  with  the 
Award  of  Honor  by  the  Emory  University  Med- 
ical Alumni  Association. 


Doctor  Rogers  interned  at  Yale,  and  served 
his  residency  at  Boston  Veterans  Administration 
Hospital.  He  is  a Diplomate  of  the  American 
Board  of  Surgery  and  a Fellow  of  the  American 
College  of  Surgeons. 

The  President  Elect  currently  is  a Clinical 
Assistant  Professor  in  the  Department  of  Surgery 
at  Emory  and  is  on  the  active  and  teaching 
staffs  of  Crawford  Long  and  Piedmont  hospitals. 
He  is  a charter  member  of  the  Southeastern 
Speakers  Association,  a former  member  of  the 
American  Red  Cross  Board  of  Directors,  Past 
President  of  the  Atlanta  Clinical  Society,  and 
a former  member  of  the  Board  of  Directors  and 
Treasurer  of  Blue  Shield  of  Georgia/ Atlanta. 

Doctor  Rogers  and  his  wife,  Jean,  have  four 
children,  Harrison  III,  Theodosia,  Ellen  and 
Michael. 

General/scientific  sessions  dealing  with  reim- 
bursement; epidemiology  and  prevention  of 
motor  vehicle  accident  injuries;  medical  treat- 


Harrison  L.  Rogers,  Jr.,  M.  D. 
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ment  of  upper  GI  problems,  and  cardiovascular 
effects  of  exercise  will  be  held  Thursday  morn- 
ing and  afternoon,  August  15,  Friday  morning 
and  Saturday  morning,  respectively. 

Convention  Schedule 

Convention  activities  will  get  under  way  with 
a 2 P.  M.  meeting  of  the  Association’s  Execu- 
tive Committee  on  Tuesday,  August  13;  the 
usual  preconvention  meeting  of  the  Council  at 
9:30  A.  M.  on  Wednesday,  and  the  opening 
session  of  the  House  at  2:45  P.  M.  on  Wednes- 
day. 

The  first  general  session  will  be  held  im- 
mediately following  9 A.  M.  opening  exercises 
on  Thursday. 

General /scientific  sessions  will  offer  hour- 
for-hour  Category  1 credit. 

Dr.  David  Z.  Morgan  of  Morgantown  will  be 
inaugurated  as  President  to  succeed  Dr.  Carl  J. 
Roncaglione  of  South  Charleston  during  the 
second  and  final  House  session  Saturday  after- 
noon. 

The  Annual  Meeting  of  the  Auxiliary  to  the 
State  Medical  Association,  with  Esther  H.  (Mrs. 
Harry  S.,  Jr.)  Weeks  in  charge  as  the  Aux- 
iliary’s President,  again  will  run  concurrently 
with  the  Association’s  convention. 

Program  Committee 

Serving  on  the  Annual  Meeting  Program 
Committee  are  Dr.  Eric  Radin,  Morgantown, 
Chairman;  Doctor  Morgan;  and  Drs.  Jack  H. 
Baur,  Huntington:  Richard  C.  Rashid,  South 
Charleston;  Aarom  Boonsue,  Point  Pleasant,  and 
Ronald  D.  Gaskins,  Morgantown. 

More  specific  information  relative  to  general 
session  topics  and  speakers  will  be  provided  in 
upcoming  issues  of  The  Journal. 


WVU-CAMC  Research  Day 
Planned  March  20 

Research  Day  will  be  observed  on  March  20 
by  the  West  Virginia  University  Medical  Center, 
Charleston  Division,  and  Charleston  Area  Med- 
ical Center,  it  was  announced  by  Dr.  William  0. 
McMillan,  Jr.,  M.  D.,  Director  of  Medical  Ed- 
ucation. 

On  this  occasion,  third-  and  fourth-year  med- 
ical students  at  WVU  Medical  Center,  Charles- 
ton Division,  and  the  medical  and  dental  resi- 
dents of  CAMC  present  papers. 

The  program  will  begin  at  9:30  A.  M.  in 
the  auditorium  of  the  WVU  building,  3110 
MacCorkle  Avenue,  S.E.,  Charleston. 


Continuing  Education 
Activities 

Here  are  the  continuing  medical  education 
activities  listed  primarily  by  the  Marshall  Uni- 
versity and  West  Virginia  University  Schools  of 
Medicine  for  part  of  1985,  as  compiled  by 
Charles  W.  Jones,  Ph.D.,  MU  Director  of  Con- 
tinuing Medical  Education;  Robert  E.  Kristofco, 
WVU  Assistant  to  the  Dean/Continuing  Med- 
ical Education,  and  J.  Zeb  Wright,  Ph.D.,  Co- 
ordinator, Continuing  Education,  Department 
of  Community  Medicine,  WVU  Charleston  Di- 
vision. The  schedule  is  presented  as  a conven- 
ience for  physicians  in  planning  their  continuing 
education  program.  (Other  national,  state  and 
district  medical  meetings  are  listed  in  the  Medi- 
cal Meetings  Department  of  The  Journal.  ) 

The  program  is  tentative  and  subject  to 
change.  It  should  he  noted  that  weekly  confer- 
ences also  are  held  on  the  WVU  Morgantown, 
Charleston  and  Wheeling  campuses.  Further  in- 
formation about  CME  activities  may  be  obtained 
from:  Office  of  Continuing  Medical  Education, 
MU  School  of  Medicine,  Huntington  25701;  Di- 
vision of  Continuing  Education,  WVU  Medical 
Center,  3110  MacCorkle  Avenue,  S.  E.,  Charles- 
ton 25304;  Office  of  Continuing  Medical  Educa- 
tion, WVU  Medical  Center,  Morgantown  26506; 
or  Office  of  Continuing  Medical  Education, 
Wheeling  Division,  WVU  School  of  Medicine, 
Ohio  Valley  Medical  Center,  2000  Eoff  Street, 
Wheeling  26003. 

West  Virginia  University 

Feb.  3-6,  Snowshoe,  3rd  Annual  Vascular  Sur- 
gery Conference 

Feb.  13,  Charleston,  Collaborative  Practice 

Feb.  23-24,  Charleston,  Advanced  Cardiac  Life 
Support  Provider  Course  for  Physicians 

Feb.  24-27,  Snowshoe,  Rheumatology 

March  2,  Morgantown,  Computed  Tomography 
for  the  Ophthalmologist 

March  20,  Charleston,  Research  Day  ’85 

March  22,  Charleston,  Poisoning  — The  First 
Response 

March  29.  Charleston,  Newborn  Day 

May  22,  Charleston,  3rd  Annual  WV  Con- 
ference on  Infectious  Diseases 

(continued  on  next  page) 
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Regularly  Scheduled  Continuing 
Education  Outreach  Programs  from 
WVU  Medical  Center/ 

Charleston  Division 

Buckhannon,  St.  Joseph’s  Hospital,  first-floor 
cafeteria,  3rd  Thursday,  7-9  P.  M.  — Feb., 
March  (vacation) 

April  18,  “Urology,”  W.  T.  McClellan,  M.D. 

Cabin  Creek,  Cabin  Creek  Medical  Center, 
Dawes,  2nd  Wednesday,  8-10  A.  M.  — Feb. 
13,  “Diet  & Cancer,”  Sue  Warren,  M.D. 

March  13,  “Child  Abuse,”  Arthur  B.  Rubin, 
D.O. 

April  10,  “Update  Chemotherapy  Protocols,” 
Steven  Jubilerer,  M.D. 

Gassaivay,  Braxton  Co.  Memorial  Hospital,  1st 
Wednesday,  7-9  P.  M.  — Feb.  6,  “Hospital 
Infection  Control,”  Patrick  A.  Robinson,  M.D. 

March  6,  “What’s  New  in  Cancer  Surgery,” 
Thomas  H.  Covey,  M.D. 

April  13,  “Managing  Post-Due  Obstetrics,” 
John  R.  Hitt,  M.D. 

Madison,  Boone  Co.  Career  Center,  2nd  Tues- 
day, 7-9  P.  M.  — Feb.  12  (vacation) 

March  12,  “Cardiac  Monitoring  & Rehabilita- 
tion,” Louise  Magee,  R.N.,  & Jack  Taylor,  M.S. 

April  9,  “Estrogen  Replacement  Therapy: 
Post-Menopausal  Osteoporosis,”  John  T. 
Chambers,  M.D. 

Oak  Hill,  Plateau  Vocational  Center  (Oyler  Exit, 
N 19)  4th  Tuesday,  7-9  P.  M.  — Feb.  26 
(vacation) 

March  26,  “Estrogen  Therapy:  Hormones  & 
Menopause,”  L.  D.  Curnutte,  M.D. 

April  23,  “Diabetic  Ketoacidoses,”  Richard 
Kleinmann,  M.D. 

Princeton,  Community  Hospital  Board  Room, 
4th  Thursday,  6:30-8:30  P.  M.  — Feb.  28 
(vacation ) 

March  28,  “Protocols  for  Diagnosing  Common 
Cancers  at  the  Primary  Care  Level,”  Peter 
Raich,  M.D. 

April  25,  “Handling  Cytotoxic  Drugs,”  Rob- 
ert Hoy,  Pharm.D. 

Welch,  Stevens  Clinic  Hospital,  3rd  Wednesday, 
12  Noon-2  P.  M.  — Feb.  20  (vacation) 

March  20,  “Pain,”  Robert  Hoy,  Pharm.D. 

April  17,  “Resuming  Bowel  Function  Follow- 
ing Oncologic  Gastroenteric  Resectioning,” 


Robert  Kusminsky,  M.D.,  & Juanita  Jenkins, 
R.N. 

March  27,  “Cancer  Update:  State-of-the-Art 
Research  & Practice,”  Steven  Jubilerer,  M.D. 
April  24,  “Office  GYN  Problems  & Treatment” 
(speaker  to  be  announced) 

Whitesville,  Raleigh-Boone  Medical  Center,  4th 
Wednesday,  11  A.  M.-l  P.  M.  — Feb.  27 
(vacation) 

Williamson,  Appalachian  Power  Auditorium,  1st 
Thursday,  6:30-8:30  P.  M.  — Feb.  7 (vaca- 
tion ) 

March  7,  “Current  Treatment  of  Alcohol  & 
Chemical  Dependency,”  Patricia  Treharne, 
M.D. 

April  4,  “Therapeutic  Drug  Monitoring,” 
Donald  Hilligoss,  Pharm.  D. 


Ophthalmology  Course 

“Computed  Tomography  for  the  Ophthalmol- 
ogist,” a CME  course,  will  be  held  on  Saturday, 
March  2,  by  the  Department  of  Ophthalmology, 
West  Virginia  University  School  of  Medicine, 
Morgantown.  Dr.  Jonathan  J.  Dutton  of  Duke 
University  will  be  the  Visiting  Professor. 

For  further  information,  contact  Dr.  John  V. 
Linberg,  Department  of  Ophthalmology,  WVU. 
Ttlephone  (304)  293-3757. 


Review  A Book 


The  following  books  have  been  received  by  the 
Headquarters  Office  of  the  State  Medical  Associa- 
tion. Medical  readers  interested  in  reviewing  any 
of  these  volumes  should  address  their  requests  to 
Editor,  The  West  Virginia  Medical  Journal , Post 
Office  Box  1031,  Charleston  25324.  We  shall  be 
happy  to  send  the  books  to  you,  and  you  may 
keep  them  for  your  personal  libraries  after  sub- 
mitting to  The  Journal  a review  for  publication. 

Review  of  General  Psychiatry,  by  Howard  H. 
Goldman,  M.  D.,  M.P.H.,  Ph.D.  676  pages.  Price 
$24.  Lange  Medical  Publications,  Los  Altos, 
California  94022.  1984. 

General  Urology,  by  Donald  R.  Smith,  M.  D. 
642  pages.  Price  $24.  Lange  Medical  Publica- 
tions, Los  Altos,  California  94022.  1984. 

Current  Obstetric  and  Gynecologic  Diagnosis 
and  Treatment,  edited  by  Ralph  C.  Benson,  M.  D. 
1,047  pages.  Price  $26.50.  Lange  Medical  Pub- 
lications, Los  Altos,  California  94022.  1984. 
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Family  Physicians  Plan 
April  Assembly 


George  W.  Vetrovec,  M.  D. 


Gordon  B.  Avery,  M.  D. 


Some  18  physicians  will  speak  on  a wide 
variety  of  subjects  during  the  thirty-third  an- 
nual scientific  assembly  of  the  West  Virginia 
Chapter,  American  Academy  of  Family  Phy- 
sicians, scheduled  April  12-14. 

The  meeting  site  will  be  the  Sheraton  Lake- 
view  Resort  and  Conference  Center  in  Morgan- 
town. 

Subjects  to  be  discussed  will  include  conduc- 
tion system  of  the  heart;  revascularization  for 
angina;  mixed  angina;  calcium  channel  block- 
ers; ventilator  management,  the  parturient  pa- 
tient; the  fetus  and  the  neonate;  middle  ear; 
immune  system;  nephrotic  syndrome;  vaccines; 
parasitology;  rehabilitation  in  West  Virginia; 
surgery;  nutrition;  marketing  and  the  family 
physician;  and  Shepherd  Center  concept  for 
older  adults. 

Dr.  William  H.  Harriman,  Jr.,  of  Terra  Alta 
is  President  of  the  state  AAFP  chapter,  and  Dr. 
Joseph  B.  Reed  of  Buckhannon  is  Program 
Chairman  for  the  scientific  assembly. 


Paul  B.  Maves,  Ph.D. 


Lawrence  S.  Lessin,  M.  D. 


Speakers  will  include  George  W.  Vetrovec, 
M.  D.,  Associate  Professor  of  Medicine,  and  Di- 
rector, Adult  Cardiac  Catheterization  Labora- 
tory, Medical  College  of  Virginia;  Gordon  B. 
Avery,  M.  D.,  Ph.D.,  Director,  Department  of 
Neonatology  and  Professor,  Department  of 
Child  Health  and  Development,  George  Wash- 
ington University; 

Paul  B.  Maves,  Ph.D.,  Director  of  Training, 
Shepherd’s  Center  International,  Kansas  City, 
Missouri;  and  Lawrence  S.  Lessin,  M.  D.,  Pro- 
fessor of  Medicine  and  Pathology,  and  Director, 
Division  of  Hematology  and  Oncology,  George 
Washington  University. 

Other  out-of-state-speakers  will  be  coming 
from  Philadelphia,  Chicago,  Pittsburg,  Cleve- 
land, Jacksonville,  Florida;  Youngstown,  Ohio; 
Decatur,  Georgia,  and  Hamilton,  Ontario, 
Canada. 

For  registration  and  other  information,  con- 
tact West  Virginia  Chapter,  AAFP,  P.0.  Box 
7058,  Cross  Lanes,  Charleston,  WV  25356-0058. 
Telephone  (304)  776-1178. 


Dean  Mou  To  Leave  WVU 
Charleston  Post 

Dr.  Thomas  W.  Mou  will  step  down  June  30 
after  eight  years  as  Dean  of  the  West  Virginia 
University  Medical  Center’s  Charleston  Division. 

Before  coming  to 
Charleston  from  New 
York,  Doctor  Mou  was 
Associate  Chancellor 
for  Health  Sciences  of 
the  statewide  State  Uni- 
versity of  New  York 
(SUNY)  system.  Un- 
der Doctor  Mou’s  lead- 
ership the  Charleston 
Division  received  its 
first  Charleston-based 
students,  and  has 
grown  into  a clinical 
experience  site  for  the 
Schools  of  Dentistry,  Medicine,  Nursing  and 
Pharmacy. 

Doctor  Mou  will  remain  in  Charleston  as  Pro- 
fessor of  Community  Medicine  and  Medicine 
at  the  Charleston  Division. 

A search  is  now  under  way  for  Doctor  Mou’s 
successor. 


Thomas  W.  Mou,  M.  D. 
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Members  of  the  Family  Medicine  Foundation  of 
West  Virginia  visited  Hilton  Head,  South  Carolina, 
recently  to  receive  a $13,000  donation  from  Beacon 
Financial  Group.  The  donation  was  based  upon 
West  Virginia  Academy  of  Family  Physicians 
(WVAAFP)  members’  participation  in  Beacon’s 
drilling  activities.  Shown,  from  left,  are  Thomas  P. 
Long,  M.D.,  Man,  Foundation  Trustee,  and  Rob- 
ert D.  Hess,  M.D.,  Clarksburg,  President  of  the 
Foundation. 

Childhood  Vaccines  Available 
To  Private  Physicians 

State-supplied  childhood  vaccines,  including 
DTP  vaccine,  are  available  to  private  physicians 
in  West  Virginia. 

J.  D.  Farris,  Director  of  the  Immunization 
Program  for  the  State  Department  of  Health, 
said,  “At  present,  there  does  not  exist  a shortage 
of  these  public  vaccines  in  the  state.” 

Public  vaccines  are  requested  from  and  dis- 
tributed by  the  county  health  departments,  Farris 
said.  Private  physicians  who  receive  public  vac- 
cines are  required  to  sign  a certification  form 
regarding  informed  consent  and  individualized 
medical  judgment  and  stating  that  no  charge 
will  be  made  for  the  vaccines  themselves.  They 
also  are  required  to  submit  reports  to  the  county 
health  departments  on  use  of  the  vaccines. 


Patient  Advocates 

The  public  image  of  physicians  will  be  ad- 
dressed in  a major  American  Medical  Associa- 
tion education  campaign  to  increase  the  na- 
tion’s awareness  that  physicians  are  advocates 
for  their  patients.  This  was  directed  by  delegates 
to  the  AMA  December  Interim  Meeting  in 
Honolulu. 


Medical  Meetings 


Feb.  2-6 — Am.  College  of  Allergists,  Bal  Harbour, 
FL. 

Feb.  7-8 — University  Assoc,  for  Emergency  Medi- 
cine, Orlando,  FL. 

Feb.  20-24 — Am.  College  of  Nuclear  Physicians. 

March  10-14 — Am.  College  of  Cardiology,  Anaheim, 
CA. 

March  17-20— Southeastern  Surgical  Conference,  Wash- 
ington, DC. 

March  20-24 — Am.  Medical  Student  Assoc.,  Chicago. 

March  24-27 — Am.  Society  of  Abdominal  Surgeons, 
Tampa,  FL. 

March  28-31 — Am.  College  of  Physicians,  Washing- 
ton, DC. 

March  29-31 — Am.  College  of  Preventive  Medicine, 
Atlanta. 

April  12-14— WV  Chapter,  Am.  Academy  of  Family 
Physicians,  Morgantown. 

April  14-19— Am.  Occupational  Medical  Assoc.,  Kansas 
City,  MO. 

April  15-17— International  Conference  on  AIDS,  Atlanta. 

April  18-21 — Am.  Medical  Society  on  Alcoholism, 
Inc.,  Washington,  DC. 

April  21-25 — Am.  Academy  of  Neurological  Sur- 
geons, Atlanta. 

April  21-25— International  Congress  of  Group  Medi- 
cine, Dallas. 

April  21-26 — Am.  Assoc,  of  Immunologists,  Anaheim, 
CA. 


April  21-26 — Am.  Assoc,  of  Pathologists,  Anaheim, 
CA. 

April  25-28— VA  Society  of  Otolaryngology— Head  & Neck 
Surgery,  Irvington,  VA. 

April  28-May  4 — Am.  Academy  of  Neurology,  Dallas. 

May  13-16— Am.  College  of  Obstetricians  & Gynecol- 
ogists, Washington,  DC. 

May  18-24— Am.  Psychiatric  Assoc.,  Dallas. 

June  16-18— Am.  Diabetes  Assoc.,  Baltimore. 

Aug.  14-17 — 118th  Annual  Meeting,  WV  State  Medi- 
cal Assoc.,  Charleston. 

Oct.  10-13— Am.  Academy  of  Family  Physicians,  Ana- 
heim, CA. 
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WHY  BMW  CHOSE 
TO  CHANGE  THE 
“QUINTESSENTIAL 
SPORTS  SEDAN  r 

The  Bavarian  Motor  Works  does  not  annually  reinvent  the  automobile.  In- 
stead they  periodically  retine  it. 

So  after  six  years  the  sedan  Car  and  Driver  nominated  “the  quintessential 
sports  sedan’’— the  BMW  320i— has  evolved  into  a new  car:  the  318i.  A 
machine  with  a totally  redesigned,  fully  independent  suspension  system,  new 
aerodynamics,  new  technology,  and  a new  fuel  injection  system  that^^ 
delivers  even  greater  torque. 

The  result  is  not  only  a new  car,  but  an  apparent  logical  impossi- 
bility.  “The  quintessential  sports  sedan”  is  even  more  quintessential. 

Contact  us  for  an  exhilarating  test  drive.  THE  ULTIMATE  DRIVING  MACHINE. 

© 1983  BMW  of  North  America.  Inc  The  BMW  trademark  and  logo  are  registered 


Harvey  Shreve,  Inc. 

ROUTE  60,  WEST  ST.  ALBANS  722-4900 


WVU  Medical  Center 
—News- 


Compiled  from  material  furnished  bp  the  Medical  Center 
News  Service,  Morgantown,  W.  Va. 


Health  Careers  For  Minorities 
To  Get  Boost  From  Funds 

The  federal  government  has  awarded  more 
than  half  a million  dollars  to  WVU  Medical 
Center  for  a program  aimed  at  helping  minority 
and  disadvantaged  students  enter  health  careers. 

During  the  first  three  years  of  the  Health 
Careers  Opportunity  Program,  WVU  officials 
expect  to  enroll  an  average  of  15  students  each 
in  the  Schools  of  Dentistry,  Medicine  and 
Pharmacy.  Current  enrollment  includes  only  a 
handful  of  such  students.  A separate  federal 
program  covers  nursing  students. 

Qualified  students  will  be  assisted  with  en- 
richment programs  the  summer  before  they  enter 
college  and  again  in  the  summer  before  they 
apply  to  a professional  school.  Academic  and 
other  help  also  will  be  provided  during  their 
college  and  professional  education. 

PHS  Funds 

The  project  will  be  funded  by  the  U.S.  Public 
Health  Service  with  $190,225  the  first  year  and 
$176,282  the  second  and  third  years,  mainly 
for  academic  tutoring.  WVU  officials  said  they 
plan  to  continue  the  program  after  the  federal 
funding  stops. 

John  E.  Jones,  M.D.,  WVU  Vice  President 
for  Health  Sciences,  is  Project  Director,  and 
Paul  L.  Clausell,  M.D.,  Associate  Professor  of 
Behavioral  Medicine  and  Psychiatry,  is  overall 
Coordinator.  Tutoring  and  other  academic  and 
counseling  help  will  be  provided  by  WVU 
faculty. 

“The  University  has  a strong  and  long-stand- 
ing commitment  to  helping  minority  students,” 
Doctor  Jones  said.  “Surveys  show  there  is  in- 
terest in  the  health  professions  among  our 
minority  students  and  others  from  disadvantaged 
backgrounds,  but  the  numbers  enrolled  remain 
discouragingly  small  here  and  across  the  coun- 
try* 

“Experience  at  similar  institutions  shows  that 
programs  such  as  this  can  do  much  to  improve 
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this  situation  and  help  students  who  are  in 
clear  need  of  both  academic  and  financial  as- 
sistance,” Doctor  Jones  said. 

“Our  objective  will  be  to  help  these  students 
with  pre-professional  college  work,  enable  them 
to  compete  better  for  entry  into  professional 
schools,  and  support  them  in  completing  their 
professional  education.” 


WVU  Presents  Three  Papers 
At  Kidney  Meeting 

Medical  researchers  from  WVU  presented 
three  papers  at  the  National  Kidney  Foundation 
scientific  meeting  in  Washington,  D.C.,  in  De- 
cember. 

The  group  included  Jeannie  Foose,  a WVU 
medical  student  from  Huntington,  reported  to 
be  the  first  second-year  student  ever  to  present 
a paoer  at  a National  Kidney  Meeting. 

Foose  is  principal  author  of  the  research  re- 
port along  with  Kenneth  Lempert,  M.  R.  Fragale 
and  Frederick  C.  Whittier.  It  describes  the  first 
olinical  use  of  NPH  insulin  in  peritoneal  dialysis 
fluid,  and  resulted  from  work  done  in  the  sum- 
mer student  research  program  sponsored  by  the 
dean’s  office  in  the  School  of  Medicine. 

Doctor  Lempert  also  presented  a second  paper 
describing  discovery  of  a new  pathogen  in  peri- 
toneal dialysis.  Drs.  Whittier  and  Rashida 
Khakoo  worked  with  him  on  the  research. 

The  third  abstract  was  presented  by  Dr.  Der- 
rick Latos  of  the  School  of  Medicine’s  Wheeling 
Division,  ft  describes  the  acid-base  and  elec- 
trolyte changes  following  treadmill  exercise,  and 
documents  that  exercise  can  be  safely  performed 
in  patients  without  kidneys,  without  major  shifts 
in  body  chemistry. 

Co-authors  with  Doctor  Latos  were  Denise 
Strimel,  Mario  Drews  and  Tom  Allison. 

Doctor  Whittier,  Professor  of  Medicine  and 
Chief  of  the  Section  of  Nephrology,  said  it  is 
“unusual  for  any  group  to  be  selected  for  pres- 
entation because  the  competition  for  the  27 
presentation  slots  is  intense.” 

“Thus,  to  have  been  selected  on  the  basis  of 
merit  for  three  papers — 11  per  cent  of  the  total — 
is  outstanding  and  noteworthy,”  he  said. 
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. . . your  clear  channel  to  the 
AMERICAN  MEDICAL  ASSOCIATION’S 
SPEAKERS  TRAINING,  HEALTH  REPORTING/ 
RADIO-TV  CONFERENCE 
in  San  Diego,  CA 
May  2-5, 1985 


Plan  to  attend  the  increasingly  popular  Speakers  Training,  Health  Reporting/Radio-TV  Conference 
. . . learn  to  speak  before  live  audiences . . . polish  your  on-air  skills  as  you  work  with  top  national 
communications  specialists ...  get  ready  for  the  opportunity  to  do  health  reporting  on  radio  and 
television . . . network  among  your  peers  in  the  media. 


Category  1 CME  Credit 

Courses  include:- 


Speakers  Bureau  Training,  an  introduction  to  podium  speaking  techniques.  Learn  the 
effectiveness  of  gestures,  phrasing  and  eye  contact. 

Scriptwriting,  make  your  medical  stories  conversational,  interesting  and  informative 
for  the  general  public. 

Videotape  Editing,  first  hand  experience  in  matching  scripts  to  videotape. 

Lights,  Camera,  Action,  television  studio  experiences  with  use  of  teleprompter, 
featuring  individualized  videotape  play  back  and  critiques  of  your  work. 

Tape  Critiques,  concentrated,  individualized  critique  sessions  of  your  on-air  work. 

Radio  and  television  production 

For  more  information  call  collect  (312)  645-4421 


PROGRAM  SCHEDULE: 

Thursday,  May  2 

Welcome  Reception  6:30-7:30pm 

Friday  & Saturday,  May  3 & 4 

Workshops  and  lunch  8am-6pm 

Sunday,  May  5 

Workshops  9am-noon 


Enjoy  the  award-winning,  full-service  resort  hotel  on  San 
Diego  Bay. . .The  Sheraton  Harbor  Island  East  Hotel. 

Register  early.  Class  size  is  limited  and  enrollment  will  be  on 
first  come,  first  served  basis  as  we  receive  your  registration 
forms.  Registration  deadline  is  April  1 . 


American  Medical  Association 

SPEAKERS  TRAINING/HEALTH  REPORTING,  RADIO-TV  CONFERENCE 

Registration:  $295  AMA  members,  $410  non-members,  $75  students/residents 
Fee  includes  reception,  meals,  workshops  and  materials. 


Enclosed  please  find  my  check  for  $ 


payable  to  the 


American  Medical  Association,  535  N.  Dearborn,  Chicago,  Illinois  60610 
1 will will  not  attend  the  reception  on  May  2, 1 985 

Name  (print)  


Address 
City 


State 


Zip 


Phone  # L 


1 


Are  you  currently  on  radio? 

If  so,  for  how  long? mos. 

Station  call  letters/city 


TV?. 


_yrs. 


Hotel  reservation  cards  will  be  sent  to  you 
when  we  receive  your  registration  fee. 

Single  room  $90/mght 

Double  room  $90/night 


Please  make  reservations  by  April  1 , 1 985. 
Reservations  received  after  that  date  are 
subject  to  availability.  The  same  room  rate  is 
available  to  you  if  you  want  to  stay  some  extra 
days  before  or  after  the  conference  at  the 
Sheraton  Harbor  Island  East  Hotel. 


Third-Party  News,  Views 
and  Program  Concerns 


Stand  Against  Further  Federal 
Cuts  Urged  By  Boyle 

“Enough  is  enough!”  must  be  organized  med- 
icine’s firm  response  to  the  Reagan  Administra- 
tion’s efforts  to  cut  health  care  spending  even 
further  than  it  has.  This  was  the  message  that 
AMA  President  Joseph  F.  Boyle,  M.D.,  delivered 
to  the  House  of  Delegates  during  the  December 
Interim  Meeting  in  Honolulu. 

“We  must  not  stand  impotently  by”  as  Budget 
Director  David  Stockman  proposes  further  cost- 
cutting measures,  Doctor  Boyle  said.  The  na- 
tion’s physicians  have  succeeded  in  slowing  the 
growth  rate  of  health  care  expenditures  “despite 
an  expanding  and  aging  population  needing  and 
receiving  steadily  increasing  medical  services 
and  in  the  face  of  a steadily  growing,  miracle- 
making fund  of  technology,”  he  said. 

In  a speech  interrupted  four  times  by  applause, 
Doctor  Boyle  pledged  continued  efforts  to  curb 
increasing  health  costs  “because  we  believe  in 
economy  and  efficiency.”  He  emphasized,  how- 
ever, that  “we  must  send  a clear  signal  to  the 
country  that  we  can  generate  more  enthusiasm 
and  cooperation  from  our  colleagues,  and  in- 
deed do  a better  job,  without  new  doses  of  the 
kinds  of  remedies  the  Administration  and  the 
Congress  have  been  dispensing.” 


Risk-Sharing  Arrangements 
Opposed  By  AMA  House 

Risk-sharing  arrangements  between  hospitals 
and  medical  staffs  under  the  diagnosis  related 
groups  approach  to  prospective  pricing  were  ex- 
amined by  the  AMA  Judicial  Council  in  a re- 
port that  was  adopted  at  the  House  of  Dele- 
gates meeting  in  Honolulu. 

The  council  opposed  the  risk-sharing  arrange- 
ments. Although  physicians  have  an  obligation 
to  be  mindful  of  costs,  they  are  not  entitled 
to  a financial  reward  for  medical  decisions  that 
may  result  in  a profit  to  the  hospital.  Nor 
should  they  be  penalized  or  placed  in  jeopardy 


of  losing  their  hospital  privileges  if  their  care 
of  the  patient  causes  the  hospital  to  exceed 
the  DRG  allowance. 

The  council  noted  that  the  DRG  legislation 
was  intended  to  eliminate  waste  and  stimulate 
efficiency  in  hospital  care.  Arrangements  by 
which  physician^  would  participate  in  reim- 
bursements to  hospitals  would  thwart  the  intent 
of  the  legislation,  the  council  added. 


M.D.’s  Interest  In  Facility 
Should  Be  Told 

The  AMA  Judicial  Council  also  advised  that 
a physician  has  an  obligation  to  tell  a patient 
if  he  has  an  ownership  interest  in  a health  care 
facility  where  the  patient  will  be  treated.  The 
patient  should  be  free  either  to  use  the  phy- 
sician’s facility  or  seek  medical  services  else- 
where. 

While  a physician’s  ownership  interest  in  a 
commercial  venture  is  not  in  itself  unethical,  a 
physician  should  not  deceive  or  exploit  a pa- 
tient for  personal  gain. 

“When  a physician’s  commercial  interest 
conflicts  so  greatly  with  the  patient’s  interest 
as  to  be  incompatible,  the  physician  should 
make  alternative  arrangements  for  the  care  of 
the  patient.”  the  council  said  in  the  guidelines 
of  its  Report  C,  which  was  adopted  by  the  House 
of  Delegates. 


AMA  Reference  Available 

Socioeconomic  Characteristics  of  Medical 
Practice,  1984,  is  an  annual  reference  volume  of 
detailed  tabulations  on  physician  fees,  income, 
and  expenses.  The  data  were  collected  by  the 
Socioeconomic  Monitoring  System  of  the  AMA 
Center  for  Health  Policy  Research.  The  140- 
page  “Gray  Book”  also  shows  trends  based  on 
past  AMA  surveys.  Copies  are  available  from 
the  AMA  Order  Dept.  (OP-228),  P.  0.  Box 
10946,  Chicago,  111.  60610  for  $16  plus  shipping 
and  handling. 
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We  retire  your  worries 
about  retirement  plans. 


Professional  Management.  Kanawha  Valley  Bank  understands  the  com- 
plexities of  retirement  planning  and  offers  these  concise  solutions. 

Our  plans  are  pre-approved  by  the  IRS  and  can  be  tailored  to  suit  your  indi- 
vidual needs,  including  profit  sharing  401(k)  and  others. 

We  provide  automatic  plan  maintenance.  As  legislative  changes  occur  we 
update  your  plan  (AT  OUR  COST)  to  ensure  compliance  with  current  regulations. 

And  our  plan  administration  is  comprehensive  and  includes  filing  of  all  gov- 
ernment documents,  preparation  of  employee  statements,  development  and  pres- 
entation of  the  retirement  program  to  your  employees,  and  maintenance  of  all 
essential  records. 

In  short  we  handle  the  details  professionally.  And  with  experience. 

Flexibility.  Kanawha  Valley  Bank  offers  investment  flexibility,  because  we 
understand  each  plan  has  different  objectives.  We  help  you  meet  yours  by  profes- 
sional funds  management  and  careful  consideration  of  ALL  investment  alterna- 
tives— not  just  a few.  Of  course, 


you  may  direct  your  own  invest- 
ments if  you  prefer. 

We  offer  complete  plan 
administration,  or  provide  you 
the  option  to  choose  any  of  our 
investment,  trustee,  or  adminis- 
trative services.  And  if  your  busi- 
ness requires  a specially  drafted 
plan,  we’ll  assist  you  with  its 
development. 

If  you’re  planning  a new 
retirement  plan,  or  aren’t  satis- 
fied with  your  existing  plan,  com- 
plete and  mail  the  coupon  today. 

Better  still,  call  us  now 
at  348-7205. 


Kanawha  Valley  Bankm 

Attn:  Trust  Employee  Benefits  Department 

BO.  Box  1793 

Charleston,  West  Virginia  25326 

I want  to  stop  worrying  about  retirement 
planning  and  retirement  plans.  Please  call  me 
for  an  appointment. 


Name 


Title 


Address 


City 


State 


ZIP 


Company 


Phone 


© Kanawha  Valley  Bank 

A One  Valley  Bank 

Kanawaha  Valley  BankNA  • Box  I 793  • Charleston.  WVA  25326 
TWO  CONVENIENT  LOCATIONS: 

Downtown,  One  Valley  Square  at  Summers  and  Lee  (304-348-7000) 
Kanawha  City.  57th  A MacCorkle  at  Kanawha  Mall  (304-348-  I I 77) 


Member  FDIC 


Obituaries 


CARROLL  B.  BUFFINGTON,  M.  D. 

Dr.  Carroll  B.  Buffington  of  Fallbrook,  Cali- 
fornia, formerly  of  Wheeling,  died  on  Decem- 
ber 8.  He  was  76. 

Doctor  Buffington,  an  orthopedic  surgeon, 
formerly  was  associated  with  Wheeling  Clinic 
from  1939  until  his  retirement  in  1972.  He 
was  a board-certified  member  of  the  American 
Academy  of  Orthopedic  Surgeons,  and  a mem- 
ber of  the  American  College  of  Surgeons. 

Born  in  Lonsdale,  Arkansas,  he  attended 
Hendrix  College  in  Conway,  Arkansas,  and  re- 
ceived his  M.  D.  degree  in  1934  from  the  Uni- 
versity of  Arkansas.  He  interned  at  Ohio  Val- 
ley General  Hospital  in  Wheeling  and  at  Johns 
Hopkins  Hospital  in  Baltimore,  taking  his 
residency  at  Philadelphia  Orthopedic  Hospital. 
He  also  completed  postgraduate  work  in  Eng- 
land, Sweden,  Austria  and  Italy  in  1937. 

Doctor  Buffington  served  in  World  War  II 
more  than  four  years,  three  of  them  in  Iceland 
and  England. 

He  was  an  honorary  member  of  the  Ohio 
County  Medical  Society,  West  Virginia  State 
Medical  Association,  and  American  Medical  As- 
sociation. 

Survivors  include  the  wife,  Mrs.  Virginia 
Houston  Buffington;  a son,  Dr.  Charles  W.  Buf- 
fington of  Seattle,  Washington,  and  a daughter, 
Caroline  Gruenstein  of  Philadelphia. 

* • • 

FRANK  J.  BURIAN,  M.  D. 

Dr.  Frank  J.  Burian  of  South  Williamson,  Ken- 
tucky, a family  physician,  died  on  December  9 
at  his  home.  He  was  89. 

Doctor  Burian  went  to  Williamson,  West  Vir- 
ginia, in  1944  after  practicing  for  20  years  in 
Stone,  Kentucky,  as  company  doctor  for  Eastern 
Coal  Corporation.  In  Williamson,  he  joined 
the  staff  of  Williamson  Memorial  Hospital  as  a 
general  surgeon. 

He  left  the  hospital  in  1951  to  start  private 
practice  in  Williamson. 

Doctor  Burian  recently  had  been  a part-time 
physician-director  of  the  Mingo  County  Health 
Department,  having  last  practiced  in  April, 
1984.  He  became  Director  of  the  Health  De- 
partment in  1965. 


Born  in  Calumet,  Pennsylvania,  he  was  grad- 
uated from  Baldwin- Wallace  College  in  Berea, 
Ohio,  and  received  his  M.  D.  degree  in  1922 
from  the  University  of  Louisville.  He  interned 
at  City  Hospital  in  Louisville. 

Doctor  Burian  also  had  practiced  in  Greens- 
burg,  Pennsylvania,  and  in  Harlan  and  McVeigh 
in  Kentucky. 

He  was  a Past  President  (1948  and  1949  i 
and  an  honorary  member  of  the  Mingo  County 
Medical  Society,  West  Virginia  State  Medical 
Association  and  American  Medical  Association. 
He  also  was  a member  of  the  American  Academy 
of  Family  Physicians. 

Survivors  include  the  wife,  Mrs.  Henrietta 
Burian;  two  daughters,  Louise  Manning  and 
Jane  Burian,  both  of  Richmond,  Virginia,  and 
two  sisters,  Margaret  Hess  of  Uniontown,  Penn- 
sylvania, and  Josephine  Burian  of  Morgantown. 

# # # 

SERGE  N.  KOKINAS,  M.  D. 

Dr.  Serge  N.  Kokinas  of  New  Haven  (Mason 
County)  died  in  December  in  a Point  Pleasant 
Hospital.  He  was  84. 

Doctor  Kokinas  was  a retired  employee  of 
the  West  Virginia  Department  of  Health,  and 
had  worked  at  Lakin  Hospital  for  12  years.  A 
native  of  Turkey,  he  attended  schools  in  Germany 
and  Russia  before  coming  to  the  United  States. 

Surviving  is  the  wife,  Seraphine  Kokinas. 

# # * 

WILLIAM  H.  LONGPHRE,  M.  D. 

Dr.  William  H.  Longphre  of  Wheeling  died 
in  December  as  a victim  of  a helicopter  crash 
at  Big  Grave  Creek  southeast  of  Moundsville. 
He  was  43. 

Doctor  Longphre,  the  only  person  on  board 
the  helicopter,  was  on  the  staff  of  Ohio  Valley 
Medical  Center  in  Wheeling. 


CHAPMAN  PRINTING  CO. 
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GROUP  INSURANCE  SPONSORED 
BY  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION  FOR 
MEMBERS  AND  THEIR  EMPLOYEES 


McDonough  Caperton  Shepherd  Association  Group  ad- 
ministers group  insurance  at  a substantial  savings  for 
members,  their  families,  and  their  employees  on  behalf  of  the 
West  Virginia  State  Medical  Association. 


McDonough 

Caperton 

Shepherd 

Association 

Group 


Our  Group  Plans  include 

• Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  income  up  to  $500  a week  when  you 
are  disabled. 

• $1,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1,000,000  per  person.  Choice 
of  deductibles  ($1 00-$250-$500-$1 ,000).  Employees  are  eligible. 

• Hospital  Money  Plan 

Pays  up  to  $100  a day  when  you  or  a family  member  is  hospital- 
ized. 

• Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for  spouses,  and  $10,000 
for  children.  Employee  may  apply  for  up  to  $100,000. 

• $100,000  Accidental  Death  & Dismemberment  Insurance 

Around  the  clock  protection  — 24  hours  a day . . . 365  days  a year 
. . . worldwide. 

• Office  Overhead  Disability  Plan 

Pays  your  office  expenses  up  to  $5, 000  per  month  while  you  are 
disabled. 

• Professional  Liability  Insurance 


SEND  THE  COUPON  BELOW  OR  CALL  TOLL-FREE  1-800-642-3088 


Please  send  me  more  information  about  the  plan(s)  I have  checked  which  are  endorsed  by  the  West  Virginia 
State  Medical  Association. 


Name 


Address 


City/State 


Zip 


Business  Telephone 


□ Long  Term  Disability  Income  Protection 

□ $1,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & Dismemberment  In- 
surance 

Office  Overhead  Disability  Plan 

□ Professional  Liability  Insurance 


Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 


THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  232-3600  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B L.  VanPelt,  M.  D. 

P.  R Hedges,  M.  D. 

T.  G.  Kenamond,  M.  D. 

J.  Holloway,  M.  D. 

M.  J.  Lohne,  M D.  (St.  Clairsville) 

R.  D.  Morris,  D.  O.  (New  Martinsville) 
Cardiovascular 

R N Lewis,  M.  D (St.  Clairsville) 

A.  M.  Valentine,  M.  D. 

W.  E.  Noble,  M.  D. 

Gastroenterology 
T.  E.  Chvasta,  M.  D. 

L Ft  Cain,  M.  D. 

Hematology/ Oncology 

C.  A.  Vasquez,  M.  D. 

Nephrology/ Hypertension 

D.  L.  Latos,  M.  D. 

M.  H.  Drews,  M.  D. 

Pulmonary 

C.  Begley,  M.  D. 

GENERAL  SURGERY 

C D.  Hershey,  M.  D. 

E C Voss,  M.  D. 

J.  H.  Mahan,  M.  D.  (St.  Clairsville) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford,  M.  D. 

ORTHOPEDICS 

E L.  Barrett,  M D. 

R.  S.  Glass,  M.  D. 

UROLOGY 

D,  C.  Trapp,  M.  D. 


GYNECOLOGY/OBSTETRICS 

R.  W.  Leibold,  M.  D. 

R.  T.  Brandfass,  M.  D. 

T A Athari,  M.  D. 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 

R A Porterfield,  M.  D. 

(St.  Clairsville) 
OPHTHALMOLOGY 
W.  F.  Park,  M.  D. 

M E Nugent,  M.  D. 

R.  V.  Panglllnan,  M.  D. 
DERMATOLOGY 

K.  W.  Waterson,  M.  D. 
OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 
W.  A.  Tiu,  M.  D. 

R.  G.  Villanueva,  M.  D. 
RADIOLOGY 

Valley  Radiologist,  Inc. 

FAMILY  PRACTICE 

R A Porterfield,  M.  D. 

(St.  Clairsville) 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (New  Martinsvi 
NEURO-SURGERY 

F.  J.  Payne,  M.  D 
NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S G Christopher,  M.  D 
W Zyznewsky,  M.  D. 

J.  G.  Tellers,  M.  D. 

Neuropathology 
S Govindan,  M D 


PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D H Smith,  M.  D 
D P Hill,  M.  D. 

J G Tellers,  M.  D 

Pediatric  Psychiatry 

V.  Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

W E Schul,  Optician 

Speech  Therapy/Audiology 

J.  P.  Frum,  M.  S , S.P  A. 

Biofeedback  Laboratory 
M G Simon,  P.  A 
Electrology/Cosmetlc  Therapy 
J E.  Beserock,  R.  E. 
Allergy/Cytotoxic  Food  Testing 

K.  Gorney,  M.  T. 

TECHNOLOGISTS 

Electrocardiography 

B.  Maguire,  R.  N. 

B.  Muklewicz,  R.  N 

Electroencephalography 

J Stone,  R.  N..  CMET 
J.  Green,  R.  N. 

Roentgenology 

E Forester,  R.  T 


GREENBRIER  PHYSICIANS,  INC 

A Multispecialty  Clinic 

Greenbrier  Valley 

Medical  Arts  Building 

Ronceverte/Fairlea/Lewisburg,  West  Virginia 

1-800-642-5161  or  304-647-51 15 

INTERNAL  MEDICINE 

OPHTHALMOLOGY 

Robert  K.  Modlin,  M.  D. 

Robert  K.  Scott,  II,  M.  D. 

Helen  R.  Perez,  M.  D. 
Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

PEDIATRICS 

Williams  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S. 

SURGERY 

RADIOLOGY 

General  & Vascular 

Charles  Weinstein,  M.  D. 

H.  P.  Dinsmore,  M.  D. 

General  & Thoracic 

UROLOGY 

B.  L.  Plybon,  M.  D. 

Kyle  F.  Fort,  M.  D. 

ORTHOPEDIC  SURGERY 

PSYCHOLOGY 

Conrad  D.  Tamea,  Jr.,  M.  D. 

Connie  Bradley-Mann,  Ph.  D. 

James  W.  Banks,  M.  D. 

ANCILLARY  SERVICES 

FAMILY  GENERAL  PRACTICE 

Physical  Therapy 

Joseph  E.  Shaver,  M.  D. 
E.  T.  Cobb,  M.  D. 

Tom  Moore,  R.  T. 
Wood  McCue,  R.  T. 

Respiratory  Therapy 

OBSTETRICS/GYNECOLOGY 

James  D.  Creasman,  R.R.T. 

James  L.  Pfeiff,  M.  D. 

Audiology 

Robert  L.  Wheeler,  M.  D. 

Gary  M.  Vandevander,  M.S. 

EAR,  NOSE  & THROAT 

ADMINISTRATION 

Amir  A.  Alidina,  M.  D. 

Sandra  W.  Ayers,  Business  Manager 
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MEDICAL  PRACTICE  MANAGEMENT  SYSTEMS 
Available  through  SMA  Physicians  Purchasing  Program 


•Discounts  on  IBM  and  Texas  Instruments  Hardware  ’Discounts  on  Software  ’Now  Available  on  New  IBM  PC/AT 


MPM  1000  the  complete  system  includes: 

’Hardware  (IBM  or  Texas  Instruments) 

’Software 
*T  raining 

’After  Sale  Support 

’Solo,  Group  Practice  or  Clinic  Systems 
Designed  to  work  in  all  aspects  of  practice  management 
Standard  Programs  include:  Optional  Programs  include: 


‘Patient  Profiles 
‘Accounts  Receivable/Billing 
‘Insurance  Processing/Tracking 
‘Collection  System 
‘Recall  Notices 

‘Full  line  of  Management  Reports 
‘And  much  more  . . . 


’Word  Processing 
’General  Ledger 
’Accounts  Payable 
’Payroll 

’Inventory  Control 
’Appointment  Scheduling 


Want  more  information?  Call  or  write  for  detailed  brochure  Call  Southern  Medical  at  205  945  1840 

or 

Curtis  1000  Information  Systems  at 
800-241-4780  in  Ga  404-491-1000 

I would  like  to  know  more  about  the  MPM  1000. 

VECI  □ SMA  Member 
' a I am  not  an  SMA  Member 


Name 


Address 


City 


State 


Zip 


Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 
2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


HEALTH  CARE  AT  ITS  BEST: 
AIR  FORCE  MEDICINE 


Air  Force  medicine  is  one  of  our  best  benefits,  and, 
with  your  help,  we’ll  keep  it  that  way.  The  Air 
Force  needs  physicians  such  as  you  to  become 
members  of  our  health  care  team. 


A great  way  of  life 


Most  administrative  responsibilities  are  in  the 
hands  of  others,  giving  our  physicians  the  time  to 
give  their  full  attention  to  the  patients’  needs.  Our 
hospitals  are  staffed  with  dedicated,  competent 
professionals. 


You’ll  find  you  will  have  time  for  your  family,  and  to 
keep  abreast  of  the  latest  methods  and  tech- 
nologies that  you  don’t  have  time  for  now.  We  also 
offer  unlimited  professional  development  and  finan- 
cial security. 


If  you’re  considering  a change,  consider  Air  Force 
medicine.  To  find  out  more  about  Air  Force  medi- 
cine, contact  Captain  George  Berberich  collect  at 
(804)  771-2127. 


The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

1306  Kanawha  Boulevard,  East 
P.  O.  Box  2271 
Charleston,  WV  25328 
Phone:  (304)343-4371 
Toll  Free:  1-800-642-3049 

A 35-BED  HOSPITAL 

ACCREDITED  BY  JCAH 
AND  APPROVED  BY  MEDICARE  & MEDICAID 

OPHTHALMOLOGY 

OTOLARYNGOLOGY 

HEAD  & NECK  SURGERY 

A New  Commitment  to  Quality  Care  . . . Every  Day! 


Eye,  Ear,  Nose  & Throat 
Physicians  & Surgeons  of  Charleston,  Inc. 


(Formerly  A Division  of  the  Eye  & Ear  Clinic  of  Charleston,  Inc.) 

1306  KANAWHA  BOULEVARD,  EAST  • P.  O.  BOX  3107 
CHARLESTON,  WV  25331 
Phone:  (304)343-4371 
Toll  Free:  1-800-642-3049 


OPHTHALMOLOGY 

Milton  J.  Lilly,  Jr.,  M.D. 
Robert  E.  O’Connor,  M.D. 
Moseley  H.  Winkler,  M.D. 
Samuel  A.  Strickland,  M.D 


E.E.N.T. 

John  A.  B.  Holt,  M.D. 


OTOLARYNGOLOGY- 
HEAD  AND  NECK 
SURGERY 

Romeo  Y.  Lim,  M.D. 

Nabil  A.  Ragheb,  M.  D. 

R.  Austin  Wallace,  M.D. 


(ALL  PHYSICIANS  ARE  BOARD  CERTIFIED) 


CATARACT  SURGERY  (INTRAOCULAR  LENSES) 
RETINAL  & VITREOUS  SURGERY 
OPHTHALMIC  PLASTIC  SURGERY 
FLUORESCEIN  ANGIOGRAPHY 
ARGON  LASER  PHOTOCOAGULATION 
STRONTIUM  90  BETA  IRRADIATION 
ORTHOPTICS 

ULTRASOUND  (A  & B SCAN) 


HEAD  AND  NECK  SURGERY 

MAXILLO-FACIAL  PLASTIC  SURGERY 

RECONSTRUCTIVE  SURGERY 

ENDOSCOPY 

CO=  LASER 

SPEECH  THERAPY 

AUDIO  VESTIBULAR  LABORATORY 

ALLERGY 
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Neurologist  — a physician  specializing  in  neurology. 

Orthopedist  — a physician  specializing  in  orthopedics. 

Pediatrician  — a physician  specializing  in  pediatrics. 

ALPHA  ASSOCIATES  — a West  Virginia  architectural  and 
engineering  firm  specializing  in  medical  facilities  including 
the  new  WVU  Hospital. 


ALPHA  ASSOCIATES.  IflCORPORATED 

ARCHITECTURE  • ENGINEERING  • DESIGN 


P.O.  Box  1250  209  Prairie  Ave.,  Suite  209 
Morgantown,  WV  26505  304-296-8216 


SAINT  MARY’S  HOSPITAL 

2900  First  Avenue 
Huntington,  WV  25701 
Telephone:  304-696-2550 

Psychiatric  treatment  for  the  emotionally 
disturbed.  Qualified  psychologists  and 
social  workers  on  staff.  Program  Includes: 
Group  Therapy,  Psychotherapy,  Crisis  In- 
tervention, Care  for  the  Acutely  Disturbed, 
Substance  Abuse  and  Recreational  Ther- 
apy. Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D. 

697-7036 

K.  M.  Fink,  M.  D. 

525-8191 

R.  W.  Hibbard,  M.  D. 

697-4752 

F.  Hoback,  M.  D. 

697-7036 

D.  H.  Webb,  M.  D. 

697-7955 

J.  Corcella,  M.  D. 

525-7851 

J.  V.  Ottaviano,  M.  D. 

525-7851 

L.  C.  Smith,  M.  D. 

697-7036 

M.  M.  Bateman,  M.  D. 

526-0580 

M.  Rosenbaum,  M.  D. 

526-0580 

R.  A.  Kayser,  M.  D. 

526-0580 

OPENINGS 

AT 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 


IN 

Internal  Medicine 

TO  ASSOCIATE  WITH 
Radiology:  Pathology: 

Halberto  G.  Cruz,  M.  D.  Fulvio  Franyutti,  M.  D. 

Surgery: 

J.  W.  Woodford,  M.  D. 

Boyd  R.  Wickizer,  M.  D. 


Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 
Wm.  A.  SanPablo,  M.  D. 

Pediatrics: 

E.  G.  Kreider,  M.  D. 


Dentistry: 

Glenn  B.  Poling,  D.  D.  S. 

Family  Practice: 
Charles  L.  Arnett,  M.  D. 
Jonathan  D.  Moss,  M.  D. 
R.  Gregory  Jucket,  M.  D. 


Contact:  E.  G.  Kreider,  M.  D. 
Telephone:  (304)  457-2800 
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Surprise.  You  can  rent  a Midmark  415 
for  30  days.  For  only  $100. 


PHONE 


NAME 


ADDRESS 


CITY  STATE  ZIP 

Contact  me  between 

and on 

DAY(S) 

For  faster  response,  call  collect 
304-343-4384 


The  Midmark  415  Power 
Lithotomy  Chair  assures 
superior  OB/GYN  exam- 
inations, Your  patient  sits 
down,  doesn't  climb 
aboard  With  a touch  of  your 
toe  on  the  controls,  the  415 
moves  her  to  a perfect  lithotomy  position 
with  no  effort  on  her  part.  Or  yours.  No 
more  "Scoot  down,  please".  It’s  ideal  for 
the  pregnant,  arthritic,  infirm  or  obese 
The  41 5 controls  the  patient  better 
than  the  traditional  table  and  stirrups 
She  won't  scrunch  away  or  close  her 
legs.  Chair  arms  eliminate  her  fear  of 
falling. 

Comfort  counts.  A relaxed  patient 
means  a faster,  more  professional  exam- 
ination Doctors  report  that  it  is  easier  to 
do  pelvic  exams  and  colposcopies  on 
the  415. 


It’s  a jungle  out  there.  Every 
OB/GYN  physician  in  town  covets  your 
patients.  And  today's  younger  women 
are  willing  to  change  doctors.  Increased 
comfort  and  the  eye-to-eye  contact 
before  and  after  the  examination  makes 
her  feel  better  about  her  choice  of  physi- 
cians. Doctors  say  “The  415  is  a conver- 
sation piece,  something  that  patients  talk 
about  to  other  potential  patients." 


Take  advantage  of  this  special 
offer. 

We  think  you,  your  staff  and  patients  will 
prefer  the  Midmark  41 5 Power  Lithotomy 
Chair  to  a conventional  table  Find  out- 
try  one  for  30  days  in  your 
office  for  only  $1 00 

% r-  ff 


Mail  to  McLain  Surgical  Supply,  Inc. 

205  Broad  Street 
Charleston,  W V 25301 

□ Contact  me  to  arrange  a 30  day 
rental.* 

□ Send  literature  on  the  415  and 
arrange  a demonstration. 


You  have  everything  to  gain  and 
nothing  to  lose  by  filling  in  the  coupon 
below.  Your  $100  will  apply  against 
the  purchase  price  If  you  choose 
not  to  buy,  your  participating 
Midmark  dealer  will  reinstall  your 
old  table  at  no  additional  charge 


Because  we  care 


MIDMARK 


Call  On  Someone 
¥>uCanrftust 


Because  you  want 
to  entrust  your  patients  to 
the  best  professional  care, 

Saint  Albans  is  a logical 
choice  for  your  psychiatric 
referrals. 

Since  1916,  Saint 
Albans  Psychiatric  Hospital 
has  provided  a spectrum 
of  care  for  emotional 
disorders. 

Today,  we  also  offer 
specialized,  fully  accredited 
programs  for  adolescents, 
alcoholics,  and  substance 
abusers.  We  have  special 
programs  for  senior  adults 
and  treatment  of  eating 
disorders.  And  we  offer  day 
treatment  as  an  alternative 
to  hospitalization. 

Care  is  provided  by  our  medical  and  professional  staffs  in  a beautiful, 
modern  hospital  secluded  along  the  New  River.  Admission  can  be  arranged 
24  hours  a day.  And  all  programs  and  services  are  approved  for  Blue  Cross, 
Medicare,  Champus,  and  most  commercial  insurance  carriers. 

At  Saint  Albans,  we've  built  our  reputation  on  the  trust  of  referring 

Soint  Albans 
fcychiatric  Hospital 

Private,  Not  For  Profit 
Psychiatric  Care 


physicians  who  want  the  best  for  their 
patients.  That's  why  you  can  refer  to 
Saint  Albans  with  confidence. 


ieir^^ 

A 


P.O.  Box  3608  Radford,  Virginia  24143 
1-800-368-3468 


Active  Medical  Staff: 


Rolfe  B.  Finn,  M.D. 

Medical  Director 
Davis  G.  Garrett,  M.D. 
Hal  G.  Gillespie,  M.D. 
G.  Paul  Hlusko,  M.D. 
William  D.  Keck,  M.D. 
Ronald  L.  Myers,  M.D. 


Basil  E.  Roebuck,  M.D. 
O.  LeRoyce  Royal,  M.D 
Morgan  E.  Scott,  M.D. 
Don  L.  Weston.  M.D. 
Psychiatric  Consultant 
D.  Wilfred  Abse,  M.D. 


CLASSIFIED 


EQUIPMENT  FOR  SALE — Excellent  condition-Kartch- 
ner-McRae  Carotid  Phonoangiograph  and  Oculople- 
thysmograth  for  non-invasive  evaluation  of  carotid  artery 
disease.  Peripheral  Artiral  Diagnostic  Unit  including 
doppler  wave-form  analysis,  segmental  pressure  mea- 
surements and  telemetry  for  stress  monitoring.  Brent- 
wood 12  lead  ECG  machine.  Send  inquiries  to  MAN  in 
e/o  The  West  Virginia  Medical  Journal,  P.  O.  Box  4106, 
Charleston,  WV  25364. 


OFFICE  SPACE  AVAILABLE— Fully  equipped  offices 
ready  for  occupancy.  Established  medical  practice. 
Will  negotiate  price  with  right  person.  Also  available 
facilities  for  emergency  room  service.  Contact  Karl  R. 
Dawson,  Jr.  Telephone:  (304)  291-5173  (9  A.M.-5  P.M. 
Monday  through  Friday). 


How  to  live 
with  someone 
who’s  living 
with  cancer. 

When  one  person  gets 
cancer,  everyone  in  the  family 
suffers. 

Nobody  knows  better  than 
we  do  how  much  help  and 
understanding  is  needed.  That's 
why  our  service  and  rehabili- 
tation programs  emphasize 
the  whole  family,  not  just  the 
cancer  patient 

Among  our  regular  services 
we  provide  information  and 
guidance  to  patients  and  families, 
transport  patients  to  and  from 
treatment,  supply  home  care 
items  and  assist  patients  in  their 
return  to  everyday  life. 

Life  is  what  concerns  us.  The 
life  of  cancer  patients.  The  lives  of 
their  families.  So  you  can  see  we 
are  even  more  than  the  research 
organization  w'e  are  so  well 
known  to  be. 

iNo  one  faces  cancer  alone. 

AMERICAN  CANCER  SOCIETY 


Need  A Temporary  Physician? 

You  can  take  time  off  while  your  practice  keeps 
working!  Lease  CompHealth  physicians  for  your 
vacations,  CME’s  or  for  supplementary  help. 

Want  Free  Time  While  You 
Practice  Medicine? 

Join  CompHealth’s  Locum  Tenens  Physician  Group. 

★ 

For  further  information  about  temporary  coverage 
or  locum  tenens  practice  opportunities,  call: 

412/741-3310 

CompHealth 

A Physician  Group 

WILSON  ROSS,  Regional  Administrator 

114  Centennial  Avenue 
Sewickley,  PA  15143 


DATE: 

April  11,  1985 

TITLE: 

The  Richard  W.  Vilter  Symposium 
“PROGRESS  IN  ONCOLOGY” 

LOCATION: 

Westin  Hotel,  Cincinnati,  Ohio 

ACCREDITATION  SPONSOR: 

American  Cancer  Society 
CME  Credit  6 hours,  Category  I 

FEES:  (Includes  lunch  and  coffee  breaks) 

$50.00  Physicians 
$25.00  Residents  and  Other  Health 
Professionals 

DIRECT  INQUIRIES  TO: 

Orlando  J.  Martelo,  M.D.,  FACP 
Director,  Hematology-Oncology  Division 
6367  Univ.  Cincinnati  College  of  Medicine 
231  Bethesda  Ave.,  M.L.  #562 
Cincinnati,  OH  45267  (513)872-4233 
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HIGHLAND  HOSPITAL 

56TH 

& NOYES  AVE.,  S.E. 

CHARLESTON, 

W.  VA.  25304 

925-4756 

MEDICAL  STAFF 

Psychiatric  treatment  for  the  emotionally 
disturbed  children  ages  5 to  13  now  avail- 

ADULT  PSYCHIATRY 

able  in  new  children’s  pavilion.  Separation 

Miroslav  Kovacevich,  M.  D. 

925-0693 

maintained  from  adult  psychiatric  care 

Charles  C.  Weise,  M.  D. 

925-2159 

unit.  Each  program  offers: 

Thomas  S.  Knapp,  M.  D. 

925-3554 

• Crisis  Intervention 

Pablo  M.  Pauig,  M.  D. 

343-8843 

• Group  Therapy 

Ralph  S.  Smith,  M.  D. 

925-0349 

• Psychotherapy 

Lee  L.  Neilan,  M.  D. 

925-0349 

• Activities  & Recreational  Therapies 

Edmund  C.  Settle,  Jr.,  M.  D. 

925-6914 

• Skilled  Attention  to  Family,  Marital,  and 

Gina  Puzzuoli,  M.  D. 

925-6914 

Individual  Emotional  Problems 

John  P.  MacCallum,  M.  D. 

925-6966 

• Special  Care  for  the  Acutely  Disturbed 

Sid  Lerfald,  M.  D. 

344-0443 

Patient 

• Staffed  by  Qualified  Psychiatrists  and 

CHILD  PSYCHIATRY 

Medical  Consultants 

Henrietta  L.  Marquis,  M.  D. 

925-3160 

• Schooling  Provided  on  Children’s  Pa- 

Pablo  M.  Pauig,  M.  D. 

343-8843 

vilion 

Ralph  S.  Smith,  M.  D. 

925-0349 

• Serving  the  Community  for  Over  28 

John  P.  MacCallum,  M.  D. 

925-6966 

Years 
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COMPLETE 
LABORATORY  , , 
DOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE® 

flurozepom  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 6 

• More  total  sleep  time" 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights24 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy25 10 12 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 


DiALMANEs 

flurozepom  HG/Roche 

References:  1.  Kales  J et  al:  Clin  Pharmacol  Ther 
12: 691-697,  Jul-Aug  1971.  2.  Kales  A et  al:  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A et  al: 

Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al:  Clin  Pharmacol  Ther  32  781  -788,  Dec  1982. 

5.  Frost  JD  Jr,  DeLucchi  MR:  J Am  Genatr  Soc 
27: 541-546,  Dec  1979  6.  Kales  A,  Kales  JD  J Clin 
Pharmacol  3:140-150,  Apr  1983.  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27  355-361, 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971.  9.  Amreln  R et  al  Drugs  Exp  Clin 
Res  9(1)  85-99,  1983.  10.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3: 303-326,  May  1981  11.  Greenblatt  DJ 
ef  al:  Sleep  5(Suppl  1):S18-S27,  1982  12.  Kales  A 
et  al:  Pharmacology  26: 121-137,  1983. 


DALMANE*  @ 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  In  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening,  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its: in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and / 
or  ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage:  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


? 


DOCUMENTED 
IN  THE  SLEEP 
LABORATORY' 


PROVEN  IN 
THE  PATIENT'S 
HOME 


FOR  A COMPLETE  NIG 

DAL 


STANDS 

15-MG/30-M1 


See  preceding  page  for  references  and  summary  of  product  information 
Copyright  © 1984  by  Roche  Products  Inc.  All  nghts  reserved 
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Serials  Dept-Library 

College  of  Physicians  of  Philadelphia 

19  So.  22nd  Street 

Philadelphia,  PA  19103 


'/% 

Review  Article:  Myocardial  Infarction 
Page  57 


118th  Annual  Meeting , Charleston 

August  14-17 

. 


Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 
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Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
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With  this  machine,™ 

CAN  “ PERT  THE  SKIN  OFF 
AN  AUDI  5000  TURBO..! 


This  impressive  quote  refers  to 
the  Volvo  760  GLE  intercooled 
turbo  and  comes  from  people  not 
easily  impressed:  the  editors  of  Car 
& Driver  magazine  (see  July  ’84). 

In  their  tests,  the  760  jumped 
from  zero  to  55  in  a blinding  seven 
seconds.  A speed  that  places  Volvo 
well  ahead  of  Audi  and  Saab 
turbos. 

The  credit  for  this  “warp  speed,” 
as  Car  & Driver  describes  it,  goes 
to  an  intercooler  which  increases 
the  engined  horsepower  by  41  per- 
cent and  torque  by  35  percent. 

But  in  the  760,  power  isn’t  only 
under  the  hood.  There  are  power 


door  locks,  power  windows,  power 
sunroof,  even  heated  power 
mirrors— all  standard. 

So  come  in  tomorrow  and  test 
drive  the  Volvo  760  GLE  inter- 
cooled turbo.  And  see  what  an 
Audi  looks  like  from  your  power 
mirror. 


TheVxvo760Tjrbo 


See  VOLVO  at  TAG  GALYEAN 

1010  Washington  St.  East  — Heart  ’O  Town  Holiday  Inn 
See  Bill  Davis  or  Jerry  Jarrell  344-1 776 
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■ IMPROVED  CASH  FLOW  ■ OBSOLESCENCE  PROTECTION 

• REDUCED  OPERATING  EXPENSES  • FIVE  YEAR  GUARANTEE 

■ SIMPLICITY  OF  OPERATION  ■ TAX  SAVINGS 

For  additional  information  call  (304)  744-2583  (1-800-344-5036  toll  free) 
or  contact  us  directly  at:  325  6th  Avenue,  So.  Charleston,  WV  25303 
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CRL 

The  CRItical 

Difference: 

Why  do  so  many  physicians,  clinics  and  hospitals 
use  CRI's  cardiology  services?  Because  CRI, 
Cardiac  Rehabilitation  Institute,  makes  the 
difference  . . . The  CRItical  Difference. 

COME  TO  CRI  for  complete  cardiological 
services: 

• Non-lnvasive  Peripheral  Vascular  Imaging 

• Echocardiography 

• Nuclear  Cardiology  and  Stress  Testing 

• Hotter  Monitoring 

COME  TO  CRI  for  speed  and  accuracy. 

COME  TO  CRI  for  top  quality  professional 
service  by  trained,  qualified  cardiologists, 
cardiovascular  nurses  and  medical  technologists 
using  the  most  modern,  technologically 
advanced  equipment  and  methods  to  administer 
and  interpret  cardiological  tests  and  procedures. 

OR  LET  CRI  COME  TO  YOU  with  completely 
equipped  mobile  units  staffed  by  professionally 
trained  technologists. 

It  does  make  a difference  where  you  go  for 
cardiology  services,  tests  and  procedures  . . . 

The  CRItical  Difference.  Come  to  Cardiac 
Rehabilitation  Institute,  5438  Centre  Avenue, 
Shadyside,  Pittsburgh  15232.  For  more 
Rehabilitation  Institute  information,  call  today:  41 2/682-6201 . 
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EMPLOYEES  APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 

JUST  ASK 
THE  PEOPLE  AT 
MANUFACTURERS 
HANOVER. 


“Savings  Bonds  pro- 
vide a good  interest 
rate.  Moreover,  the 
payroll  deduction  is 
a convenient  way  to 
save.”  — James  F.  Howard 


“With  market-based 
interest  rates,  Savings 
Bonds  are  a secure 
and  competitive  sav- 
ings instrument.” 

— Suzanne  O’Toole 


“With  a guaranteed 
minimum  of  7.5%, 
there  is  no  risk  to 
principal  and  apprecia- 
tion is  assured.” 

— Mark  Young 


U.S.  Savings  Bonds  now  offer  higher,  variable  interest  rates  and  a guaranteed 
return.  Your  employees  will  appreciate  that.  They’ll  also  appreciate  your  giving 
them  the  easiest,  surest  way  to  save. 

For  more  information,  write  to:  Steven  R.  Mead, 

Executive  Director,  U.S.  Savings  Bonds  Division, 

Department  of  the  Treasury,  Washington,  DC  20226. 


US  SAVINGS  BONDS  Paying  Better  Than  Ever 

A public  service  of  this  publication. 


McDonough  Caperton  Insurance  Group’s  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  10  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611. 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY. 
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Small  state 
making  big 
contributions  to 
medical  services 


Hospice  care  in  action 


WEST  VIRGINIA  MEDICINE 
TODAY 


The  hospice  movement  is  growing  rapidly  in  many 
states  across  the  country.  West  Virginia  already  has 
five  active  hospice  programs  and  four  additional  ones 
in  various  start-up  stages.’  Depending  heavily  upon 
volunteer  funds  and  services,  hospice  care  is  directed 
toward  dealing  with  dying  patients  and  their  families  in 
ways  that  allow  the  terminally  ill  to  remain  at  home. 
Dignity,  openness  and  compassion  are  the  basic  con- 
siderations for  all  concerned.  In  West  Virginia,  physi- 
cians are  encouraged  to  become  involved,  to  regard 
the  patient  and  family  as  a joined  unit  of  care,  to  be 
honest  and  realistic  with  the  patient  and  family,  and  to 
provide  pain  control  in  an  effort  to  "disarm  death  of 
some  of  its  terrors."' 

Perinatal  protection  tor  "preemies" 

In  the  past  decade.  West  Virginia  has  intensified  efforts 
to  protect  prematurely  born  infants  by  encouraging 
maternal  transfers  from  community  hospitals  to  peri- 


natal centers  staffed  and  equipped  to  manage  com- 
promising illness  in  newborns.  While  there  has  been 
little  change  in  the  total  number  of  premature  babies 
born  in  West  Virginia,  the  proportion  of  these  infants 
born  in  perinatal  centers  has  nearly  doubled  since 
transfer  became  a viable  option.  More  important,  the 
mortality  among  premature  infants  born  in  perinatal 
centers  was  40%  lower  than  that  among  those  born  in 
community  hospitals  during  the  two-year  period 
monitored.2 

Diabetics:  helped  or  hurt  by  insulin? 

Diabetes  studies  being  conducted  at  West  Virginia 
Medical  Center  may  suggest  a new  consideration  in 
the  regimen  prescribed  for  diabetic  patients.  Prelimi- 
nary findings  suggest  that  insulin  is  a fattening  hor- 
mone which  should  be  administered  along  with  a 
comprehensive  weight  loss  program3  being  developed 
in  concurrent  studies. 


Copyright  © 1985  by  Roche  Products  Inc  All  rights  reserved 
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TODAY:  FOR  THE  PATIENT 
WITH  MIXED  DEPRESSION 
AND  ANXIETY 

A rational  approach,  combining 

- The  standard  antidepressant: 
amitriptyline 

- The  proven  anxiolytic  action  ot 
Librium®  (chlordiazepoxide  HCI/Roche)® 

Marked  improvement  often  occurs  as  early  as  the  first  week 

Headache,  insomnia  or  Gl  upsets  associated  with  mixed  depression  and 
anxiety  often  respond  quickly 

Feeling  better,  patients  feel  encouraged  to  stay  the  course -therefore, 
fewer  dropouts:  P=  .006  compared  to  amitriptyline* 

Convenient  single  h.s.  dosing  sufficient  in  some  patients;  helps  patients 
with  mixed  depression  and  anxiety  sleep  through  the  night.  Patients 
should  be  cautioned  about  the  combined  effects  of  Limbitrol  with  alcohol 
and  other  CNS  depressants,  and  about  activities  requiring  complete 
mental  alertness  such  as  operating  machinery  or  driving  a car 


In  moderate  depression  and  anxiety 


IN  PLACE  OF 
LIMBITROL  5-12.5  WRITE: 


IN  PLACE  OF 
LIMBITROL  10-25  WRITE: 


Limbitrol* 

Eoch  tablet  contains  5 mg  chlordiazepoxide  and  1 2 5 mg  amitriptyline  (as  the  hydrochloride  salt) 


Each  tablet  contains  10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) 


<E 

C 


Easier  to  remember. . . easier  to  prescribe 


•Feighner  JR  etal:  Psychopharmacology  61  217-225,  Mar  22,  1979. 

Please  see  summary  of  product  information  on  following  page. 


LIMBITROL®  <£  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  ot 
which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to 
severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  doys  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occurred  with  concomitant  use,  then  initiate  cautiously,  gradually  increas- 
ing dosage  until  optimal  response  is  achieved  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  great  care  in  patients  with  history  ot  urinary  retention  or  angle- 
closure  glaucoma  Severe  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  anticholinergic-type  drugs  Closely  supervise  cardiovascular  patients 
(Arrhythmios,  sinus  tachycardia  and  prolongation  ot  conduction  time  reported  with 
use  of  tricyclic  antidepressants,  especially  high  doses  Myocardial  infarction  and 
stroke  reported  with  use  of  this  class  ot  drugs.)  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressonts  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating  machinery,  driving) 

Usage  In  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy,  advise  patients  to  discuss  theropy  if  they 
intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported 
rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those 
who  might  increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea,  headache  and  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment  Amitriptyline  component  may 
block  action  of  guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated,  sedative  effects  may  be  additive  Discon- 
tinue several  days  before  surgery  Limit  concomitant  administration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be 
taken  during  the  nursing  period  Not  recommended  in  children  under  12.  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxio,  oversedation, 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent alone:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  ond  bloat- 
ing Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  ond  nasal  congestion  Many  depressive  symptoms  including  anorexia, 
fatigue,  weokness,  restlessness  and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  ond  amitriptyline.  Granulocytopenia,  joundice  and  hepatic  dysfunction  have 
been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs 

Cardiovascular  Hypotension,  hypedension,  tachycardio,  palpitations,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomama  and  increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, extropyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  pur- 
pura, thrombocytopenia 

Gastrointestinal:  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  mole,  breast  enlargement, 
galactorrhea  and  minor  menstrual  irregularities  in  the  female,  elevation  ond  lowering 
of  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone) 
secretion 

Other  Heodache,  weight  gain  or  loss,  increased  perspiration,  urinory  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose. 
Treatment  is  symptomatic  and  suppodive  I V administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  tor  manifestation  and  treatment 
Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtoined  Lorger  portion  of 
daily  dose  may  be  taken  at  bedtime  Single  h s dose  may  suffice  for  some  patients 
Lower  dosages  are  recommended  for  the  elderly 

Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  of  three  or  four  tablets  doily  in 
divided  doses,  increased  up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required 
Limbitrol  Tablets,  initial  dosage  of  three  or  four  tablets  daily  In  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing 
10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and 
Tablets,  blue,  film-coated,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt) — bottles  of  100  and  500,  Tel-E-Dose® 
packages  of  100,  Prescription  Paks  of  50 
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She  has  a drug  problem. 


. . . Her  mother. 
Kanawha  Valley 
Memorial  Hospital 

800  Pennsylvania  Ave.  • Charleston,  WV  25302 

347-9299 


We  can  help  you 

• Inpatient  treatment  for  alcohol  and  drug 
abuse 

• 24-hour  admissions  and  information 

• Detoxification,  rehabilitation,  and 
aftercare 


V. 


help  your  patient: 

• Intervention  services  and  family  therapy 

• Special  treatment  components  for  women 

• Treatment  updates  and  discharge 
summaries  to  referring  physicians 
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Edmund  C.  Settle,  Jr.,  M.  D. 

Clinical  Director 
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reserpine  0.1  mg,  hydralazine  hydrochloride  25  mg,  hydrochlorothiazide  15  mg 
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Good  health  care 
is  more  than  just  medicine. 

It’s  a special  kind  of  treatment. 

CAMC 

Charleston  Area  Medical  Center. . . 
making  Charleston  better. 

General  Division, Downtown  ♦ Memorial  Division. Kanawha  City  • Charleston, West  Virginia 
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Scientific  Newsfront 


Nephroscopy 

STANLEY  J.  KANDZARI,  M.  D. 
Department  of  Urology,  West  Virginia 
University  Medical  Center,  Morgantown 

MORTEZA  K.  ELYADERANI,  M.  D. 
Clinical  Professor  of  Radiology , WVU, 
and  Associated  Radiologist, 

Wheeling  Hospital,  Wheeling, 

West  Virginia 


Wyland  F.  Leadbetter,  in  1950, 
popularized  operative  nephroscopy  by 
designing  a rigid,  right-angled  nephro- 
scope.  Now  available  are  flexible 
fiberoptic  nephroscopes  which  allow 
the  surgeon  to  perform  biopsies, 
electrocoagulate  renal  pelvic  lesions, 
and  remove  stones.  Indications,  con- 
traindications and  complications  are 
described  in  detail  for  intraoperative 
and  standard  percutaneous  nephros- 
copy. 

/T<he  first  renal  endoscopy  was  per- 
formed  via  a nephrotomy  es- 
tablished during  surgery  for  place- 
ment of  a nephrostomy  tube  using  a 
urethroscope  with  standard  optic 
telescopes  and  an  incandescent  light 
source.  The  first  operative  nephro- 
scope  was  developed  more  than  30 
years  ago  by  Trattner.  Because  it  was 
a straight,  rigid  instrument,  it  de- 
manded excessive  manipulation  of  the 
kidney  and  could  not  examine  all 
areas  of  the  kidney. 

Operative  nephroscopy  was  pop- 
ularized in  1950  by  W.  F.  Leadbetter. 
He  designed  a nephroscope  as  a 
right-angled,  one-piece  instrument, 
which  allowed  the  operator  to  enter 
most  infundibula  and  calices  with 
comparative  ease.  In  the  early  1970s, 
the  first  fiberoptic,  rigid,  right-angled 
nephroscopes  were  introduced.  They 
could  be  used  to  perform  biopsies, 
electrocoagulate  renal  pelvic  lesions, 
and  remove  stones. 

The  flexible  fiberoptic  nephroscope 
was  introduced  in  1979.  This  instru- 
ment allows  the  surgeon  to  rotate  the 
viewing  port  through  a 200-degree 
arc,  while  the  other  hand  can  maneu- 


ver biopsy  forceps  through  a 5-French 
channel  in  the  instrument.  Bush  and 
colleagues  have  reported  extensive  ex- 
perience with  an  8-French  36-inch- 
long  urethrorenoscope  which  permits 
examination  of  the  ureter  and  renal 
pelvis  and  removal  of  stones  via  the 
transurethral  approach.3  Other  flexible 
endoscopes  such  as  bronchoscopes  and 
choledochoscopes  also  have  been  used 
to  perform  nephroscopy.9,  16 

Rigid  Nephroscopes 

The  rigid,  right-angle  endoscope  is 
manufactured  by  Karl  Storz  or  the 
Wolf  Instrument.  10,  H*  17  The  Storz 
nephroscope  has  a 30-cm.  vertical  and 
a five-cm.  horizontal  limb  (Figure  1). 
The  outside  diameter  of  the  examining 
end  is  five  by  three  mm.  and  it  in- 
corporates optical,  lighting,  and  irri- 
gation systems.  With  this  arrangement 
there  is  a 90-degree  viewing  angle 
with  the  Hopkins  optical  lens  system. 
Unlike  the  conventional  system  that 
uses  flat  lenses  placed  in  air  inter- 
spaces where  the  viewing  angle  is 
limited,  the  Hopkins  system  has  glass 
rods  that  replace  the  large  air  spaces 
with  small  air  spaces  in  between.  This 
arrangement  increases  light  transmis- 


sion and  the  viewing  angle  and  im- 
proves the  image  resolution.  A fiber- 
optic lighting  system  through  a sep- 
arate one-mm.  bundle  provides  ex- 
cellent illumination.  Examination  of 
the  renal  interior  has  the  same  require- 
ments for  a fluid  medium  as  does 
cystoscopy.  The  small  size  (one  mm.) 
of  the  irrigation  channel  necessitates 
a pressure  infusion  apparatus.  A 
simple  saline  intravenous  solution  is 
attached  to  the  instrument,  and  a 
blood  pressure  cuff  is  placed  around 
the  infusion  bag  to  obtain  adequate 
flow.15,  18 

The  Wolf  model  has  a thinner  optic 
tip,  set  at  45  degrees  instead  of  90 
degrees,  to  which  is  added  an  irriga- 
tion sheath  or  an  irrigation  manipula- 
tion sheath.1  Flexible  forceps  for 
biopsy  or  stone  removal  are  provided 
for  both  models.  The  rigid  nephro- 
scopes are  used  only  in  performing  in- 
traoperative nephroscopy. 

Flexible  Nephroscopes 

The  flexible  nephroscope  is  manu- 
factured by  American  Cystoscope 
Makers  and  the  Olympus  Corpora- 
tion.2 The  flexible  nephroscope  offers 
several  advantages  over  the  rigid 


Figure  1.  Rigid  right-angle  Storz  nephroscope. 


Figure  2.  Flexible  nephroscope  manufactured  by  American  Cystoscope  Makers. 
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scope:  (a)  it  is  atraumatic,  fb)  it  is 
easily  inserted,  (c)  it  offers  superior 
optics,  (d)  it  provides  superior  visu- 
alization, and  (e)  it  permits  complete 
intrarenal  inspection. 

The  flexible  nephroscope  manufac- 
tured by  ACMI  (Figure  2)  is  42  cm. 
in  length;  its  flexible  shaft  is  100 
mm.,  and  its  deflection  section  is  25 
mm.  long  and  16-French  in  diameter 
with  a 5-French  forceps/irrigation 
channel.  Tip  deflection  (110  degrees 
in  two  directions  in  a simple  plane) 
is  controlled  via  a thumb  collar.  Rod 
lenses  and  flexible  fiberoptics  provide 
an  optical  system  with  a 70-degree 
direct  view  and  a focal  depth  of  five 
to  40  mm.12  Since  there  is  only  one 
port,  additional  pressure  is  needed  to 
ensure  rapid  flow  of  saline  after  an 
instrument  has  been  passed  through 
it. 

The  flexible  choledoco/nephro- 
scope  made  by  Olympus  ( Olympus 
CHF  4B)  has  an  insertion  length  of 
33  cm.,  an  outside  diameter  of  5.0 
mm.,  and  a tip  that  deflects  160 
degrees  up  and  90  degrees  down  from 
the  neutral  position.  The  working 
channel  is  two  mm.  in  diameter,  which 
will  emit  a 6-French  instrument  (Fig- 
ure 3). 2 This  nephroscope  is  more 
suitable  for  percutaneous  nephro- 
stomy; whereas,  the  nephroscope 


made  by  ACMI  is  better  suited  for 
intraoperative  use  because  of  its  short 
insertion  length. 

The  36-inch-long  ureterorenoscope 
manufactured  by  Medi  Tech  is  narrow 
enough  to  pass  up  the  ureter  and  into 
the  kidney.  Two  urologists  are  re- 
quired to  perform  the  procedure:  one 
controls  the  tip  of  the  ureteroreno- 
scope while  the  second  views  the  ure- 
teroscope  cystoscopically  as  it  passes 
through  the  sheath  of  a panendoscope 
and  is  inserted  into  the  ureteral  ori- 
fice. The  instrument  is  fragile  and 
the  flexible  fiberoptic  bundles  break 
easily;  also,  there  is  no  operating  or 
irrigating  channel.3 

Indications 

Nephroscopic  examination  is  useful 
in  a number  of  clinical  situations.  The 
indications  for  intraroperative  use  are 
essentially  the  same  as  for  standard 
percutaneous  nephroscopy1,  8 and 
include: 

( 1 1 Upper  urinary  tract  hematuria. 
When  the  cause  of  hematuria  is 
obscure  and  procedures  such  as 
retrograde  studies,  cytologic 
washings,  and  selective  arterio- 
graphy fail  to  give  the  diagnosis, 
direct  nephroscopic  examination 
of  the  renal  pelvis  and  calices 
often  will  locate  the  site  of  bleed- 


ing. Arteriovenous  malforma- 
tion, hemangioma,  tumor,  non- 
opaque calculus,  or  chronic  in- 
flammation are  likely  causes  of 
such  obscure  bleeding. 

(2)  Filling  defects  on  intravenous 
pyelography  representing  tumors, 
papillary  tumors,  nonopaque  cal- 
culi, leukoplakia,  or  pyelitis 
cystica  can  be  visualized  and 
biopsied. 

(3)  Identification  of  the  cause  of  ob- 
struction such  as  valve,  stricture, 
scar  tissue  or  calculus. 

( 4 ) Stone  manipulation  and  re- 
moval from  the  upper  ureter  and 
caliceal  system  with  a Dormia 
stone  dislodger,  grasping  forceps, 
or  ultrasonic  oscillating  probe 
with  suction  channel. 

( 5 ) Biopsy,  fulguration,  and  resec- 
tion of  renal  pelvic  or  upper 
ureteral  tumors. 

( 6 ) Dilatation  of  upper  ureteral  stric- 
tures. 

Contraindications 

The  presence  of  a known  transi- 
tional cell  carcinoma  of  the  renal  col- 
lecting system  is  an  absolute  contrain- 
dication to  intraoperative  nephro- 
scopy. The  obvious  danger  is  that 
opening  the  renal  pelvis  and  flushing 
out  malignant  cells  can  cause  local 
tumor  spread.  Any  fixed  radiolucent 
defect  in  the  collecting  system  should 
be  evaluated  by  urinary  cytology  and, 
if  possible,  by  transureteral  brushings 
before  open  nephroscopy  is  consid- 
ered. In  exceptional  cases  with  a 
solitary  kidney,  nephroscopic  resec- 
tion or  fulguration  of  the  lesion  may 
be  indicated,  particularly  if  the  lesion 
is  small  and  of  low-grade  malignancy.7 
Other  contraindications  include  a kid- 
ney that  cannot  be  adequately  mobi- 
lized because  of  previous  surgery  or  a 
short  pedicle,  a very  obese  patient  in 
whom  surgical  exposure  is  difficult, 
and  an  intrarenal  pelvis.6 

The  presence  of  acute  infection, 
often  associated  with  calculi,  is  not  a 
contraindication  if  antibiotic  coverage 
is  being  provided  and  if  tissue  infiltra- 
tion is  avoided  by  use  of  low  irriga- 
tion-fluid pressures  and  a generous 
pyelotomy. 


Figure  3.  Flexible  Olympus  choledoco/nephroscope  (CHF-4B). 
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Intraoperative  Nephroscopy 

The  operating  procedure  is  as  fol- 
lows. Sterilize  the  nephroscope  with 
ethylene  oxide  gas.  To  obtain  good 
surgical  exposure  of  the  kidney,  flex 
the  operating  table  fully  with  the  kid- 
ney rest  up.  Resect  the  twelfth  rib 
and  mobilize  the  kidney  fully  so  that 
it  can  be  rotated  in  both  the  horizontal 
and  vertical  axis.  Insert  sterile  in- 
travenous infusion  set  into  a one-liter 
bottle  of  normal  saline,  which  is  hung 
approximately  two  to  three  feet  above 
the  level  of  the  operating  table.  After 
running  the  saline  through  the  tub- 
ing to  avoid  air  bubbles,  attach  the 
tubing  to  the  irrigation  port  of  the 
instrument.  The  irrigation  fluid 
should  be  run  in  by  gravity,  as  this  is 
always  safer  than  pressure  irrigation.5 

The  fiberoptic  light  cord  is  then 
connected  to  the  light  source.  Once 
adequate  illumination  is  seen  from  the 
tip  of  the  instrument,  the  adjustment 
ring  on  the  ocular  of  the  scope  is  ad- 
justed to  the  surgeon’s  vision.  When 
all  air  bubbles  are  flushed  out  of  the 
instrument  channel,  insert  it  into  the 
collecting  system  of  the  kidney 
through  a pyelotomy  incision  (Figure 

4). 

Under  direct  vision,  the  instru- 
ment is  advanced  with  the  right 
hand;  saline  irrigation  flowing  from 


Figure  4.  Intraoperative  application  of 
flexible  nephroscope  through  pyelotomy 
incision. 


its  tip  distends  the  collecting  system. 
By  rotating  the  right  hand  in  either 
direction  and  deflecting  the  tip  with 
the  left  thumb  on  the  control  lever, 


all  major  calices  can  easily  be 
identified  and  entered.  If  a stenotic 
infundibulum  is  encountered  and  the 
instrument  will  not  easily  pass  through 


Figure  5b.  Wolf  ultrasonic  generator,  26 -F  percutaneous  nephroscope,  ultrasonic 
probe,  and  dilators. 


Figure  6.  Wolf  18-F  percutaneous  nephroscope,  telescope,  and  stone  dislodger  in- 
serted through  working  channel. 


Figure  7.  Grasping  forceps  and  stone  basket. 
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this  area,  it  is  not  advisable  to  use 
force. 

If  residual  stones  are  encountered 
following  surgery  for  a staghorn 
calculus,  the  calculi  can  be  removed 
by  forceps  extraction  through  the  in- 
strument port  or  by  passing  a stone 
forceps  alongside  the  scope  through 
the  pyelotomy  incision. 

If  nephroscopy  is  performed  after 
stone  fragments  have  been  searched 
for  by  forceps  exploration,  irrigation 
or  digital  palpation,  there  is  usually 
some  bleeding  from  the  calices  and 
pelvis.  This  bleeding  limits  visualiza- 
tion, and  small  stone  fragments  can 
be  missed.  If  a vascular  clamp  is 
applied  to  the  renal  pedicle  for  a few 
minutes,  visualization  will  be  greatly 
improved.  An  avascular  kidney  is  soft 
and  easier  to  handle  than  a turgid 
kidney.  In  every  case  of  multiple 
stones  in  which  the  nephroscope  is 
used,  an  intraoperative  film  of  the 
kidney  should  be  obtained.13 

If  the  rigid  nephroscope  is  used  to 
perform  intraoperative  nephroscopy, 
it  is  easier  to  inspect  the  kidney  by 
moving  it  toward  the  nephroscope 
than  by  trying  to  maneuver  the 
nephroscope  into  the  calices.  Also,  it 
is  difficult  to  maneuver  the  right-angle 
limb  into  all  the  calices.  More  time 
and  positioning  with  the  instrument 
is  required  to  grasp  stones  with  the 
right-angled  instrument.  Since  the 
irrigation  channel  necessitates  a pres- 
sure infusion  apparatus,  which  may 
generate  high  irrigation  fluid  pres- 
sures, tissue  infiltration  with  bacteria 
could  occur  if  an  infection  is  present. 

Complications 

There  have  been  few  reported  com- 
plications of  intraoperative  nephro- 
scopy. Wound  infection  has  occurred 
in  less  than  two  per  cent  of  patients. 
Nephroscopy  does  not  increase  intra- 
operative bleeding  during  stone 
surgery.  Indeed,  it  probably  decreases 
intraoperative  bleeding  by  avoiding 
blind  grasping  of  caliceal  stones  with 
forceps,  thus  reducing  trauma  to  the 
mucosa  with  secondary  intrarenal 
bleeding.7 

Percutaneous  Nephroscopy 

The  candidate  for  percutaneous 
nephroscopy  must  be  advised  that  if 
perforation  of  the  kidney  or  severe 


intrarenal  bleeding  occurs,  surgical  in- 
tervention may  be  necessary. 

Choose  the  site  for  placement  of  the 
nephrostomy  tube  to  provide  easy  ac- 
cess to  the  stones  in  the  caliceal  sys- 
tem. Percutaneous  nephrostomy  is 
performed  under  local  anesthesia, 
urine  is  aspirated  for  culture,  and  ap- 
propriate antibiotics  are  administered. 

The  caliber  of  the  first  nephrostomy 
tube  is  14-French.  After  a few  days, 
hematuria  will  subside  and  an  epithe- 
1 ialized  tract  will  form.  Further  dila- 
tion is  then  performed  under  local 
anesthesia  until  a 24-French  nephro- 
stomy tube  can  be  introduced. 

The  operating  theater  should  be 
equipped  with  radiographic  facilities. 
The  patient  and  physician  are  sur- 
gically prepared,  draped,  and  gowned 
as  for  any  operative  procedure.  De- 
pending on  the  general  health  of  the 
patient,  the  intrarenal  stone  manipula- 
tion can  be  performed  under  general 
anesthesia,  epidural  anesthesia,  or 
without  anesthesia.  A urethral  cath- 
eter is  needed  to  empty  the  bladder 
of  irrigation  fluid. 

Place  the  patient  in  an  oblique  posi- 
tion and  remove  the  nephrostomy 
catheter  over  a 0.038-inch  guidewire. 
Thread  the  flexible  nephroscope  over 
the  guidewire  through  the  working 
channel  and  remove  the  wire.  Inspect 
the  interior  of  the  kidney  by  deflecting 
the  tip  of  the  nephroscope.  A steady 
infusion  of  normal  saline  through  the 
irrigation  port  provides  a clear  field. 
Biopsy  forceps  or  a stone  basket  can 
be  passed  through  the  working  chan- 
nel, but  because  the  channel  is  only 
two  mm.  in  size  (6-French),  it  allows 
only  small  stones  to  be  removed  from 
the  caliceal  system.14  When  using 
basket  or  forceps  for  stone  extraction, 
it  is  necessary  to  have  an  assistant 
stabilize  the  insertion  tube,  freeing  the 


Figure  8.  Storz  ureterorenoscope. 


Figure  9.  Storz  ultrasonic  probe. 


surgeon’s  right  hand  to  manipulate 
the  accessory.  Once  the  stone  is 
grasped,  the  entire  scope  is  withdrawn 
through  the  nephrostomy  tract. 

After  removal  of  the  calculus,  cover 
the  nephrostomy  site  with  a sterile 
gauze  dressing  and  allow  it  to  close 
spontaneously.  If  the  patient  com- 
plains of  pain,  administer  intravenous 
narcotics.  All  patients  are  given  anti- 
biotics following  the  procedure. 

Calculi  Fragmented: 

One  of  the  most  exciting  recent  de- 
velopments in  urolgic  instrumentation 
is  the  percutaneous  nephroscope  and 
ultrasonic  lithotrite1,  10,  11  which,  with 
its  probe,  will  fragment  calculi  that 
are  too  large  to  be  removed  mechan- 
ically. The  percutaneous  nephroscope 
is  26-Freneh  and  has  a large,  five-mm. 
instrument  channel  that  permits  sturdy 
instruments  to  be  introduced  (Figure 
5a ) . The  ultrasonic  probe  with  the 
oscillating  tip  also  will  pass  through 
this  channel.  The  entire  system  is 
activated  by  a foot  switch  that  is  con- 
nected to  an  ultrasonic  generator  (Fig- 
ure 5b). 

The  ultrasonic  probe  immobilizes 
the  stone  against  the  wall  of  the  kid- 
ney, and  the  lithotrite  applies  ultra- 
sonic oscillations  to  the  stone’s  sur- 
face, generating  pressure  waves  that 
propagate  through  the  stone.  Re- 
peated applications  to  the  fragments 
break  the  calculus  down  to  smaller 
fragments,  which  can  be  rinsed  out 
with  saline  or  removed  through  the 
suction  channel.  The  continuous  flow 
system  prevents  overdistension  of  the 
kidney,  maintains  a clear  visual  field, 
and  dissipates  heat  from  ultrasonic 
vibrations. 

Instruments  also  are  available  in 
18-F1  and  21-French  sizes  for  simple 
operations  and  basic  examinations  of 
the  collecting  system  with  a special 
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O-degree  telescope  or  standard  urology 
telescopes.  A stone  dislodger  and 
biopsy  forceps  (5-French)  are  avail- 
able for  the  18-French  model  (Figure 
6).  Grasping  forceps,  biopsy  forceps, 
and  scissors  (7-French)  are  available 
for  the  21-French  model  (Figure  7). 

Ureterorenoscopy 

The  most  recently  introduced  in- 
strument of  this  kind  is  the  ureter- 
orenoscope,  which  provides  access  to 
the  ureter  and  renal  pelvis  for  diag- 
nostic and  therapeutic  procedures 
transureteraly.  This  endoscope  is  50 
cm.  long  and  its  sheath  gauges  are  9- 
French  and  11-French  with  0-degree 
and  70-degree  telescopes  available 
(Figure  8).  It  has  a 4-French  chan- 
nel for  catheters  or  other  instruments. 
Ureteral  stone  removal  can  be  accom- 
plished by  either  forceps,  baskets,  or 
disintegration  by  the  ultrasonic  probe 
(Figure  9).  Biopsies,  resection,  and 
fulguration  of  ureteral  and  renal 
pelvic  tumors  also  may  be  performed 
with  the  ureterorenoscope.3 4 

Complications 

Urosepsis  resulting  from  manipula- 
tion of  the  urinary  tract  or  from  pres- 
sure increases  secondary  to  flushing 
of  the  collecting  system  during  stone 
disintegration  may  occur;  however,  if 
urine  cultures  are  taken  before  manip- 
ulation and  the  patient  is  covered 
with  appropriate  antimicrobials  peri- 
operatively,  this  is  rarely  encountered. 
Perforation  of  the  urothelium  by  the 
nephroscope  or  baskets  of  other  mani- 
pulative instruments  is  another  po- 
tential complication.  This  can  be 
avoided  by  gentle  advancement  of  the 
instrument  under  direct  vision  and 
by  not  forcing  the  instrument  through 
narrow  areas.  As  more  procedures 
are  performed  with  this  instrument, 
more  reports  will  be  available  regard- 
ing its  use. 
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Doctors  Work  More  Hours 
Among  Self-Employed 

Physicians  work  more  hours  than 
other  self-employed  individuals,  ac- 
cording to  the  AMA  Center  for  Health 
Policy  Research.  Self-employed  in- 
dividuals generally  work  longer  hours 
than  wage  and  salary  workers,  yet  an 
analysis  of  office-based  physicians’ 
typical  work  week  during  the  1970- 
1980  decade  found  that  in  1979,  for 
example,  physicians  worked  an  aver- 
age of  nearly  eight  hours  more  each 
week  than  other  self-employed  people. 
Although  M.D.s’  work  weeks  are  long- 
er, they  are  not  as  long  as  they  used  to 
be.  There  has  been  a statistically  sig- 
nificant diminution  of  approximately 
3 per  cent  during  the  10-year  period. 
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'Tphe  purpose  of  this  review  article 
is  to  discuss  the  important  man- 
ifestations and  treatment  of  the  major 
complications  of  myocardial  infarc- 
tion. These  complications  can  be 
categorized  into  five  groups:  car- 

diogenic shock,  congestive  heart  fail- 
ure, arrhythmias,  post-infarction  chest 
pain,  and  thromboembolic  complica- 
tions. 

Cardiogenic  Shock 

Cardiogenic  shock  is  a clinical 
syndrome  that  results  from  pump 
failure.  Shock  may  be  defined  as  a 
state  in  which  there  is  an  imbalance 
between  tissue  oxygen  and  demand. 
Impaired  tissue  oxygen  delivery  can 
result  from  anemia,  hypoxemia,  or  low 
cardiac  output.  Cardiogenic  shock  oc- 
curs through  the  latter  mechanism. 

In  cardiogenic  shock,  the  barorecep- 
tors  sense  inadequate  cardiac  output 
and  activate  the  sympathetic  nervous 
system  to  maintain  perfusion  to  the 
central  organs.  An  initial  sign  is  cold, 
clammy,  cyanotic  extremities,  but,  if 
cardiac  output  is  seriously  impaired, 
signs  indicating  hypoperfusion  of  the 
more  essential  systems  may  occur. 
These  signs  of  seriously  impaired 
cardiac  output  include:  lethargy, 

stupor,  seizures,  coma,  and  oliguria. 

Cardiogenic  shock  in  the  face  of 
myocardial  infarction  can  be  attribut- 
able to  ( A ) Right  Ventricular  Infarc- 
tion, (B)  Papillary  Muscle  Rupture, 
(C)  Ventricular  Septal  Rupture,  (D) 
Rupture  of  the  Heart,  and  (E)  Ex- 
tensive Myocardial  Damage.  Each 
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of  these  complications  will  be  dis- 
cussed in  the  remainder  of  this  sec- 
tion. 

Right  Ventricular  Infarction: 

Although  infrequently  seen  at  au- 
topsy, Right  Ventricular  Infarction 
does  occur  commonly  as  suggested  by 
hemodynamic,  radionuclide  and  echo- 
cardiographic  studies.1  It  is  as- 
sociated with  inferior  wall  myocardial 
infarctions1,  2 and  its  extent  varies 
considerably  among  patients.  The 
typical  presentation  for  a predominant 
Right  Ventricular  Infarction  includes 
systemic  venous  distension  and  hypo- 
tension or  shock  without  evidence  of 
pulmonary  congestion.  Balloon  flota- 
tion catheterization  demonstrates  a 
right  atrial  pressure  that  equals  or 
exceeds  the  pulmonary  capillary 
wedge  pressure  (PCWP),  and  a low 
cardiac  output2  (cardiac  index  less 
than  2.2  liters/minute/meter2)  re- 
sulting from  impaired  left  ventricular 
filling.  The  impairment  in  cardiac 
output  is  amplified  if  there  is  also  a 
significant  left  ventricular  infarction. 

Intravenous  fluids  are  the  treatment 
of  choice  if  the  PCWP  is  less  than 
18-20  mmHg.2  If  the  PCWP  is 
greater  than  this  level,  inotropic 
agents  (such  as  Dobutamine  Hydro- 
chloride) or  vasodilators2  (such  as 
Sodium  Nitroprusside)  are  indicated. 

Papillary  Muscle  Rupture: 

Papillary  Muscle  Rupture  is  found 
in  approximately  one  per  cent  of  all 
myocardial  infarctions.3  It  presents 
with  sudden  chest  pain,  pulmonary 
edema,  hypotension,  shock  and  an 
apical  pan  systolic  murmur  that 
radiates  into  the  axilla  usually  with- 
out an  associated  thrill.  In  acute 
rupture,  the  blood  regurgitating  into 
the  left  atrium  produces  a large  V- 
wave  in  the  PCWP  tracing.3  This 
large  V-wave  can  be  confused  with  a 
balloon  flotation  catheter  that  is  fail- 
ing to  wedge,  and  should  be  evaluated 
with  care.  Papillary  Muscle  Rupture 
is  more  common  with  inferior4,5 
wall  infarctions,  but  can  occur  with 
anterior  wall  infarctions. 

Left  ventricular  afterload  reduction 
with  Sodium  Nitroprusside  is  recom- 
mended3, but  inotropic  agents  may 
be  needed  if  there  is  hypotension.3 


Failure  to  respond  to  these  initial 
measures  is  an  indication  for  intra- 
aortic balloon  pumping  (IABP).3 
Cardiac  catheterization  has  been  rec- 
ommended5 prior  to  surgery  to  assess 
the  degree  of  coronary  artery  disease 
and  to  identify  other  associated  me- 
chanical defects.  This  complication 
has  a high  mortality,3,  5 and  those 
without  preoperative  shock  do  better.3 
Mortality  is  nearly  100  per  cent  with- 
out surgery3  and,  although  high-risk, 
surgery  improves  mortality.3,  5 There- 
fore, these  patients  should  be  referred 
to  a center  where  surgery  is  available. 

Ventricular  Septal  Rupture: 

Ventricular  Septal  Rupture  (VSD) 
accounts  for  approximately  one  per 
cent  of  all  myocardial  infarction-re- 
lated deaths  and  generally  occurs  with 
infarctions  of  anterior,  inferior  or 
posterior  location  within  the  initial 
week  following  infarction.3  Clinical 
manifestations  include  the  abrupt  de- 
velopment of  a pansytolic  murmur  at 
the  left  sternal  border  (with  or  with- 
out a thrill)  and  varying  degrees  of 
hemodynamic  instability.  The  balloon 
flotation  catheter  demonstrates  an 
oxygen  saturation  increase  from  the 
right  atrium  to  the  pulmonary  ar- 
tery.3,6 This  is  a disease  best  treated 
by  surgery,  and  therefore,  medical 
therapy  is  only  temporizing.4  Initial 
treatment  is  directed  at  left  ventricular 
afterload  reduction  with  Sodium  Ni- 
troprusside, but  significant  hypo- 
tension may  necessitate  the  use  of  ino- 
tropic agents  or  IABP.3  Most  of  these 
patients  die  without  surgery,  and  sur- 
vival is  significantly  better  with  early 
surgery.4,7  Once  the  diagnosis  is  sus- 
pected, referral  to  a surgical  center  is 
recommended. 

Rupture  of  the  Heart: 

Rupture  of  the  Heart  is  the  cause  of 
10  to  15  per  cent  of  all  infarction 
deaths.  It  usually  occurs  during  the 
first  week  following  infarction.3  The 
typical  clinical  picture  is  a stable 
patient  who  suddenly  deteriorates  to 
hypotension,  shock  or  sudden  death. 
Physical  examination  may  reveal  signs 
of  right-sided  heart  failure,  pulsus 
parodoxus,  diminished  heart  sounds 
and  pericardial  friction  rub.  Rupture 
may  elicit  an  intense  vaso-vagal  re- 
sponse resulting  in  a junctional 


rhythm  and  electromechanical  dis- 
sociation.3 Some  cases,  however,  may 
be  subacute  in  presentation  and  later 
develop  a pseudoaneurysm.8  Factors 
that  increase  the  risk  for  rupture  of 
the  heart  include  age  over  60,  post-in- 
farction hypertension,  first  myocardial 
infarction,  and  anterior,  transmural 
myocardial  infarction.3 

Surgery  is  the  preferred  treatment,4 
but  few  so  afflicted  survive  to  go  to 
surgery.  Temporizing  measures  until 
surgery  can  be  performed  include 
intravenous  fluids.  Calcium  Chloride, 
Isoproteronol  Hydrochloride,  Sodium 
Bicarbonate  and  pericardiocentesis.3 

Extensive  Myocardial  Damage: 

Extensive  Myocardial  Damage  with 
greater  than  40-per  cent  loss  of  myo- 
cardium carries  an  extremely  poor 
prognosis9  irrespective  of  the  type  of 
therapy.  Physical  examination  reveals 
signs  of  shock  and  pulmonary  edema. 
Therapy  for  the  latter  includes  left 
ventricular  preload  reduction  with 
Diuretics,  Nitrates  and  Morphine  Sul- 
fate9. Overzealous  efforts  may  result 
in  a PCWP  less  than  18  mmHg  with 
further  reductions  in  cardie  output. 
Adequate  oxygenation  must  be  ob- 
tained and  may  require  intubation 
with  mechanical  ventilation  and  the 
application  of  positive  end-expiratory 
pressure.  Cardiac  output  may  be  im- 
proved with  inotropic  agents,  most 
commonly  Dopamine  Hydrochloride 
or  Dobutamine  Hydrochloride,  and 
vasodilators  such  as  Sodium  Nitro- 
prusside or  intravenous  Nitroglycerin 
(assuming  that  hypotension  is  not 
significant ) ,9 

Congestive  Heart  Failure 

In  general,  myocardial  infarction 
complicated  by  congestive  heart  fail- 
ure ( CHF)  carries  a worse  prognosis 
comoared  to  the  uncomplicated  infarc- 
tion.9 Symptoms  include  dyspnea, 
orthopnea,  paroxysmal  nocturnal  dys- 
pnea and  cough.  Signs  include  tachy- 
pnea. tachycardia,  rales,  and  some- 
times. a third  or  fourth  heart  sound. 

The  chest  x-ray  can  confirm  the 
clinical  diagnosis  of  CHF  although 
radiographic  findings  may  be  delayed. 
Initial  findings  include  apical  vascular 
redistribution  and  perihilar  fullness; 
however,  further  progression  leads  to 
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peri-acinar  rosettes  and  overt  pulmo- 
nary edema.9 

A major  cause  of  CHF  in  the  set- 
ting of  myocardial  infarction  is  loss  of 
functioning  left  ventricular  mass, 
somewhere  between  23  and  51  per 
cent.10  Superimposed  ischemia  with 
transient  elevation  of  the  left  ventricu- 
lar end  diastolic  pressure  could  tem- 
porarily lead  to  a sudden  worsening 
of  the  CHF. 

The  treatment  of  CHF  complicating 
myocardial  infarction  includes  bed 
rest,  salt  and  fluid  restriction,  and  left 
ventricular  preload  reduction  with 
Diuretics,  Nitrates  and  Morphine  Sul- 
fate. Arterial  hypoxemia  associated 
with  ventilation-perfusion  mismatch- 
ing is  treated  with  supplemental 
oxygen.  Digitalis  may  be  used  after 
an  unsuccessful  trial  of  diuretics  or  to 
slow  the  ventricular  response  in  atrial 
fibrillation.  If  the  CHF  is  unrespon- 
sive to  these  measures,  treatment  with 
vasodilators  should  be  initiated. 

Arrhythmias 

Arrhythmias  in  the  setting  of  myo- 
cardial infarction  are  a common  cause 
of  death  prior  to  hospitalization.  Rec- 
ognition of,  treatment  of  and.  in  some 
cases,  prophylaxis  against  arrhythmias 
can  significantly  improve  mortality 
rates.  Arrhythmias  complicating  myo- 
cardial infarction  can  be  categorized 
into  two  groups:  ( A ) Tachyar- 

rhythmias and  (Bl  Bradyarrhythmias. 

(A)  The  Tachyarrhythmias  arise 
from  ventricular  and  supraventricular 
origins.11  The  ventricular  tachyar- 
rhythmias which  include  ventricular 
fibrillation  and  ventricular  tachy- 

TABLE 

Predetermined  Regimen  for 
Intravenous  Lidocaine  HC1  Prophylaxis  1 1 


(1)  In  the  absence  of  cardiac  or  hepatic 
failure: 

— Bolus  (1  mg/kg  body  weight)  over 
2 minutes 

— Start  continuous  infusion  at  2 mg/ 
min  after  initial  bolus  is  completed 
— Rebolus  with  50  mg  at  5,  10,  and 
15  minutes  following  the  initial  bolus 
— Abruptly  discontinue  the  infusion 
at  36  hours  (There  is  no  need  to 
wean  the  Lidocaine  HC1  infusion) 

(2)  In  the  presence  of  cardiac  or  hepatic 
failure: 

— Decrease  the  usual  bolus  injections 
by  one  half 


cardia,  may  occur  without  extensive 
myocardial  damage  and,  in  this  set- 
ting, are  referred  to  as  primary.  They 
may  occur  without  warning  during  the 
first  one  and  one  half  days  following 
infarction;  therefore,  prophylactic  Li- 
docaine HC1  administered  according 
to  a predetermined  regimen  (Table) 
is  recommended  during  the  initial  36- 
hour  post-infarction  period.11  It  is 
not  necessary  to  suppress  all  prema- 
ture ventricular  activity  during  pro- 
phylaxis, but  if  fibrillation  or  tachy- 
cardia occurs  despite  Lidocaine  HCI, 
underlying  hypokalemia,  acidosis  and 
hypoxemia  should  be  excluded.  If 
these  disturbances  are  not  found,  an- 
other antiarrhythmic  drug  such  as 
Procainamide  Hydrochloride  or  Brety- 
lium  Tosylate  should  be  added. 

Ventricular  fibrillation  and  ven- 
tricular tachycardia  also  may  result 
from  extensive  myocardial  damage 
and,  in  this  setting,  carry  a higher 
mortality.  As  with  the  primary  ven- 
tricular tachyarrhythmias,  they  may 
complicate  the  initial  post-infarction 
period;  however,  they  characteristic- 
ally are  a chronic  problem.  Therapy 
in  this  situation  should  be  life-long,11 
and  includes  the  use  of  oral  antiar- 
rhythmic drugs  such  as  Procainamide 
Hydrochloride  or  the  experimental 
drug,  Amiodarone.  Disopyramide 
Phosphate  may  be  used  in  carefully 
selected  patients.  Refractory  ar- 
rhythmias should  be  referred  to  a 
tertiary  care  center  for  further  man- 
agement. 

The  supraventricular  tachyarrhy- 
thmias should  be  treated  since  the 
rapid  heart  rate  increases  myocardial 
oxygen  demand.  Atrial  fibrillation- 
flutter  and  sinus  tachycardia  are  the 
most  common  and  are  associated  with 
an  increased  late  hospital  mortality. 
They  may  result  from  left  ventricular 
failure  or  pericarditis.  Atrial  fibrilla- 
tion-flutter should  be  treated  initially 
with  electrical  cardioversion.  If  they 
recur,  Digitalis  and  Quinidine  Sulfate 
should  be  considered  along  with 
evaluation  for  pericarditis  and  left 
ventricular  dysfunction.  Treatment  of 
sinus  tachycardia  is  directed  at  the 
underlying  cause  and,  when  caused  by 
a hyperdynamic  state,  treatment  with 
low'-dose  Beta  Blockers  may  be  indi- 
cated.11 


I B ) Bradyarrhythmias  complicating 
inferior  wall  infarction  are  caused  by 
atrioventricular  (AV)  node  ischemia 
or  vagal  overactivity,  and  include 
sinus  bradycardia,  first-degree  AV 
block,  second-degree  AV  block  and 
third-degree  AV  block.  Third-degree 
AV  block  usually  develops  grad- 
ually,11 and  the  escape  rhythm  is 
characterized  by  narrow  complexes. 
The  use  of  atropine  is  usually  success- 
ful in  the  treatment  of  hemodynamic 
instability  associated  with  the  brady- 
arrhythmias complicating  inferior 
wall  infarction.  A temporary  pace- 
maker is  rarely  required  to  treat  AV 
blocks. 

The  bradyarrhythmias  complicating 
anterior  myocardial  infarction  are  col- 
lectively knowm  as  high-grade  AV 
block,  and  carry  a poor  prognosis  if 
untreated.12  High-grade  AV  block 
can  be  characterized  by  the  sudden 
appearance  of  Type  II  second-degree 
AV  block,  third-degree  AV  block  or 
asystole.  High-grade  AV  block  in  the 
setting  of  anterior  wall  infarction  is 
treated  initially  by  temporary  pace- 
maker insertion  followed  by  perma- 
nent pacemaker  insertion  even  if  the 
AV  block  resolves.12  High-grade  AV 
block  may  be  preceded  by  the  ap- 
pearance of  bundle  branch  block 
(BBBi,  most  commonly  bilateral 
BBB  (BBBBl.12  Therefore,  in  this 
setting,  temporary  and  permanent 
pacemaker  insertion  are  recommended 
in  cases  of  BBBB. 

Examples  of  BBBB  include  first-de- 
gree AV  block  with  left  BBB  (LBBB  ) 
or  right  BBB  (RBBB ),  RBBB  with  left 
or  right  axis  deviation,  and  alternating 
RBBB  and  LBBB.  The  incidence  of 
high-grade  block  complicating  isolated 
LBBB  or  RBBB  is  about  one  third12 
that  with  BBBB,  and  the  insertion  of 
a temporary  pacemaker  in  these  pa- 
tients is  controversial  and  left  to  the 
discretion  of  the  physician  caring  for 
the  patient. 

Post-Infarction  Chest  Pain 

Post-infarction  chest  pain  is  a com- 
mon complication  of  myocardial  in- 
farction. It  is  especially  important  to 
identify  those  patients  wdio  have  ac- 
companying ischemic  ST  and  T wave 
changes.  Post-infarction  angina  has  a 
high  mortality,  and  two  groups  can  be 
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identified  on  the  basis  of  elec- 
trocardiography: those  with  ischemia 
in  the  area  of  infarction,  and  those 
with  ischemia  in  an  area  distant  from 
the  infarction.13  The  latter  may  be 
caused  by  loss  of  collateral  circulation 
in  an  already  tenuously  supplied  area 
of  myocardium. 

Both  groups  should  be  treated  with 
intravenous  Nitroglycerin  and,  if  left 
ventricular  function  permits,  Beta 
Blockers.  Aggressive  management 
with  early  coronary  arteriography  and, 
if  indicated,  coronary  revasculariza- 
tion, should  be  considered.13,  14  Cor- 
onary revascularization  during  the 
first  week  after  infarction  has  a higher 
incidence  of  complications,  but  if  nec- 
sary,  is  still  recommended.14  Opera- 
tive mortality  after  the  first  week  fol- 
lowing infarction  is  similar  to  the 
operative  mortality  with  elective  sur- 
gery in  post-infarction  patients.14  It 
is,  therefore,  recommended  that  pa- 
tients with  post-infarction  angina  be 
referred  to  a surgical  center  for  fur- 
ther management. 

Another  cause  of  post-infarction 
chest  pain  is  post-infarction  peri- 
carditis. It  occurs  with  transmural 
infarctions,  more  commonly  an- 
terior,15 usually  during  the  first  post- 
infarction week.16  Clinical  features 
include  pleuritic  chest  pain,  low-grade 
fever,  and  evanescent  pericardial  fric- 
tion rub.  Significant  pericardial  ef- 
fusion is  rare.15  Nonsteroidal  anti-in- 
flammatory drugs  are  the  recom- 
mended treatment. 

A smaller  percentage  of  patients 
will  develop  Dressler’s  syndrome 
which,  in  comparison  to  post-infarc- 
tion pericarditis,  begins  after  the  first 
week  after  infarction15  (often  within 
the  first  six  weeks  following  infarc- 
tion16) and  is  associated  with  more 
dramatic  symptoms  which  may  be  re- 
current. Clinical  features  of  Dressler’s 
syndrome  include  pleuritic  chest  pain, 
constitutional  symptoms,  high  fever, 
pneumonitis  and  pleuro-pericardial  ef- 
fusion. Dressler’s  syndrome  may  re- 
sult from  post-infarction  pericarditis. 
Aggressive  treatment  of  post-infarc- 
tion pericarditis  (as  well  as  the 
avoidance  of  oral  anticoagulants)  may 
reduce  the  incidence  of  Dressler’s  syn- 
drome.17 


Thromboembolic  Complications 

The  thromboembolic  complications 
of  acute  myocardial  infarction  can  be 
categorized  into  two  groups:  (A) 

Arterial  Thromboembolic  Events  and 
(B  ) Venous  Thromboembolic  Events. 

(A)  Arterial  Thromboembolic 
Events  in  the  face  of  acute  myocardial 
infarction  originate  from  left  ventric- 
ular mural  thrombi.  There  are  two  im- 
portant facets  of  this  topic  to  discuss. 
The  first  is  concerned  with  identifying 
which  post-infarction  patients  are  at 
highest  risk  for  developing  mural 
thrombus  and  arterial  thromboem- 
bolism and  which  therefore  should  re- 
ceive prophylaxis  with  anticoagula- 
tion. Those  patients  at  highest  risk  for 
developing  this  complication  have 
large  anterior  transmural  myocardial 
infarctions  complicated  by  severe  left 
ventricular  dysfunction  with  akinetic 
or  dyskinetic  segmental  wall  motion 
abnormalities.18  It  is  recommended 
that  these  patients  receive  anticoagula- 
tion for  the  initial  four  weeks  follow- 
ing infarction.18 

The  second  addresses  the  treatment 
of  established  mural  thrombi  compli- 
cating acute  myocardial  infarction. 
This  is  a common  complication  of 
transmural  infarction,  and  not  un- 
commonly results  in  arterial  throm- 
boembolism. Therefore,  recognition 
and  treatment  are  imperative.  Two- 
dimensional  echocardiography  is  a 
sensitive  procedure  for  diagnosing 
mural  thrombus  and,  if  this  complica- 
tion is  identified,  anticoagulation  for 
three  to  six  months  is  appropriate.18 

(B)  Venous  thromboembolism  is  a 
common  complication  of  acute  myo- 
cardial infarction.19  Venous  emboli 
in  this  setting  most  commonly  orig- 
inate from  thrombi  located  in  the  deep 
leg  veins.  Prolonged  bed  rest  and 
CHF  are  the  usual  predisposing  fac- 
tors. Early  mobilization  and  low-dose 
Heparin  Sodium  ( 5.000  units  sub- 
cutaneously two  or  three  times  daily) 
are  recommened  as  measures  to  pre- 
vent this  complication. 
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Questions 

1.  Which  of  the  following  complica- 
tions is  associated  most  often  with 
an  inferior  wall  infarction? 

A.  Right  ventricular  infarction 

B.  Papillary  muscle  rupture 

C.  Ventricular  septal  rupture 

D.  Ventricular  face  wall  rupture 

2.  In  the  setting  of  acute  anterior  in- 
farction, what  is  the  recom- 
mended initial  therapy  for  Type  II 
second-degree  AV  Block? 

A.  Observation 

B.  Atropine  as  needed 

C.  Temporary  pacing 

D.  Permanent  pacing 

3.  Which  of  the  following  is  not  rec- 
ommended in  use  with  right 
ventricular  infarction  with  shock? 

A.  Intravenous  fluids 

B.  Inotropic  agents 

C.  Diuretics 

D.  Vasodilators 

4.  Rapid  atrial  fibrillation  with  acute 
infarction  should  in  most  situa- 
tions be  treated  initially  with: 

A.  Digitalis 

B.  Quinidine 

C.  Electrical  Cardioversion 

D.  Aspirin 

5.  In  the  setting  of  infarction  pro- 
phylactic, intravenous  Lidocaine 
should  be  utilized  when: 

A.  PVCs  are  first  noted 

B.  Multiform  PVCs  are  noted 

C.  Patient  first  presents 

D.  Ventricular  Fibrillation  has 
occurred 

6.  Which  of  the  following  complica- 
tions generally  does  not  require 
surgical  intervention  early  in  its 
course? 

A.  Right  ventricular  infarction 

B.  Papillary  muscle  rupture 

C.  Ventricular  Septal  rupture 

D.  Ventricular  Face  Wall  rupture 


7.  The  single  best  method  for  de- 
termining the  cause  of  a new 
systolic  murmur  in  the  setting  of 
an  infarction  is? 

A.  Location  of  the  murmur 

B.  Chest  x-ray 

C.  Echocardiography 

D.  Balloon  flotation  catheter 

8.  Recommended  initial  therapy  for 
infarction  with  CHF  should  in- 
clude all  the  following  except: 

A.  Salt  restriction 

B.  Diuretics 

C.  Digitalis 

D.  Nitrates 

9.  Which  of  the  following  state- 
ments concerning  post-infarction 
angina  is  not  true? 

A.  Ischemia  may  occur  in  area 
of  infarction 

B.  Associated  with  increased 
mortality 

C.  Treated  with  Nitroglycerin  & 
Beta  Blockers 

D.  Catheterization  done  only 
with  failure  of  medical 
therapy 


10.  The  risk  factors  for  thromboem- 
bolic complications  in  MI  in- 
clude all  the  following  ex- 
cept: 

A.  Large  anterior  MI 

B.  CHF 

C.  Prolonged  bed  rest 

D.  Ventricular  fibrillation 

Question  Key 

One  hour  of  Category  1 credit  may 
be  obtained  by  completing  and  re- 
turning the  question  key.  An  in- 
dividual analysis  of  responses  will  be 
returned  without  charge. 

A 50-minute  videotape  discussion  of 
“The  Complication  of  Myocardial  In- 
farction" may  be  purchased  for  $150 
from  the  Office  of  Continuing  Medical 
Education,  WVU  Medical  Center. 
Morgantown.  West  Virginia  26506. 
Arrangements  can  be  made  for  tele- 
phone discussion  following  the  video- 
tape presentation  to  groups.  Visits  to 
the  local  community  or  hospital  by 
WVU  medical  staff  in  relation  to  this 
topic  may  be  arranged. 

The  telephone  number  for  the  Of- 
fice of  Continuing  Medical  Education 
is  I 304 ) 293-3937. 


Circle  the  correct  response. 
Question  1 2 

A A 

B B 

C C 

D D 

NAME  


3 4 5 6 

A A A A 

B B B B 

C C C C 

D D D D 
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A A A A 
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Office  of  Continuing  Medical  Education 
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Morgantown,  WV  26506 
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MU  Emphasizing 

In  his  guest  commentary  here  last 
month,  Dr.  Richard  DeVaul  of  West 
Virginia  University  very  ably  raised 
issues  of  critical  significance  to  all  of 
us  in  academic  medicine.  We  at 
Marshall  University  share  his  con- 
cerns and  look  forward  to  working 
out  solutions  with  you,  the  state 
medical  community. 

I also  would  like  to  second  Doctor 
DeVaul’s  praise  of  those  of  you  who 
volunteer  your  time  as  clinical  faculty 
members.  Certainly  the  many  phy- 
sicians throughout  the  state  who  aug- 
ment our  facilities  are  absolutely  vital 
to  our  programs,  particularly  here  at 
Marshall  where  one  of  our  special 
emphases  is  rural  health  care. 

Every  school  of  medicine  has  three 
major  goals:  teaching,  research  and 

service.  These  cannot  be  changed  for 
any  of  us.  But  schools  can  and  do 
differ  in  their  areas  of  emphasis. 

American  medical  educators  have 
always  thought  that  medical  students 
educated  in  hospitals  and  urban  areas 
are  perfectly  qualified  to  practice  in 
rural  areas.  It  has  become  clear, 
however,  that  rural  health  and  rural 
health  care  are  often  very  different 
from  urban  health  and  urban  health 
care. 

The  special  needs  of  the  59  million 
people  who  live  in  rural  areas  are 


Health  Care 

often  overlooked  in  health  care  and 
health-care  legislation.  More  of  these 
people  wrnrk  in  high-risk  occupations 
such  as  mining  and  farming,  and 
consequently  suffer  more  injuries. 
They  have  to  travel  farther  to  reach 
health  care  services.  They  are  less 
likely  to  have  health  insurance,  es- 
pecially for  routine  care. 

Rural  populations  also  are  dem- 
onstrably different  from  urban  pop- 
ulations demographically.  Propor- 
tionally, there  are  greater  percentages 
of  poor  and  elderly  persons  — groups 
having  greater-than-average  health- 
care needs.  The  percentage  of  rural 
people  below  the  poverty  level  is 
about  17  per  cent,  compared  to  the 
10  per  cent  in  urban  areas.  A higher 
percentage  of  rural  people  suffer  from 
activity-limiting  chronic  illnesses. 

Finally,  medical  research  data  gen- 
erally are  gathered  within  urban  and 
suburban  groups  near  medical 
schools,  and  may  not  apply  to  rural 
people.  For  example,  our  studies  in- 
dicate that  lead  poisoning  in  rural 
areas  has  different  environmental 
sources  — with  milder  exposures  — 
than  in  urban  areas.  We  are  find- 
ing very  troubling  differences  in  the 
usage  patterns  of  smokeless  tobacco. 
We  have  determined  that  rural  people 
differ  markedly  from  urban  people  in 
their  attitudes  toward  mental  health. 


Research  on  these  and  related  topics 
gives  all  of  us  information  we  must 
have  to  shape  our  health-care  delivery 
to  the  people  we  serve. 

These  and  the  many  other  fund- 
amental differences  in  needs  are  the 
reason  for  Marshall’s  emphasis  on 
rural  health,  a thread  which  runs 
through  the  four-year  curriculum. 
We  want  to  be  sure  that,  at  the  very 
least,  graduating  physicians  have  an 
understanding  of  the  problems  of 
rural  health  and  rural  health  care.  If 
those  physicians  choose  to  practice 
in  rural  areas,  they  will  be  better 
qualified  to  do  so. 

This  Marshall  emphasis,  com- 
plementing the  emphases  of  the  WVU 
School  of  Medicine,  assures  that  our 
state  is  graduating  physicians  quali- 
fied to  meet  the  needs  of  all  our 
citizens. 


L — 
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When  does 
two  equal  four? 


UUhen  you  prescribe 

VELOSEF  Capsules 

(Cephnadine  Capsules  USP] 

Two  capsules  of  Velosef  500  mg  BID 
can  be  as  effective  as  250  mg 
QID  — four  capsules  — of  the 
leading  oral  cephalosporin... 
decide  for  yourself! 

Velosef  provides  BID  effectiveness  in  upper 
and  lower  respiratory  tract  infections. . . in  uri- 
nary tract  infections,  including  cystitis  and  pros- 
tatitis. . . in  skin/skin  structure  infections  when  due 
to  susceptible  organisms. 

Please  see  prescribing  information  that  follows. 


...at  the  same  time  become  eligible  for  our 
“Computers  in  Health  Care  Draining.’’ 

Have  your  name  entered  for  a chance  to  win 
your  own  Office  Computer  Diagnosis  Center 
or  other  valuable  “user-friendly”  prizes. 

□ Five  (5)  Grand  Prizes. . . OFFICE  COMPUTER  DIAGNOSIS  CENTER ...  an 
IBM-PC  computer  with  software  that  encompasses  hundreds  of  diseases, 
thousands  of  symptoms!  A $5,600.00  value! 

□ Five  (5)  First  Prizes ...  a briefcase-size  Hewlett-Packard  Portable 
Computer  valued  at  $3,900.00. 

□ 500  Second  Prizes ...  a copy  of  Computerizing  Your  Medical  Office: 

A Guide  for  Physicians  and  Their  Staffs  valued  at  $1 7. 50 

Just  complete  and  return  the  attached  reply  card! 


OFFICIAL  RULES:  “Computers  in  Health  Care  Drawing” 

NO  PURCHASE  NECESSARY 

(1 .)  On  an  official  entry  form  handprint  your  name,  address  and  zip  code. 
You  may  also  enter  by  handprinting  your  name,  address  and  zip  code  and 
the  words  “Velosef— Computers  in  Health  Care”  on  a 3"  x 5"  piece  of  paper 
Entry  forms  may  not  be  mechanically  reproduced.  (2.)  Enter  as  often  as 
you  wish,  but  each  entry  must  be  mailed  separately  to.  "COMPUTERS  IN 
HEALTH  CARE  DRAWING,"  RO  Box  3036,  Syosset,  NY  11775.  All  entries 
must  be  received  by  September  9, 1985  (3.)  Winners  will  be  selected 
in  random  drawings  from  among  all  entries  received  by  the 
National  Judging  Institute,  Inc. , an  independent  judging  organi- 
zation whose  decisions  are  final  on  all  matters  relating  to  this 
sweepstakes.  All  prizes  will  be  awarded  and  winners  notified  by 


mail.  Only  one  prize  to  an  individual  or  household.  Prizes  are 
nontransferable  and  no  substitutions  or  cash  equivalents  are 
allowed.  Taxes,  if  any,  are  the  responsibility  of  the  individual 
winners.  No  responsibility  is  assumed  for  lost,  misdirected  or 
late  mail.  Winners  may  be  asked  to  execute  an  affidavit  of  eligi- 
bility and  release.  (4.)  Sweepstakes  open  only  to  physicians  residing  in 
the  U.S.A.,  except  employees  and  their  families  of  E.R.  SQUIBB  & SONS, 
INC.,  its  affiliates,  subsidiaries,  advertising  agencies,  and  Don  Jagoda 
Associates,  Inc.  This  otter  is  void  wherever  prohibited,  and  subject  to  all 
federal,  state  and  local  laws  (5.)  Fora  list  of  major  prize  winners, 
send  a stamped,  self-addressed  envelope  to:  “COMPUTERS  IN 
HEALTH  CARE”  WINNERS  LIST,  P.O.  Box  3154,  Syosset,  NY 
11775. 


VELOSEF®  CAPSULES 
Cephradine  Capsules  USP 

VELOSEF®  FOR  ORAL  SUSPENSION 
Cephradine  for  Oral  Suspension  USP 

DESCRIPTION:  Velosef  '250'  Capsules  and  Velosef  '500'  Capsules 
(Cephradine  Capsules  USP)  provide  250  mg  and  500  mg  cephradine, 
respectively,  per  capsule.  Velosef  ‘125’  for  Oral  Suspension  and  Velosef  '250' 
for  Oral  Suspension  (Cephradine  for  Oral  Suspension  USP)  after  constifution 
provide  125  and  250  mg  cephradine,  respectively,  per  5 ml  teaspoonful. 
INDICATIONS  AND  USAGE:  These  preparations  are  indicated  for  the 
treatment  of  infections  caused  by  susceptible  strains  of  designated 
microorganisms  as  follows:  Respiratory  Tract  Infections  (e  g.,  tonsillitis, 
pharyngitis,  and  lobar  pneumonia)  due  to  S.  pneumoniae  (formerly  D.  pneu- 
moniae) and  group  A beta-hemolytic  streptococci  [penicillin  is  the  usual  drug 
of  choice  in  the  treatment  and  prevention  of  streptococcal  infections,  includ- 
ing the  prophylaxis  of  rheumatic  fever;  Velosef  (Cephradine,  Squibb)  is 
generally  effective  in  the  eradication  of  streptococci  from  the  nasopharynx: 
substantial  data  establishing  the  efficacy  of  Velosef  in  the  subsequent  preven- 
tion of  rheumatic  fever  are  not  available  at  present];  Otitis  Media  due  to  group 
A beta-hemolytic  streptococci,  H.  influenzae,  staphylococci,  and  S.  pneu- 
moniae: Skin  and  Skin  Structures  Infections  due  to  staphylococci  and  beta- 
hemolytic  streptococci;  Urinary  Tract  Infections,  including  prostatitis,  due  to 
E.  coli,  P.  mirabilis,  Klebsiella  species,  and  enterococci  (S.  faecalis). 

Note:  Culture  and  susceptibility  tests  should  be  initiated  prior  to  and  dur- 
ing therapy 

CONTRAINDICATIONS:  In  patients  with  known  hypersensitivity  to  the 
cephalosporin  group  of  antibiotics. 

WARNINGS:  Use  cephalosporin  derivatives  with  great  caution  in  penicillin- 
sensitive  patients  since  there  is  clinical  and  laboratory  evidence  of  partial 
cross-allergenicity  of  the  two  groups  of  antibiotics:  there  are  instances  of 
reactions  to  both  drug  classes  (Including  anaphylaxis  after  parenteral  use). 

In  persons  who  have  demonstrated  some  form  of  allergy,  particularly  to 
drugs,  use  antibiotics,  including  cephradine,  cautiously  and  only  when  abso- 
lutely necessary. 

Pseudomembranous  colitis  has  been  reported  with  the  use  of 
cephalosporins  (and  other  broad  spectrum  antibiotics);  therefore, 
it  is  important  to  consider  its  diagnosis  in  patients  who  develop 
diarrhea  in  association  with  antibiotic  use.  Treatment  with  broad  spec- 


trum antibiotics  alters  normal  flora  of  the  colon  and  may  permit  overgrowth  of 
Clostridia.  Studies  indicate  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis.  Cholestyramine  and  colestipol 
resins  have  been  shown  to  bind  the  toxin  in  vitro.  Mild  cases  of  colitis  may 
respond  to  drug  discontinuance  alone.  Manage  moderate  to  severe  cases 
with  fluid,  electrolyte  and  protein  supplementation  as  indicated.  Oral  vanco- 
mycin is  the  treatment  of  choice  for  antibiotic-associated  pseudomembra- 
nous colitis  produced  by  C.  difficile  when  the  colitis  is  severe  or  is  not 
relieved  by  drug  discontinuance;  consider  other  causes  of  colitis. 
PRECAUTIONS:  General:  Follow  patients  carefully  to  detect  any  side 
effects  or  unusual  manifestations  of  drug  idiosyncrasy  If  a hypersensitivity 
reaction  occurs,  discontinue  the  drug  and  treat  the  patient  with  the  usual 
agents,  e g.,  pressor  amines,  antihistamines,  or  corticosteroids.  Administer 
cephradine  with  caution  in  the  presence  of  markedly  impaired  renal  function. 

In  patients  with  known  or  suspected  renal  impairment,  make  careful  clinical 
observation  and  appropriate  laboratory  studies  prior  to  and  during  therapy  as 
cephradine  accumulates  in  the  serum  and  tissues.  See  package  insert  for 
information  on  treatment  of  patients  with  impaired  renal  function.  Prescribe 
cephradine  with  caution  in  individuals  with  a history  of  gastrointestinal  dis- 
ease, particularly  colitis.  Prolonged  use  of  antibiotics  may  promote  the  over- 
growth of  nonsusceptible  organisms.  Take  appropriate  measures  should 
superinfection  occur  during  therapy.  Indicated  surgical  procedures  should  be 
performed  in  conjunction  with  antibiotic  therapy. 

Information  for  Patients:  Caution  diabetic  patients  that  false  results 
may  occur  with  urine  glucose  tests  (see  PRECAUTIONS,  Drug/Laboratory 
Test  Interactions).  Advise  the  patient  to  comply  with  the  full  course  of  therapy 
even  if  he  begins  to  feel  better  and  to  take  a missed  dose  as  soon  as  possible. 
Tell  the  patient  he  may  take  this  medication  with  food  or  milk  since  G.l.  upset 
may  be  a factor  in  compliance  with  the  dosage  regimen.  The  patient  should 
report  current  use  of  any  medicines  and  should  be  cautioned  not  to  take  other 
medications  unless  the  physician  knows  and  approves  of  their  use  (see 
PRECAUTIONS,  Drug  Interactions). 

Laboratory  Tests:  In  patients  with  known  or  suspected  renal  impair- 
ment, it  is  advisable  to  monitor  renal  function. 

Drug  Interactions:  When  administered  concurrently,  the  following  drugs 
may  interact  with  cephalosporins: 

Other  antibacterial  agents  — Bacteriostats  may  interfere  with  the  bacterici- 
dal action  of  cephalosporins  in  acute  infection;  other  agents,  e g.,  amino- 
glycosides, colistin,  polymyxins,  vancomycin,  may  increase  the  possibility  of 
nephrotoxicity. 


Can  two  really  equal  four? 

Find  out  today  and  participate  in  the 
VELOSEF*  Capsules  (Cephradine  Capsules  USP) 
"Computers  in  Health  Care  Draining.” 


SQUIBB 


□ Please  send  me  a clinical  trial  supply  of  40  Velosef  Capsules 
500  mg  and  enter  my  name  in  the  “Computers  in  Health 
Care  Drawing.” 

Please  type  or  print  clearly. 


Name 


Address 

City 

State 

Zip 

Signature 

MD 

□ I do  not  wish  to  receive  a trial  supply  of  Velosef  Capsules  at 
this  time,  but  please  enter  my  name  in  the  "Computers  in 
Health  Care  Drawing.” 

ALL  ENTRIES  MUST  BE  RECEIVED  BY  SEPTEMBER  9,  1985. 
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Diuretics  (potent  "loop  diuretics,"  e g , furosemide  and  ethacrynic  acid) 

— Enhanced  possibility  for  renal  toxicity. 

Probenecid  — Increased  and  prolonged  blood  levels  of  cephalosporins, 
resulting  in  increased  risk  of  nephrotoxicity. 

Drug/Laboratory  Test  Interactions:  After  treatment  with  cephradine,  a 
false-positive  reaction  for  glucose  in  the  urine  may  occur  with  Benedict's 
solution,  Fehling's  solution,  or  with  Clinitest®  tablets,  but  not  with  enzyme- 
based  tests  such  as  Clinistix®  and  Tes-Tape®.  False-positive  Coombs  test 
results  may  occur  in  newborns  whose  mothers  received  a cephalosporin  prior 
to  delivery.  Cephalosporins  have  been  reported  to  cause  false-positive  reac- 
tions in  tests  for  urinary  proteins  which  use  sulfosalicylic  acid,  false 
elevations  of  urinary  17-ketosteroid  values,  and  prolonged  prothrombin 
times. 

Carcinogenesis,  Mutagenesis:  Long-term  studies  in  animals  have  not 
been  performed  to  evaluate  carcinogenic  potential  or  mutagenesis. 

Pregnancy  Category  B:  Reproduction  studies  have  been  performed  in 
mice  and  rats  at  doses  up  to  4 times  the  maximum  indicated  human  dose  and 
have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to 
cephradine.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  predic- 
tive of  human  response,  use  this  drug  during  pregnancy  only  if  clearly 
needed. 

Nursing  Mothers:  Since  cephradine  is  excreted  in  breast  milk  during 
lactation,  exercise  caution  when  administering  cephradine  to  a nursing 
woman. 

Pediatric  Use:  Adequate  information  is  unavailable  on  the  efficacy  of 
b.i.d.  regimens  in  children  under  nine  months  of  age 

ADVERSE  REACTIONS:  Untoward  reactions  are  limited  essentially  to  G.l. 
disturbances  and,  on  occasion,  to  hypersensitivity  phenomena.  The  latter  are 
more  likely  to  occur  in  persons  who  have  previously  demonstrated  hypersen- 
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sitivity  and  those  with  a history  of  allergy,  asthma,  hay  fever,  or  urticaria. 

The  following  adverse  reactions  have  been  reported  following  use  of 
cephradine:  G.l.  — Symptoms  of  pseudomembranous  colitis  can  appear  dur- 
ing antibiotic  therapy;  nausea  and  vomiting  have  been  reported  rarely.  Skin 
and  Hypersensitivity  Reactions  — mild  urticaria  or  skin  rash,  pruritus,  joint 
pains.  Hematologic  — mild  transient  eosinophilia,  leukopenia  and  neutrope- 
nia. Liver  — transient  mild  rise  of  SGOT,  SGPT,  and  total  bilirubin  with  no 
evidence  of  hepatocellular  damage.  Renal  — transitory  rises  in  BUN  have 
been  observed  in  some  patients  treated  with  cephalosporins;  their  frequency 
increases  in  patients  over  50  years  old.  In  adults  for  whom  serum  creatinine 
determinations  were  performed,  the  rise  in  BUN  was  not  accompanied  by  a 
rise  in  serum  creatinine.  Others  — dizziness,  tightness  in  the  chest,  and 
candidal  vaginitis. 

DOSAGE:  Adults  — For  respiratory  tract  infections  (other  than  lobar 
pneumonia)  and  skin  and  skin  structure  infections:  250  mg  q.  6 h or  500  mg 
q.  12  h.  For  lobar  pneumonia:  500  mg  q.  6 h or  1 g q.  12  h.  For  uncompli- 
cated urinary  tract  infections:  500  mg  q.  12  h;  for  more  serious  UTI,  including 
prostatitis,  500  mg  q.  6 h or  1 g q.  12  h.  Severe  or  chronic  infections  may 
require  larger  doses  (up  to  1 g q.  6 h).  For  dosage  recommendations  in 
patients  with  impaired  renal  function,  consult  package  insert. 

Children  over  9 months  of  age  — 25  to  50  mg/kg/day  in  equally  divided 
doses  q.  6 or  12  h For  otitis  media  due  to  H.  influenzae:  75  to  100  mg/kg/day 
in  equally  divided  doses  q.  6 or  12  h but  not  to  exceed  4 g/day.  Dosage  for 
children  should  not  exceed  dosage  recommended  for  adults.  There  are  no 
adequate  data  available  on  efficacy  of  b.i.d.  regimens  in  children  under  9 
months  of  age. 

For  full  prescribing  information,  consult  package  insert. 

HOW  SUPPLIED:  250  mg  and  500  mg  capsules  in  bottles  of  24  and  100 
and  Unimatic®  unit-dose  packs  of  100. 125  mg  and  250  mg  for  oral  suspen- 
sion in  bottles  of  100  ml  and  200  ml. 
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Editorials 


The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements 
made  by  authors  or  in  communications  submitted  to  this  Journal  for  publication.  The  author 
shall  be  held  entirely  responsible.  Editorials  printed  in  The  Journal  do  not  necessarily  reflect 
the  official  position  of  the  West  Virginia  State  Medical  Association. 


Review  Articles  In  Journal 
To  Spark  CME  Effort 

Via  comparison  of  West  Virginia 
Medical  Institute  data  with  national 
and  regional  statistical  norms,  it  is 
apparent  that  there  are  localized  prob- 
lems in  West  Virginia  in  managing 
certain  medical  conditions  or  their 
complications. 

Identified  problem  areas  include 
the  complications  of  myocardial  in- 
farction, the  management  of  chronic 
obstructive  lung  disease,  the  high 
readmission  rate  (within  seven  days) 
for  such  things  as  chest  pain,  and  the 
role  of  prophylactic  antibiotics  in  pre- 
venting postoperative  infection. 

The  Journal  and  the  Office  of  Con- 
tinuing Medical  Education  of  the 
West  Virginia  University  School  of 
Medicine  will  attempt  to  address  these 
problems  for  West  Virginia  physicians 
by  providing  a multiple-level  educa- 
tional program. 

The  plan  is  that  a series  of  review 
articles  will  be  published  in  The  Jour- 
nal (see  first  article  elsewhere  in  this 
issue)  for  which  Category  1 credit  will 
be  given  by  the  correct  answering  of 
questions  at  the  end  of  the  article.  A 
90-minute  videotape  on  the  same 
subject  will  be  made  available  for  use 
by  hospital  staffs  or  physician  groups. 
Two-way  telephone  link-ups  with  the 
videotape  presenters  can  be  arranged 
in  association  with  the  videotape  pres- 
entation. CME  programs  during  the 
year  will  be  aimed  at  the  identified 
problems.  Individual  physicians  from 
the  WVU  School  of  Medicine  or,  if 
need  be,  teams  of  persons  (nurses, 
physiotherapists,  respiratory  ther- 
apists, etc.)  can  be  made  available  for 
on-site  discussions  and  consultations. 

The  first  review  article  in  the  series 
appears  in  this  issue  of  The  Journal. 
A 50-minute  videotape  on  “Complica- 


tions of  Myocardial  Infarction”  with 
Drs.  Abnash  Jain  and  Anthony  Morise 
is  available  and  can  be  obtained  in 
any  desired  format  ( one-half  inch  or 
three-fourths  inch ) from  the  Office 
of  Continuing  Medical  Education, 
West  Virginia  University,  Morgan- 
town, West  Virginia  26506,  or  the 
West  Virginia  Medical  Institute,  3412 
Chesterfield  Avenue,  S.E.,  Charles- 
ton, West  Virginia  25304.  A fee  of 
$150  will  be  charged  for  each  video- 
tape which  then  becomes  the  property 
of  the  purchaser. 

The  educational  objectives  of  such 
a program  are  clear.  Physicians 
should  be  better  able,  for  example, 
to  identify  the  complications  of  MI, 
and  develop  treatment  plans  for  pa- 
tients with  COLD.  Participants  will 
learn  intervention  strategies  and  time 
frames  for  treatment  or  referral. 

Questions  about  other  educational 
services  such  as  consultant  visits  or 
telephone  interaction  with  the  experts 
may  be  directed  to  the  Office  of  Con- 
tinuing Medical  Education,  West  Vir- 
ginia University,  Morgantown,  West 
Virginia  26506. 

Future  articles  and  videotapes  are 
in  preparation.  The  next  subject  will 
be  “The  Management  of  Chronic  Ob- 
structive Lung  Disease,”  and  will  fea- 
ture two  pulmonary  experts.  Others 
will  follow  at  about  one  every  three 
months. 

The  Journal  believes  this  program 
is  an  exciting  one  with  identified  ed- 
ucational needs  being  addressed  in  a 
comprehensive  manner.  We  anticipate 
some  answers  to  the  old  question, 
“Can  an  identified  practice  problem  be 
modified  by  a focused  educational 
program?” 

The  Journal  encourages  all  West 
Virginia  physicians  to  participate. 


Fellow  Sufferers? 

Talk  about  ambivalence!  Want  to 
know  the  meaning  of  “horns  of  a 
dilemma?”  It’s  enough  to  set  the  fig- 
urative head  of  an  entire  profession 
spinning!  They  could  all  end  up  need- 
ing psychiatric  care!  Fingernails  are 
chewed  to  the  quick.  Tantalus  never 
had  it  so  bad!  Worry,  worry!  What 
to  do?  Are  we  blessed  or  cursed? 

Take  pity  on  the  poor  Bar  Associa- 
tion members!  There  it  is  on  the 
back  page  of  the  State  Bar  Associa- 
tion Bulletin.  It  is  boxed,  edged  in 
black—  could  be  an  advertisement  an- 
nouncing one  of  life’s  rare  opportuni- 
ties— or  an  obituary. 

“Our  bar-sponsored  malpractice 
carrier  . . .,”  it  reads,  “.  . . has  ad- 
vised us  that  there  will  be  a 115% 
increase  in  malpractice  rates  effec- 
tive March  1st.  This  is  in  addition  to 
the  40%  increase  that  recently  took 
effect  for  most  insureds  . . .”  It  goes 
on  to  report  that  new  bids  are  being 
sought  from  other  carriers  and  that 
the  Bar  Association  is  hopeful  that 
other  carriers  will  be  willing  to  write 
insurance  for  West  Virginia  lawyers 
at  lower  rates. 

What  marvelous  news!  They’ve  run 
out  of  doctors  to  sue  and  have  turned 
on  one  another!  It  is  reported  that 
predatory  beasts  such  as  wolves  when 
hungry  will  attack,  kill  and  eat  other 
members  of  the  pack  intent  only  on 
acquiring  a meal-sized  share  of  a re- 
cently downed  quarry.  Sharks  and 
piranhas  among  the  marine  predators 
go  into  a slashing,  biting,  tearing 
frenzy  at  times,  maddened  by  the 
blood  and  floating  bits  of  flesh,  into 
malestroms  of  uncontrolled  killing. 

Could  we  dare  hope  that  those 
rapacious  plaintiff’s  predators  might 
at  least  preoccupy  themselves  with  one 
another  to  the  ultimate  benefit  of  all 
the  other  citizens  of  the  State? 
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Granted  relief  from  these  ever-circling, 
ever-threatening  raveners,  the  medical 
profession  conceivably  could  start  roll- 
ing back  some  of  the  alarmingly  high 
medical  care  costs  now  afflicting 
everyone. 

It’s  probably  too  much  to  hope  that 
they  might  be  distracted  from  us.  But 
we  do  have  a State  Medical  Associa- 
tion-sponsored bill  ( ) 

presently  under  consideration  in  our 
Legislature  which  could  free  us  from 
the  concern  of  being  unfairly  attacked 
and  allow  us  to  devote  our  energies 
to  the  problem  of  rolling  back  medical 
care  costs.  And  it  would  do  it  without 
all  that  blood. 


Physicians  First 

What  do  you  do  when  the  mush- 
rooming emphasis  on  cost  in  health 
care  delivery  threatens  to  smother 
quality  consciousness? 

We  are  “physicians  first,’'  com- 
ments Dr.  David  A.  Smith,  M.  D., 
Medical  Editor  of  Pennsylvania  Med- 
icine. Writing  in  the  January  issue 
of  the  medical  journal,  he  continues, 
“Medical  decision-making  ought  to 
be  based  upon  what  we,  as  physicians, 
perceive  to  be  in  the  best  interests  of 
our  patients.” 

But  Doctor  Smith  believes  the  art 
of  Medicine  can  be  in  balance  with  the 
practical.  “It  does  not  follow  that  ex- 
cessive care  is  quality  medical  care. 
Quite  the  reverse  is  true.  We  should 
be  cost  conscious  and  adhere  to 
standards  of  care.  Over-diagnosis, 
over-treatment,  and  excessive  or  ex- 
tended length  of  stay  that  are  not 
medically  indicated  must  be  kept  to 
a minimum.  . .” 

He  observes  that,  with  increased 
pressure  on  hospitals  to  cut  costs,  and 
with  hospitals  examining  physicians’ 
activities,  there  is  a shift  away  from 
the  conventional  hospital  setting.  With 
the  growth  of  outpatient  surgicenters, 
urgicenters  and  walk-in  clinics,  quality 
is  much  more  difficult  to  assure  be- 
cause these  represent  a “fragmented” 
health  system,  he  points  out. 

It  will  be  fascinating  to  see  what 
the  health  care  delivery  system  looks 
like  20  years  from  now.  The  medical 
profession  then  probably  will  be  “ner- 
vous” about  some  other  disquieting 
trend.  But  whatever  prevails,  there 


is  basic  good  sense  in  what  Doctor 
Smith  is  saying  that  should  continue 
to  be  applicable. 

Trouble  lies  ahead  if  there  is  not 
a balance  between  cost  and  quality. 
“When  cost  achieves  the  upper  hand,” 
Doctor  Smith  remarked,  “we  will  no 
longer  be  physicians,  but  merely  em- 
ployees of  a mediocre  system.” 


Our  Readers  Speak 


Physicians  And  Abortion 

Abortion.  The  very  word  causes  people 
to  take  sides.  The  general  public  is  greatly 
divided,  and  the  debate  intensifies  daily.  I 
am  a physician,  and  I too  have  my  opinion. 
I am  pro-life  and  I feel  very  comfortable 
with  the  pro-life  philosophy.  I often  ask 
myself  this  question:  Are  physicians  just 

as  much  divided  as  the  general  public  on 
the  question  of  abortion  on  demand?  Or 
are  we  sohdly  pro-life,  as  one  might  expect 
of  physicians? 

There  was  a time  when  I never  even 
would  question  a physician’s  position  on 
this  issue,  as  I was  sure  we  all  respected 
the  life  in  the  womb  and  considered  it  to 
have  all  the  rights  to  life  as  anyone  else 
had.  But,  in  1973,  the  Supreme  Court 
said  that  the  unborn  have  no  rights  of 
their  own,  and  that  the  unborn  could  be 
denied  the  chance  of  life  if  the  mother 
chose  this.  No  specific  reason  was  needed. 

I still  thought  that  physicians  would  never 
go  along  with  this,  and  our  voices  would 
be  heard  loudly  in  the  halls  of  Congress. 
We  traditionally  had  accepted  abortion  only 
if  the  pregnancy  endangered  the  life  or 
health  of  the  mother,  but  never  would  we 
accept  convenience  abortions  that  we  see 
in  the  millions  today.  However,  over  the 
past  years,  I have  been  astonished  at  the 
silence  coming  from  the  medical  profes- 
sion. I expected  loud  protest  from  the 
AMA,  especially. 

Although  abortion  on  demand  is  legal, 
must  we  physicians  follow  blindly?  Does 
our  silence  mean  that  we  condone  this  prac- 
tice? What  does  the  public  think  of  us? 
After  all,  physicians  are  the  ones  who  per- 
form these  abortions.  Should  we  be  society’s 
executioners  for  unwanted  babies?  I know 
it  is  legal,  but  is  it  ethical?  Yes,  it  is  legal, 
but  is  it  moral?  We  physicians  must  answer 
these  questions,  just  as  we  must  answer  other 
difficult  ethical  quetions  in  Medicine. 

Perhaps  I’ve  been  naive  in  thinking  that 
Organized  Medicine  feels  the  way  I do  about 
abortion.  To  find  out,  I began  communicat- 
ing with  leaders  of  the  AMA  as  to  just  what 
is  the  position  of  the  AMA  on  abortion.  I 
regret  to  report  that  the  AMA’s  position  is 
non-committal  at  best.  I quote  from  an 
AMA  correspondence,  “Abortion  is  legal 
and  physicians  and  paramedical  personnel 
are  not  coerced  into  participating  in  the 
procedure  if  they  so  choose.” 

Never  does  the  AMA  state  that  it  is  op- 
posed to  the  abortion  law.  It  makes  one 
wonder  just  where  the  AMA’s  interests  fie. 
It  is  heard  loudly  on  economic  issues  fac- 
ing doctors,  but  where  is  its  voice  on  the 


important  ethical  questions  facing  Medicine 
today? 

Recently  the  AMA  House  of  Delegates 
found  it  important  to  pass  a resolution  to 
try  and  ban  the  perfectly  legal  sport  of  box- 
ing. Apparently,  they  feel  physicians  must 
intercede  in  stopping  this  violent  and 
hazardous  sport.  The  irony  is  all  too  plain  to 
see!  Why  can’t  the  House  of  Delegates  see 
the  violence  and  health  hazards  of  abor- 
tion? Needless  to  say,  abortion  is  quite  un- 
healthy for  the  unborn! 

Why  is  nothing  being  done  from  the 
medical  profession?  Why  is  there  no  phy- 
sician lobby  in  Washington,  D.C.  on  this 
issue?  We  physicians,  more  than  any  or- 
ganized group,  could  put  a stop  to  this 
senseless  slaughter  of  the  unborn.  We 
could  bring  profound  pressures  on  abor- 
tionists to  reconsider  their  position.  This 
could  be  done  through  increased  dialogue 
and  more  public  statements  from  the  vari- 
ous medical  societies.  Certainly  the  AMA 
could  do  much  more. 

Are  we  next  going  to  condone  active 
euthanasia?  Is  infanticide  going  to  be 
routine  for  imperfect  babies?  Sadly,  we 
are  heading  in  that  direction,  it  seems  to 
me.  Hopefully,  someday  we  physicians  can 
state  proudly  that  we  opposed  abortion  and 
were  instrumental  in  bringing  forth  the 
change  that  is  so  desperately  needed.  So 
far,  the  voice  from  Organized  Medicine  is 
disturbingly  silent. 

Keith  Recht,  M.  D. 

105  Tavern  Road 

Martinsburg  25401 


President’s  Message  Criticized 

I am  afraid  that  Doctor  Roncaglione  has 
done  a disservice  to  the  image  of  physicians 
in  West  Virginia  with  his  December  Presi- 
dent’s Message  [“Red-Neck  Philosophy”]. 

He  calls  several  newsmen  and  Democrats, 
as  well  as  the  Supreme  Courts  of  Florida 
and  West  Virginia  “red-necks”  (an  interest- 
ing choice  of  phrase),  and  blames  them  en- 
tirely for  the  rising  cost  of  medical  care 
in  the  U.S.  His  message  is  simplistic  and 
vituperative. 

More  patients  are  living  longer  with  more 
serious  illnesses.  The  number  of  physicians 
is  rising  steadily.  Expensive  (and  useful) 
technology  is  in  constant  development. 
Reasons  for  rising  costs  are  difficult  and 
complex. 

I think  careful  discussion  is  more  likely 
to  be  fruitful  than  muttering  about  people 
“with  their  heads  screwed  on  backwards,” 
as  President  Roncaglione  has  done. 

Thomas  Finucane,  M.D. 

Morgan  town 


New  Cover  ‘Beautiful’ 

I just  wanted  to  drop  you  a note  and  let 
you  know  how  beautiful  I though  the  Jan- 
uary cover  of  your  journal  was.  The  new 
typography  on  the  cover  is  most  attractive. 
Congratulations  to  you  and  your  staff  for 
such  attractive  work.  Is  there  really  that 
much  snow  in  West  Virginia?  Have  a nice 
winter  anyway! 

Susan  J.  Dillon 
Managing  Editor 

Journal  of  the  Medical 
Association  of  Georgia 
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General  News 


1985  Annual  Meeting  Topic 


Treatment  of  Upper  GI  Problems 


Ronald  D.  Gaskins,  M.  D. 


A physician  from  Yale  University 
will  join  two  West  Virginia  University 
doctors  to  present  a “Symposium  on 
Medical  Treatment  of  Upper  GI  Prob- 
lems” during  the  State  Medical  Asso- 
ciation’s 118th  Annual  Meeting  in 
August. 

Dr.  Richard  W.  McCallum,  Asso- 
ciate Professor  of  Medicine  at  Yale, 
will  speak  twice  during  the  Friday 
morning,  August  16,  general  session, 
the  Program  Committee  announced. 
The  two  presentations  will  be  entitled 
“Chest  Pain  of  Esophageal  Origin. 
Diagnosis  and  Management,”  and 
“Peptic  Ulcer  Disease.  Alternatives  in 
Therapy.” 

The  WVU  speakers  will  be  Ronald 
D.  Gaskins,  M.  D.,  Associate  Profes- 
sor of  Medicine  and  Section  Chief, 
Gastroenterology,  whose  subject  will 
be  “Use  and  Misuse  of  Endoscopy  in 
Upper  Gastrointestinal  Disorders;” 
and  Richard  J.  Seime,  Ph.D.,  Asso- 
ciate Professor  and  Section  Chief,  Psy- 
chology, Department  of  Psychiatry, 
“Functional  Vomiting  Syndromes.” 


Richard  J.  Seime,  Ph.D. 


The  convention  will  be  held  in 
Charleston  August  14-17  for  the  first 
time  since  1947. 

The  general  scientific  sessions  and 
exhibits  will  be  located  in  the  Charles- 
ton Civic  Center,  and  the  two  sessions 
of  the  House  of  Delegates  and  various 
meetings  of  the  Association’s  sections 
and  affiliated  societies  will  be  held  at 
the  nearby  Charleston  Marriott. 

Other  Session  Topics 

General /scientific  sessions  dealing 
with  reimbursement;  epidemiology 
and  prevention  of  motor  vehicle  acci- 
dent injuries;  and  cardiovascular  ef- 
fects of  exercise  also  will  be  held 
Thursday  morning  and  afternoon, 
August  15,  and  Saturday  morning, 
respectively. 

Dr.  Harrison  L.  Rogers,  who  will 
be  installed  as  President  of  the  Amer- 
ican Medical  Association  in  June,  as 
announced  previously,  will  address 
the  first  session  of  the  Association’s 
House  of  Delegates  Wednesday  after- 


noon, August  14.  Doctor  Rogers,  of 
Atlanta,  is  a general  surgeon. 

Doctor  Gaskins,  who  came  to  WVU 
in  1981,  has  been  Co-Director  of 
Flexible  Sigmoidoscopy  courses  spon- 
sored jointly  by  the  West  Virginia 
Gastrointestinal  Society  and  the  West 
Virginia  Chapter,  American  College 
of  Surgeons. 

Born  in  South  Carolina,  Doctor 
Gaskins  was  graduated  from  the  Col- 
lege of  Charleston  (South  Carolina), 
and  received  his  M.  D.  degree  in  1962 
from  the  Medical  University  of  South 
Carolina.  He  interned  at  the  Naval 
Hospital  in  Philadelphia,  and  com- 
pleted a residency  in  internal  med- 
icine and  a fellowship  in  gastroenter- 
ology at  the  Naval  Hospital,  National 
Naval  Medical  Center,  Bethesda, 
Maryland. 

Doctor  McCallum,  who  came  to 
Yale  in  1976  from  the  University  of 
California  at  Los  Angeles,  was  born 
in  Brisbane,  Australia. 

He  is  Director  of  Gastrointestinal 
Endoscopic  and  Diagnostic  Labora- 
tories at  Yale-New  Haven  Hospital, 
and  Chief  of  the  GI  Diagnostic  Lab- 
oratory at  the  Veterans  Administra- 
tion Medical  Center  in  West  Haven, 
Connecticut. 

He  is  a Fellow  of  the  American 
College  of  Physicians,  Royal  Aus- 
tralasian College  of  Physicians,  and 
American  College  of  Gastroenter- 
ology. 

Appointments,  Honors 

Among  a number  of  appointments 
and  honors  held  by  Doctor  McCallum 
are  those  as  Governor,  Eastern  Sec- 
tion “A,”  American  College  of  Gas- 
troenterology; recipient  of  first  prize 
for  scientific  exhibit  on  “Physiology 
and  Pharmacology  of  Gastric  Empty- 
ing in  Man  using  Radionuclide  Meth- 
odology,” Society  of  Nuclear  Med- 
icine Annual  Meeting,  Los  Angeles, 
June,  1984;  and  member  of:  Post- 
graduate Education  Committee, 
American  Society  for  Gastrointestinal 
Endoscopy;  and  Research  Commit- 
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tee,  Board  of  Directors,  and  Program 
Committee,  American  College  of 
Gastroenterology. 

Doctor  McCallum  received  his 
medical  degree  in  1968  from  the  Uni- 
versity of  Queensland  in  Brisbane, 
and  interned  at  Charity  Hospital  of 
Louisiana  in  New  Orleans.  He  com- 
pleted a residency  in  internal  med- 
icine at  Barnes  Hospital,  Washington 
University,  St.  Louis,  Missouri,  and 
a gastroenterology  fellowship  at  Wads- 
worth VA  Medical  Center  in  Los  An- 
geles and  UCLA. 

He  is  the  author  or  co-author  of  a 
number  of  scientific  articles,  case  re- 
ports, publications  in  books,  and  sci- 
entific papers. 

Doctor  Seime,  who  joined  the  WVU 
faculty  in  1974,  also  is  Director  of 
Clinical  Psychology  Internship  Train- 
ing in  the  Department  of  Behavioral 
Medicine  and  Psychiatry. 

He  is  particularly  interested  in 
psychological  aspects  of  medical  care; 
he  consults  regularly  to  medical  serv- 
ices, and  coordinates  the  Health  Psy- 
chology Clinic.  His  research  and 
clinical  areas  include  anticipatory 
nausea  and  vomiting  associated  with 
chemotherapy,  adjustment  of  chronic 
dialysis,  eating  disorders,  and  func- 
tional vomiting. 

Past  State  President 

Doctor  Seime,  who  received  his 
Ph.D  from  the  University  of  Min- 
nesota, is  a Diplomate  in  Clinical 
Psychology  of  the  American  Board  of 
Professional  Psychology,  a founding 
member  of  the  Division  of  Health 
Psychology,  American  Psychological 
Association,  and  a founding  member 
of  the  Society  of  Behavioral  Med- 
icine. 

A Past  President  of  the  West  Vir- 
ginia Psychological  Association,  he  is 
a member  of  the  Board  of  Directors, 
representing  West  Virginia,  to  the  Di- 
vision of  State  Psychological  As- 
sociation Affairs,  American  Psy- 
chological Association. 

Convention  activities  will  begin 
with  a 2 P.  M.  meeting  of  the  Associa- 
tion’s Executive  Committee  on  Tues- 
day, August  13;  the  usual  preconven- 
tion meeting  of  the  Council  at 
9:30  A.M.  on  Wednesday,  and  the 


opening  session  of  the  House  at 
2:45  P.  M.  on  Wednesday. 

The  first  general  session  will  be 
held  immediately  following  9 A.  M. 
opening  exercises  on  Thursday. 

General/ scientific  sessions  will  of- 
fer hour-for-hour  Category  1 credit. 


New  President  to  be  Installed 

Dr.  David  Z.  Morgan  of  Morgan- 
town will  be  inaugurated  as  President 
to  succeed  Dr.  Carl  J.  Roncaglione 
of  South  Charleston  during  the  sec- 
ond and  final  House  session  Satur- 
day afternoon. 


This  was  the  scene  as  the  mock  malpractice  trial,  featuring  a local  judge  and  three 
attorneys,  unfolded  during  the  18th  Mid-Winter  Clinical  Conference  held  in  Charles- 
ton January  25-26.  The  Grand  Ballroom  of  the  Marriott  Hotel  was  set  un  (above) 
with  courtroom  “props”  including  a judges  bench  and  jury  box.  Some  253  persons, 
including  225  doctors,  attended  the  week-end  CME  event.  The  Physicians’  Session 
of  the  Conference,  held  concurrently  with  the  Public  Session  Friday  evening,  Jan- 
uary 25,  consisted  of  the  mock  trial. 


Staging  the  mock  malpractice  trial  for  the  Mid-Winter  Clinical  Conference  in 
Charleston  were,  from  left,  John  S.  Haight,  L.L.B.,  as  the  defense  lawyer;  George 
A.  Daugherty,  J.D.,  plaintiff’s  lawyer;  Judge  A.  Andrew  MacQueen,  J.D.  (above, 
rear),  judge;  Fred  Bockstahler,  J.D.,  defendant  doctor;  Tim  Kemper,  bailiff,  and 
Wendy  Nekoranec,  R.N.  (front),  court  reporter  (all  of  Charleston). 
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The  Annual  Meeting  of  the  Aux- 
iliary to  the  State  Medical  Associa- 
tion, with  Esther  H.  I Mrs.  Harry  S., 
Jr.)  Weeks  in  charge  as  the  Aux- 
iliary’s President,  again  will  run 
concurrently  with  the  Association’s 
convention. 

Serving  on  the  Annual  Meeting 
Program  Committee  are  Dr.  Eric 
Radin.  Morgantown,  Chairman;  Doc- 
tor Morgan;  and  Drs.  Jack  H.  Baur, 
Huntington;  Richard  C.  Rashid, 
South  Charleston;  Aarom  Boonsue, 
Point  Pleasant,  and  Doctor  Gaskins. 

Following  the  1947  Charleston 
meeting,  the  convention  was  held  in 
Huntington  in  1948.  From  1949 
through  1984,  the  site  has  been  the 
Greenbrier  in  White  Sulphur  Springs. 
Annual  meetings  now  are  scheduled 
at  the  Greenbrier  in  even-numbered 
years  (beginning  in  1986),  and  in 
various  other  state  cities  in  odd-num- 
bered years. 

More  specific  information  relative 
to  the  1985  general  session  topics 
and  speakers  will  be  provided  in  up- 
coming issues  of  The  Journal. 


State  Urologists  Plan 
Meeting  March  23-24 

David  Patterson,  M.  D.,  Assistant 
Professor  of  Urology  at  the  Mayo 
Clinic,  will  be  guest  speaker  for  the 
West  Virginia  State  Urological  So- 
ciety Spring  Meeting  March  23-24. 

The  meeting,  co-sponsored  by  Mar- 
shall University  School  of  Medicine, 
will  be  held  in  Charleston  at  the  Mar- 
riott Hotel.  The  general  topic  will  be 
“Endourology.” 

Seven  physicians  from  the  MU  Di- 
vision of  Urology  and  the  West  Vir- 


ginia University  Department  of  Urol- 
ogy also  will  serve  on  the  faculty. 

For  registration  and  other  addition- 
al information,  contact  Dr.  John  M. 
Seddon,  1801  Sixth  Avenue,  Hunting- 
ton  25701. 


AM 

Charleston  PR  Executive 
Fills  WVSMA  Position 


Dee  Phillips 

Doris  (Dee)  Phillips  of  Charleston 
has  been  employed  by  the  State  Medi- 
cal Association  as  Manager  of  Govern- 
ment Relations  and  lobbyist. 

The  announcement  was  made  in 
January  by  Dr.  Carl  J.  Roncaglione  of 
South  Charleston,  President. 

Dee  came  to  the  Association  from 
the  West  Virginia  American  Automo- 
bile Association  (AAA)  where  she 
served  as  Executive  Vice  President 
since  1982. 


Work  to  implement  legislative  goals 
in  the  West  Virginia  Legislature  was 
her  primary  responsibility  with  the 
AAA. 

As  a public  relations  executive,  her 
experience  also  includes  a background 
in  marketing,  journalism,  teaching  of 
journalism,  and  radio  news  depart- 
ment operations. 

Her  past  posts  include  those  as 
Marketing  Director  for  Canaan  Valley 
Resorts,  Inc.,  Marshall  University 
news  reporting  instructor,  and  News 
Director  for  WKSD-AM  Radio  in 
Huntington. 

Dee  received  a B.A.  degree  in  Com- 
munications from  the  University  of 
Colorado  in  1974,  and  an  M.A.  degree 
in  Journalism  from  Marshall  in  1981. 


Six-County  Colorectal 
Check  Program  To  Begin 

A three-year  Colorectal  Health 
Check  Program  is  being  implemented 
by  the  West  Virginia  Division  of  the 
American  Cancer  Society  and  the 
West  Virginia  Department  of  Health. 
This  program  is  aimed  at  raising  the 
awareness  of  the  general  public  that 
colorectal  cancer  represents  a major 
health  threat. 

Six  West  Virginia  counties  have 
been  selected  to  pilot  this  program: 
Cabell,  Harrison.  Marion,  Mercer, 
Monongalia  and  Putnam.  In  these 
counties,  during  the  month  of  April, 
testing  for  stool  blood,  by  the  quaiac 
slide  test,  will  be  made  available  to 
individuals  40  years  and  over  along 
with  appropriate  instructions. 

Physicians  will  be  notified  of  the 
test  results  obtained  on  their  patients. 
All  participants  will  be  instructed  that 
an  annual  digital  rectal  examination 
and  periodic  proctosigmoidoscopy  by 
their  physician  are  part  of  the  check- 
up, and  that  a positive  stool  blood  re- 
sult needs  to  be  followed  up  with  ad- 
ditional studies  by  their  physician. 

Information  gathered  within  the 
six  pilot  counties  will  be  expanded  to 
a state-wide  effort  to  increase  early 
detection  of  colorectal  cancer.  Dur- 
ing the  next  year  more  than  1,000 
new  cases  of  colorectal  cancer  will  be 
identified  in  West  Virginia. 


State  doctors  were  drafted  from  the  audience  to  fill  the  jury  box  for  the  mock 
malpractice  trial  held  during  the  18th  Mid-Winter  Clinical  Conference. 
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Continuing 

Education 

Activities 


Here  are  the  continuing  medical  ed- 
ucation activities  listed  primarily  by 
the  Marshall  University  and  West 
Virginia  University  Schools  of  Med- 
icine for  oart  of  1985,  as  compiled  by 
Charles  W.  Jones,  Ph.D.,  MU  Director 
of  Continuing  Medical  Education; 
Robert  E.  Kristofco,  WVU  Assistant 
to  the  Dean/ Continuing  Medical  Ed- 
ucation, and  J.  Zeb  Wright,  Ph.D., 
Cordinator,  Continuing  Education, 
Department  of  Community  Medicine, 
WVU  Charleston  Division.  The  sched- 
ule is  presented  as  a convenience  for 
physicians  in  planning  their  continu- 
ing education  program.  (Other  na- 
tional, state  and  district  medical  meet- 
ings are  listed  in  the  Medical  Meetings 
Department  of  The  Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are  held 
on  the  WVU  Morgantown,  Charleston 
and  Wheeling  campuses.  Further  in- 
formation about  CME  activities  may 
be  obtained  from:  Office  of  Continu- 
ing Medical  Education,  MU  School  of 
Medicine,  Huntington  25701;  Di- 
vision of  Continuing  Education,  WVU 


Medical  Center,  3110  MacCorkle  Ave- 
nue, S.  E.,  Charleston  25304;  Office 
of  Continuing  Medical  Education, 
WVU  Medical  Center,  Morgantown 
26506;  or  Office  of  Continuing  Med- 
ical Education,  Wheeling  Division, 
WVU  School  of  Medicine,  Ohio  Val- 
ley Medical  Center,  2000  Eoff  Street, 
Wheelin  26003. 

West  Virginia  University 

March  2,  Morgantown,  Computed 
Tomography  for  the  Ophthalmol- 
ogist 

March  8-10,  Morgantown,  Hypnosis: 
The  Art  in  the  Science  of  Healing 

March  20,  Charleston,  Research  Day 
’85 

March  22,  Charleston,  Poisoning  — 
The  First  Response 

March  29,  Charleston,  Newborn  Day 

April  3,  Charleston,  Ethics  in  Health 
Care 

April  25-27,  White  Sulphur  Springs, 
Controversies  in  Scoliosis  (contact 
Morgantown  office) 

May  10-11,  Wheeling,  Annual  On- 
cology Conference 

May  14-15,  Charleston,  Hazardous 
Materials:  Emergency  Medicine 

Management 


May  22,  Charleston,  3rd  Annual  WV 
Conference  on  Infectious  Diseases 

June  1,  Charleston,  Wildwater  Surgi- 
cal Conference 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center/ 
Charleston  Division 

Buckhannon,  St.  Joseph’s  Hospital, 
first-floor  cafeteria,  3rd  Thursday, 

7- 9  P.  M.  — March  21,  “Oncologi- 
cal Epidemiology:  West  Virginia,” 
John  Pearson,  M.  D.,  M.P.H. 

April  18,  “Urology,”  W.  T.  McClel- 
lan, M.D. 

Cabin  Creek,  Cabin  Creek  Medical 
Center,  Dawes,  2nd  Wednesday, 

8- 10  A.  M.  — March  13,  “Child 
Abuse,”  Arthur  B.  Rubin,  D.O. 

April  10,  “Update  Chemotherapy 
Protocols,”  Steven  Jubilerer,  M.D. 

Gassaivay,  Braxton  Co.  Memorial 
Hospital,  1st  Wednesday,  7-9  P.  M. 
— March  6,  “What’s  New  in  Can- 
cer Surgery,”  Thomas  H.  Covey, 
M.D. 

April  3,  “Managing  Post-Due  Ob- 
stetrics,” John  R.  Hitt,  M.D. 

Madison,  Boone  Co.  Career  Center, 
2nd  Tuesday,  7-9  P.  M.  — March 
12,  “Cardiac  Monitoring  & Rehabil- 


In  the  left  photo,  Dr.  William  O.  McMillan,  Jr.  (center)  of 
Charleston,  Chairman  of  the  Program  Committee  for  the  18th 
Mid-Winter  Clinical  Conference,  is  shown  with  Drs.  David  Z. 
Morgan  (left)  of  Morgantown,  President  Elect  of  the  State 
Medical  Association,  and  Richard  G.  Starr,  Beckley,  a member 
of  the  Program  Committee.  On  the  right.  Dr.  Thomas  R. 


Berglund,  Chairman  of  the  Board  of  the  American  Medical 
Political  Action  Committee  (AMPAC),  chats  with  Esther  H. 
Weeks,  Wheeling,  Co-Chairperson  of  WESPAC,  following  Doc- 
tor Berglund’s  talk  at  the  WESPAC  dinner  held  in  conjunction 
with  the  Mid-Winter  Conference.  Doctor  Berglund  is  a Kala- 
mazoo, Michigan,  family  physician. 
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itation,”  Louise  Magee,  R.  N.,  & 
Jack  Taylor,  M.S. 

April  9,  “Estrogen  Replacement 
Therapy:  Post-Menopausal  Osteo- 
porosis,” John  T.  Chambers,  M.D. 

Oak  Hill,  Plateau  Vocational  Center 
I Oyler  Exit,  N 19)  4th  Tuesday, 
7-9  P.  M.  — March  26,  “Estrogen 
Therapy:  Hormones  & Menopause,” 
L.  D.  Curnutte,  M.D. 

April  23,  “Diabetic  Ketoacidoses,” 
Richard  Kleinmann,  M.D. 

Princeton,  Community  Hospital  Board 
Room,  4th  Thursday,  6:30-8:30 
P.  M.  - — - March  28,  “Protocols  for 
Diagnosing  Common  Cancers  at 
the  Primary  Care  Level,”  Peter 
Raich,  M.D. 

April  25,  “Handling  Cytotoxic 
Drugs,”  Robert  Hoy,  Pharm.D. 

Welch,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  P.  M.  — 
March  20,  “Pain,”  Robert  Hoy, 
Pharm.D. 

April  17,  “Resuming  Bowel  Func- 
tion Following  Oncologic  Gas- 
troenteric Resectioning,”  Robert 
Kusminsky,  M.D.,  & Juanita  Jenk- 
ins, R.N. 

Whitesville,  Raleigh-Boone  Medical 
Center,  4th  Wednesday,  11  A.  M.- 
1P.M.- — - March  27,  “Cancer  Up- 
date : State-of-the-Art  Research  & 
Practice,”  Steven  Jubilerer,  M.D. 

April  24,  “Office  GYN  Problems  & 

Treatment,”  Daniel  Mairs,  M.  D. 


Williamson,  Appalachian  Power  Au- 
ditorium, 1st  Thursday,  6:30-8:30 
P.  M.  — March  7,  “Current  Treat- 
ment of  Alcohol  & Chemical  De- 
pendency,” Patricia  Treharne,  M.D. 

April  4,  “Therapeutic  Drug  Monitor- 
ing,” Donald  Hilligoss,  Pharm.  D. 


Professional  Liability 
Bill  Okayed  By  Council 

A professional  liability  bill  for  in- 
troduction into  the  1985  session  of 
of  the  State  Legislature  was  approved 
by  WVSMA’s  Council,  in  concept,  at 
its  winter  meeting  on  January  20  in 
Charleston. 

The  bill  incorporates  the  Associa- 
tion goals  contained  in  its  position 
paper,  “A  Perspective  on  Profes- 
sional Liability  in  West  Virginia.” 
(See  December  issue  of  The  Jour- 
nal. ) 

The  Council  meeting  was  the  first 
to  be  held  in  WVSMA’s  new  head- 
quarters building  at  4307  MacCorkle, 
Avenue,  S.E.,  in  Charleston. 

The  Council  also  approved  the  em- 
ployment of  Ms.  Dee  Phillips  of 
Charleston  as  Manager  of  Govern- 
ment Relations  and  lobbyist.  (See 
story  elsewhere  in  this  issue  of  The 
Journal. ) 

In  line  with  the  resolution  ap- 
proved at  the  1984  Annual  Meeting, 
Council  also  authorized  the  employ- 
ment of  the  public  relations  firm  of 
Willard  and  Arnold  Communications, 
Inc.,  of  Charleston  on  a monthly  pro 
tem  basis  to  help  form  a public  rela- 


tions program  to  create  a positive 
image  of  the  medical  profession. 

Introduced  to  the  Council  was  Dr. 
Thomas  S.  Clark  of  Morgantown, 
who  has  been  appointed  by  President 
Roncaglione  as  a Councilor  from  Dis- 
trict III  to  fill  the  unexpired  term  of 
Dr.  Roland  J.  Weisser,  Jr.  Doctor 
Weisser  relocated  to  Georgia. 

Honorary,  Retired  Membership 

Four  physicians  were  elected  to 
dues-exempt  honorary  membership 
after  similar  action  by  component 
societies:  Sidney  Schnitt  and  Joseph 
E.  Ricketts,  both  of  Huntington 
(Cabell  County  Medical  Society); 
William  B.  Rossman,  Charleston 
(Kanawha),  and  Logan  W.  Hovis, 
Vienna  ( Parkersburg  Academy). 

Drs.  David  Bachwitt  of  South 
Charleston  and  Kenneth  G.  Mac- 
Donald, Sr.,  of  Charleston  (Ka- 
nawha ) were  approved  for  retired 
membership. 

In  other  actions,  Council: 

— Approved  the  continuation  of 
Association  membership  in  the  West 
Virginia  Business  Industrial  Council 
(BIC),  and  the  mailing  of  a BIC 
pamphlet,  “1984  Ratings  and  Anal- 
ysis of  the  West  Virginia  Legisla- 
ture,” to  component  societies. 

— Approved  the  obtaining  of  more 
information  relative  to  the  United 
Mine  Workers  reimbursement  situa- 
tion with  report  back  to  Council. 

— Heard  a report  by  Merwyn  G. 
Scholten,  Executive  Director,  noting 
that  18  per  cent  of  the  Association 
membership  is  now  involved  in  Politi- 
cal Action  Committee  (PAC)  activi- 
ties. 

— Heard  an  update  on  the  Associa- 
tion’s endorsed  professional  liability 
insurance  program  with  CNA  in 
which  Council  was  informed  that  ap- 
proximately 1,000  members  either 
had  renewed  applications  or  were 
new  applicants. 

— Approved  a recommendation  to 
support  the  creation  of  an  Awards 
Committee,  with  report  back  to 
Council,  to  consider  the  possibility 
of  presenting  one  Presidential  Cita- 
tion during  the  current  year  to  a 
West  Virginian  outside  the  medical 
field  who  has  made  an  outstanding 


Speakers  for  the  opening  diabetes  session  of  the  Mid -Winter  Clinical  Conference 
are  shown  answering  questions  in  the  left  photo.  They  are,  from  left,  Drs.  Stephen  R. 
Grubb,  Charleston,  and  Elliott  W.  Chideckel  and  Margaret  J.  Albrink,  both  of  Mor- 
gantown. On  the  right  are  two  of  the  “Preventive  Medicine”  speakers,  Donald  F. 
Huelke,  Ph.D.  (left),  Ann  Arbor,  Michigan,  and  Edwin  L.  Anderson,  Huntington. 
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contribution  to  the  health  care  of 
West  Virginians,  and  to  consider 
similar  awards  in  future  years. 

— Approved  a Medicaid  survey  to 
WVSMA  membership  to  determine 
how  much  professional  care  is  ren- 
dered by  state  doctors  in  terms  of 
dollars,  and  just  how  much  they  ac- 
tually have  been  paid. 

— In  addition  to  information  that 
might  already  be  available,  approved 
a survey  of  component  societies  to  as- 
sess needs  relative  to  medical  man- 
power/ facilities  shortages. 

— Approved  a change  in  a staff  title 
from  Administrative  Assistant  to  Ex- 
ecutive Assistant  for  Mrs.  Mary  W. 
Hamilton,  and  the  adjustment  of 
duties  of  other  staff  persons. 

— Went  on  record  in  support  of  the 
AMA  standards  on  whole-man  im- 
pairment disability  evaluation. 


Review  A Book 


The  following  books  have  been  re- 
ceived by  the  Headquarters  Office  of 
the  State  Medical  Association.  Med- 
ical readers  interested  in  reviewing 
any  of  these  volumes  should  address 
their  requests  to  Editor,  The  West 
Virginia  Medical  Journal,  Post  Office 
Box  4106,  Charleston  25364.  We’ll 
be  happy  to  send  the  books  to  you, 
and  you  may  keep  them  for  your  per- 
sonal libraries  after  submitting  to  The 
Journal  a review  for  publication. 

General  Urology,  by  Donald  R. 
Smith,  M.  D.  642  pages.  Price  $24. 
Lange  Medical  Publications,  Los 
Altos,  California  94022.  1984. 

Current  Obstetric  and  Gynecologic 
Diagnosis  and  Treatment,  edited  by 
Ralph  C.  Benson,  M.  D.  1,047  pages. 
Price  $26.50.  Lange  Medical  Pub- 
lications, Los  Altos,  California  94022. 
1984. 

Current  Medical  Diagnosis  and 
Treatment,  1985,  edited  by  Marcus  A. 
Krupp,  M.  D.;  Milton  J.  Chatton, 
M.  D.;  and  David  Werdegar,  M.  D. 
Ph.D.  1,087  pages.  Price  $27.50. 
Lange  Medical  Publications,  Los  Al- 
tos, California  94022.  1985. 


AAFP  Topics,  Meeting 
Plans  Announced 


Robert  M.  Rogers,  M.  D. 


Physicians  from  Pittsburgh,  Deca- 
tur. Georgia,  and  Morgantown  will  be 
among  18  scheduled  to  speak  for  the 
thirty-third  annual  scientific  assembly 
of  the  West  Virginia  Chapter,  Ameri- 
can Academy  of  Family  Physicians. 

The  meeting  will  be  held  April 
12-14  at  the  Sheraton  Lakeview  Re- 
sort and  Conference  Center  in  Mor- 
gantown. 

Dr.  Robert  M.  Rogers,  Professor  of 
Medicine  and  Professor  of  Anesthe- 
siology at  the  University  of  Pitts- 


Andrew  P.  Morley,  Jr.,  M.  D. 


burgh,  will  speak  on  “The  Last 
Breath — Ventilator  Management.” 

Dr.  Andrew  P.  Morley.  Jr.,  who  is 
in  private  practice  in  Decatur,  will  dis- 
cuss “Marketing  and  the  Family  Phy- 
sician.” 

“Vaccines — What’s  New”  will  be 
the  title  of  the  talk  by  Dr.  Robert  H. 
Waldman,  Professor  of  Medicine  and 
Professor  of  Psychiatry  at  West  Vir- 
ginia University  School  of  Medicine. 

Other  subjects  to  be  discussed  will 
include  conduction  system  of  the 
heart;  revascularization  for  angina; 
mixed  angina;  calcium  channel  block- 
ers; the  parturient  patient;  the  fetus 
and  the  neonate;  middle  ear;  immune 
system;  nephrotic  syndrome;  para- 
sitology; rehabilitation  in  West  Vir- 
ginia; surgery;  nutrition;  and  Shep- 
herd Center  concept  for  older  adults. 

Related  activities  will  include  a 
WVU  cardiology  symposium,  West 
Virginia  AAFP  Board  Meeting,  and 
golf  and  tennis  tournaments  on  Thurs- 
day, April  11;  House  of  Delegates 
meeting  on  Friday;  directors  meetings 
of  five  family  practice  centers  and  an- 
nual banquet  on  Saturday;  and  Board 
Meeting,  Family  Medicine  Foundation 
of  West  Virginia,  and  West  Virginia 
AAFP  Board  Meeting  on  Sunday. 

For  registration  and  other  informa- 
tion, contact  West  Virginia  Chapter, 
AAFP,  P.O.  Box  7058,  Cross  Lanes, 
Charleston,  WV  25356-0058.  Tele- 
phone (304)  776-1178. 


Robert  H.  Waldman,  M.  D. 
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Health  Care  Bills  Introduced 


Legislation  affecting  or  related  to 
health  care  will  occupy  a significant 
portion  of  the  current  state  legislative 
session’s  time  if  early  numbers  of  bills 
are  any  indication. 

As  this  is  written  there  were  262 
bills  already  introduced  into  the  House 
of  Delegates  of  which  34  are  of 
interest  to  physicians  in  one  way  or 
another.  On  the  Senate  side,  some 
211  bills  had  been  introduced  with 
29  of  them  having  to  do  with  some 
aspect  of  health  or  medical  care.  A 
number  of  the  bills  are  duplicates 
simultaneously  introduced  in  both  the 
House  and  Senate. 

WVSMA  Manager  of  Government 
Relations,  Dee  Phillips,  anticipates 
additional  bills  related  to  health  and 


medical  care  to  be  introduced.  As 
WVSMA  lobbyist,  Ms.  Phillips  will 
continue  to  monitor  each  of  these  bills 
closely. 

Sponsors  for  WVSMA’s  profes- 
sional liability  measure  were  being 
aligned  at  this  writing,  but  the  bill 
number  in  both  the  House  and  Senate 
was  not  yet  available. 

Following  are  some  of  the  early 
House  bills  with  number,  sponsor, 
committee  assignment  and  a capsule 
description  of  bill  for  reference  pur- 
poses. Members  with  an  interest  in 
one  or  more  of  these  measures  can 
contact  WVSMA  for  further  details  or 
may  contact  their  Senator  or  Delegate 
directly  to  ask  questions  or  express 
views  on  the  particular  issue. 


Bill  # 

Sponsor 

Description 

Assigned  to: 

HB 

1001 

Blatnik 

would  provide  further  for  physically 
disabled 

Government  Organization 
then  to  Finance 

HB 

1005 

Mastrantoni 

health  insurance;  list  of  approved 
health  service  providers  required. 

Banking  & Insurance 

HB 

1029 

Prunty 

consolidate  governing  boards  of  ad- 
ministration of  all  three  WV  medical 
schools 

Government  Organization 
then  to  Finance 

HB 

1032 

Shaffer 

abolish  defense  of  not  guilty  by  rea- 
son of  insanity  and  replacing  with 
guilty  by  reason  of  insanity  with 
commitment  period  equal  to  prison 
sentence 

Judiciary 

HB 

1040 

Springston 

provides  for  timely  payment  of  state 
purchased  goods  and  services  and 
would  force  payment  of  interest  on 
overdue  accounts. 

Gov’t  Organization  & 
then  to  Finance 

HB 

1043 

Springston  & 
McKinley 

requires  teachers  in  health,  phys  ed, 
recreation,  etc.  to  take  and  pass  a 
course  in  CPB 

Education;  Finance 

HB 

1050 

Wooten 

makes  it  per  se  illegal  to  operate  a 
motor  vehicle  with  blood  alcohol 
level  of  0.10  percent  or  greater 

Judiciary 

HB 

1051 

Mastrantoni 

related  to  insurance  benefit  pay- 
ments; unfair  methods  of  competi- 
tion and  unfair  or  deceptive  acts  or 
practices  defined;  when  benefits  must 
be  paid 

Judiciary;  Banking  & 
Insurance 

HB 

1055 

Blatnik  & 
Davis 

establishing  a central  registry  of 
traumatic  spinal  cord  injury 

Health  & Welfare  & 
then  to  Finance 

HB 

1056 

Phillips 

mandatory  use  of  seatbelts  with  a 
fine  of  $25  and  exemptions  for  phy- 
sically disabled,  and  educational  pro- 
gram 

Roads  & Transportation 
& then  to  Finance 

HB 

1058 

Mastrantoni 

first  & second  degree  minder  defined; 
killing  of  a fetus 

Judiciary 

HB 

1062 

Knight 

licensing  of  hospitals  & institutions; 
license  required;  qualifications  of 
applicants;  free  care  requirements 

Health  & Welfare; 
Government  Organization 

East  Tennessee  Doctor 
To  Be  Marshall  Dean 

Dr.  Lester  I\.  Bryant.  Chairman  of 
Surgery  at  East  Tennessee  State  Uni- 
versity, has  been  named  Dean  of  the 
Marshall  University  School  of  Medi- 
cine, it  was  announced  by  MU  Presi- 
dent Dale  F.  Nitzschke. 

Doctor  Bryant,  54,  succeeds  Dr. 
Robert  W.  Coon,  who  is  retiring,  and 
will  take  the  post  about  July  1,  said 
Nitzschke. 

Doctor  Bryant,  who  has  held  the 
East  Tennessee  position  since  1977, 
also  will  be  Marshall's  Vice  President 
for  Health  Sciences. 

He  previously  held  posts  at 
Louisiana  State  University,  the  Uni- 
versity of  Kentucky  and  the  Uni- 
versity of  Cincinnati,  where  he  re- 
ceived his  M.  D.  degree  in  1955. 

The  Tennessee  university  is  located 
at  Johnson  City. 

Doctor  Bryant  performed  the  first 
open-heart  surgery  ever  done  in  Hong 
Kong  while  on  loan  to  the  University 
of  Hong  Kong  from  the  University  of 
Kentucky  in  the  1960s,  Marshall 
officials  said. 

First  Choice 

At  the  University  of  Cincinnati, 
Doctor  Bryant  graduated  first  in  his 
class,  and  also  earned  his  Doctor  of 
Science  in  Surgery  degree  11962). 

According  to  Nitzschke,  Doctor 
Bryant  was  Marshall’s  first  choice  for 
the  position.  The  search  committee 
set  up  to  look  for  the  school’s  new 
Dean  previously  had  narrowed  the 
field  to  three  candidates. 

Doctor  Bryant  said  the  size  of  the 
community  and  the  size  and  youth 
of  the  school  were  major  consider- 
ations in  his  decision  to  come  to 
Marshall. 

“The  School  of  Medicine  is  still  a 
young  school  where  I will  have  an 
opportunity  to  help  it  develop,  help 
it  reach  its  maximum  potential  in  a 
reasonable  number  of  years,”  he  said. 

Doctor  Coon,  who  has  held  the 
Marshall  post  since  1976,  plans  to 
remain  in  the  Huntington  area. 
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Doctor  Turner  Member 
Of  Medical  Delegation 

Dr.  Charles  E.  Turner  of  Hunting- 
ton,  Vice  President  of  the  State  Med- 
ical Association,  will  be  a member  of 
a delegation  of  American  gastroenter- 
ologists visiting  Europe  this  spring. 

The  trip,  sponsored  by  the  Citizen 
Ambassador  Program  of  People  to 
People  International,  will  take  Doctor 
Turner  and  his  wife,  Linda,  to  Eng- 
land. the  Netherlands,  Denmark  and 
Sweden  in  April  and  May.  Mrs.  Tur- 
ner is  Vice  President  of  the  Auxiliary 
to  the  State  Medical  Association. 

“Our  delegation  will  represent  the 
various  aspects  of  gastroenterological 
diagnosis,  treatment  and  education,” 
Doctor  Turner  said.  “We  will  visit 
major  medical  facilities,  research  in- 
stitutions, medical  schools  and  public 
health  organizations  in  several  cities 
including  Oxford,  London.  Amster- 
dam, Copenhagen  and  Stockholm.” 

Doctor  Turner  said  the  trip  would 
enable  American  gastroenterologists 
“to  get  to  know  European  specialists’ 
concerns  with  digestive  diseases  and 
to  discover  which  of  their  problems 
are  similar  to  and  which  are  different 
from  ours.” 

As  part  of  the  exchanges  concern- 
ing health  care  delivery  and  socio- 
economic problems,  he  will  be  discuss- 
ing the  malpractice  situation  in  this 
country  and  how  this  problem  is  han- 
dled in  each  of  the  countries  visited. 


Doctor  Turner  said  the  goal  of  the 
Citizen  Ambassador  Program  of  Peo- 
ple to  People  is  to  bring  together 
technical  and  scientific  teams  from 
around  the  world  to  improve  interna- 
tional understanding  and  friendship, 
utilizing  the  medium  of  technical  ex- 
change between  professionals. 

“I  am  very  pleased  to  have  been  in- 
vited and  be  a part  of  this  program,” 
he  remarked. 


Young  Physicians’  Needs 
Focus  Of  AM  A Committee 

A Committee  on  Young  Physicians 
has  been  convened  by  the  AMA  to  de- 
termine how  the  Association  can  be 
more  responsive  to  the  special  needs 
and  interests  of  MDs  in  their  first  five 
years  of  practice. 

Young  physicians  face  stiff er  com- 
petition than  any  previous  generation 
of  MDs.  While  most  physicians  enter- 
ing practice  still  are  able  to  obtain 
hospital  privileges,  there  are  indica- 
tions that  the  opportunities  to  do  so 
are  dwindling.  Because  of  the  diffi- 
culty in  obtaining  privileges  at  pre- 
ferred hospitals,  and  because  young 
physicians  are  encumbered  by  as 
much  as  $80,000  in  medical  school 
debts,  they  may  be  more  likely  than 
their  older  colleagues  to  enter  salaried 
positions. 


A public  session  on  learning  disabilities  was  held  concurrently  with  the  phy- 
sicians’ mock  malpractice  trial  during  the  Mid-Winter  Clinical  Conference.  Shown 
answering  questions  (center)  following  the  program  are  Thomas  P.  Lombardi, 
Ed.D.,  Morgantown,  and  Barbara  P.  Guyer,  Ed.D.,  Huntington. 


Medical  Meetings 


March  10-14— Am.  College  of  Cardiology, 

Anaheim,  CA. 

March  17-20— Southeastern  Surgical  Con- 

ference, Washington,  DC. 

March  20-24— Am.  Medical  Student  Assoc., 
Chicago. 

March  24-27— Am.  Society  of  Abdominal 

Surgeons,  Tampa,  FL. 

March  28-31— Am.  College  of  Physicians, 

Washington,  DC. 

March  29-31— Am.  College  of  Preventive 

Medicine,  Adanta. 

April  12-14— WV  Chapter,  Am.  Academy  of 
Family  Physicians,  Morgantown. 

April  14-19— Am.  Occupational  Medical  As- 
soc., Kansas  City,  MO. 

April  15-17— International  Conference  on 
AIDS,  Atlanta. 

April  18-21— Am.  Medical  Society  on  Alco- 
holism, Inc.,  Washington,  DC. 

April  21-25— Am.  Academy  of  Neurological 
Surgeons,  Adanta. 

April  21-25— International  Congress  of  Group 
Medicine,  Dallas. 

April  21-26— Am.  Assoc,  of  Immunologists, 
Anaheim,  CA. 

April  21-26— Am.  Assoc,  of  Pathologists, 
Anaheim,  CA. 

April  22-25— Am.  College  of  Emergency 
Physicians,  San  Diego. 

April  25-28— V A Society  of  Otolaryngology- 
Head  & Neck  Surgery,  Irvington,  VA. 

April  28-May  4— Am.  Academy  of  Neurology, 
Dallas. 

May  2-5— WV  Chapter,  Am.  College  of  Sur- 
geons, White  Sulphur  Springs. 

May  13-16— Am.  College  of  Obstetricians  & 
Gynecologists,  Washington,  DC. 

May  18-24— Am.  Psychiatric  Assoc.,  Dallas. 

May  20-23— Am.  Lung  Assoc.,  Miami  Beach. 

May  21-24— University  Assoc,  for  Emergency 
Medicine,  Kansas  City,  MO. 

May  27-29— Am.  Society  for  Laser  Medicine 
& Surgery,  Orlando,  Fla. 

June  16-18— Am.  Diabetes  Assoc.,  Baltimore. 

Aug.  14-17— 118th  Annual  Meeting,  WV 
State  Medical  Assoc.,  Charleston. 

Oct.  10-13— Am.  Academy  of  Family  Phy- 
sicians, Anaheim,  CA. 
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WHY  BMW  CHOSE 

TO  CHANGE  THE 
“QUINTESSENTIAL 
SPORTS SECANT 

The  Bavarian  Motor  Works  does  not  annually  reinvent  the  automobile.  In- 
stead they  periodically  retine  it. 

So  after  six  years  the  sedan  Car  and  Driver  nominated  “the  quintessential 
sports  sedan”— the  BMW  320i— has  evolved  into  a new  car:  the  318i.  A 
machine  with  a totally  redesigned,  fully  independent  suspension  system,  new 
aerodynamics,  new  technology,  and  a new  fuel  injection  system  that^^ 
delivers  even  greater  torque. 

The  result  is  not  only  a new  car,  but  an  apparent  logical  impossi- 
bility.  “The  quintessential  sports  sedan”  is  even  more  quintessential. 

Contact  us  for  an  exhilarating  test  drive.  THE  ULTIMATE  DRIVING  MACHINE. 

(<?  1983  BMW  of  Nor  th  America . Inc  The  BMW  trademark  and  logo  are  registered 


Harvey  Shreve,  Inc. 

ROUTE  60,  WEST  ST.  ALBANS  722-4900 


WYU  Medical 
Center  News 


Compiled  from  material  furnished  by  the 
Medical  Center  News  Service,  Morgantown, 
W.  Va. 


Indoor  Air  Pollution 
Could  Be  The  Cause 

Doctors  treating  patients  with  vague 
and  subjective  complaints  should  con- 
sider whether  air  pollution  is  a possi- 
ble cause  of  the  trouble. 

WVU  physician  Phillip  J.  Murray 
says  indoor  air  is  almost  always  worse 
than  outdoor  air  but  its  effects  on 
health  are  too  often  not  considered. 

Speaking  at  a conference  of  family 
practice  faculty  and  residents,  Doctor 
Murray  said  toxic  effects  of  indoor 
pollution  are  “largely  but  not  en- 
tirely confined  to  the  respiratory  tract 
and  mucous  membranes,  and  the  first 
step  in  identifying  the  effects  is  to 
suspect  that  they  may  occur.” 

“When  we  see  people  with  recurrent 
respiratory  tract  infections,  or  con- 
junctivitis, rhinitis  or  other  mucous 
membrane  irritation,  the  thought 
should  just  pass  through  our  minds 
that  there  may  be  some  sort  of  toxic 
exposure. 

Locale  Has  Bearing 

“Always  look  into  the  matter  when 
patients  suggest  that  when  they  go  into 
a certain  room,  or  visit  a particular 
person,  or  spend  a certain  amount  of 
time  at  home,  they  suffer  from  vague 
complaint  whether  it  be  headache,  sore 
throat,  nausea  or  fatigue. 

"Remember  that  indoor  air  pollu- 
tion is  a potential  cause  of  these  sub- 
jective complaints,”  he  said.  “Per- 
sistence of  the  problem  and  the  re- 
porting of  similar  effects  by  other 
family  members  provides  even 
stronger  evidence  of  possible  indoor 
pollution.” 


Doctor  Murray,  a member  of  the 
Community  Medicine  faculty,  said 
that  for  most  Americans  indoor  pol- 
lution is  far  more  serious  than  that 
caused  by  outdoor  pollutants. 

“All  people  are  exposed  to  it,  and 
we  spend  an  average  of  close  to  90 
per  cent  of  our  time  indoors  includ- 
ing at  work,”  he  said.  “Much  in- 
door air  is  climate-controlled  or  at 
least  recirculated,  but  most  ventila- 
tion and  heating  systems  have  no 
pollution  removal  capacity.  Pol- 
lutants recirculate  and  often  in- 
crease.” 

Murray  said  pollutants  encoun- 
tered at  the  work  place  are  the  num- 
ber-one hazard  but  a large  variety  of 
toxic  substances  may  be  present  in 
the  air  at  home. 

“Heating  and  cooking  rank  first 

as  toxic  sources  at  home.  Many 
homes  have  unvented  stoves;  wood 
stoves  and  fireplaces  produce  a lot 
of  pollutants;  and  kerosene  heaters 
should  also  be  well-vented.”  he  said. 

Consumer  Products,  Smoking 

Other  sources  of  indoor  pollution 
are  consumer  products  such  as  clean- 
ing materials;  building  materials,  in- 
cluding asbestos  and  some  other  types 
of  insulating  material;  pesticides;  and 
even  furniture  and  carpets  that  can 
release  formaldehyde  vapor. 

“I  won’t  say  too  much  about  smok- 
ing because  it  has  been  discussed  a 
great  deal,”  Doctor  Murray  told  the 
family  physicians.  “But  studies  have 
shown  that  even  passive  smoking  — 
being  exposed  to  someone  else’s  cig- 
arette smoke  — has  significant  health 
effects. 

“As  far  as  indicators  of  indoor  air 
pollution  are  concerned,  we  don’t 
have  very  much  to  go  on,”  he  said. 
“The  best  indicator  may  be  a biologi- 
cal one  — the  patient. 


“We  don’t  have  routine  monitoring, 
and  when  patients  complain  it  should 
be  taken  seriously  . . .” 


Nurses  Training  Planned 
In  Neonatal  Care 

A training  program  for  neonatal  in- 
tensive care  nurses  needed  throughout 
West  Virginia  will  be  offered  starting 
in  May  at  WVU  Medical  Center. 

Funded  by  the  State  Health  De- 
partment, the  program  will  include  12 
weeks  of  intensive  instruction  at 
WVU  Medical  Center  followed  by  24 
weeks  of  practical  experience  at  the 
nurse’s  home  hospital.  It  will  lead  to 
certification  as  a neonatal  nurse 
clinician. 

“We’ll  be  one  of  only  a dozen  such 
programs  in  the  United  States,”  said 
Martha  D.  Mullett,  M.  D.,  Associate 
Professor  of  Pediatrics  and  Director 
of  the  Neonatal  Intensive  Care  Unit 
at  University  Hospital.  “We  expect 
to  have  12  nurses  from  five  cities  in 
the  first  class.” 

Doctor  Mullett  said  neonatal  in- 
tensive care  units  are  in  operation 
only  at  WVU  Hospital  and  at  Charles- 
ton, Huntington  and  Beckley,  but 
“they  all  can  use  this  kind  of  help.” 

“We’ve  been  using  nurses  in  this 
capacity  at  University  Hospital  since 
about  1978,  so  we’re  familiar  with 
their  usefulness,”  she  said.  “The  pro- 
gram will  result  in  better  and  more 
consistent  care.” 

Statewide  maternal  and  neonatal 
education  programs  supported  by  the 
State  Health  Department  and  cen- 
tered at  WVU  have  helped  lower 
West  Virginia’s  infant  mortality  rate 
from  a high  of  17  per  1,000  births 
eight  years  ago  to  around  11,  or  bet- 
ter than  the  national  average. 
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Call  On  Someone 

\5u  Can  Trust. 


P.O.  Box  3608  Radford,  Virginia  24143 
1-800-368-3468 

Active  Medical  Staff: 


Rolfe  B.  Finn,  M.D. 

Medical  Director 
Davis  G.  Garrett,  M.D. 
Hal  G.  Gillespie,  M.D. 
G.  Paul  Hlusko,  M.D. 
William  D.  Keck,  M.D. 
Ronald  L.  Myers.  M.D. 


Basil  E.  Roebuck,  M.D. 
O.  LeRoyce  Royal,  M.D 
Morgan  E.  Scott,  M.D. 
Don  L.  Weston,  M.D. 
Psychiatric  Consultant 
D.  Wilfred  Abse,  M.D. 


Because  you  want 
to  entrust  your  patients  to 
the  best  professional  care, 

Saint  Albans  is  a logical 
choice  for  your  psychiatric 
referrals. 

Since  1916,  Saint 
Albans  Psychiatric  Hospital 
has  provided  a spectrum 
of  care  for  emotional 
disorders. 

Today,  we  also  offer 
specialized,  fully  accredited 
programs  for  adolescents, 
alcoholics,  and  substance 
abusers.  We  have  special 
programs  for  senior  adults 
and  treatment  of  eating 
disorders.  And  we  offer  day 
treatment  as  an  alternative 
to  hospitalization. 

Care  is  provided  by  our  medical  and  professional  staffs  in  a beautiful, 
modern  hospital  secluded  along  the  New  River.  Admission  can  be  arranged 
24  hours  a day.  And  all  programs  and  services  are  approved  for  Blue  Cross, 
Medicare,  Champus,  and  most  commercial  insurance  carriers. 

At  Saint  Albans,  we've  built  our  reputation  on  the  trust  of  referring 

Soint  Albans 
Psychiatric  Hospital 

Private,  Not  For  Profit 
Psychiatric  Care 


physicians  who  want  the  best  tor  their 
patients.  That's  why  you  can  refer  to 
Saint  Albans  with  confidence. 


leir  ^ 
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Obituaries 


CHARLES  S.  DUNCAN,  M.  D. 

Dr.  Charles  S.  Duncan  of  Hunting- 
ton,  a dermatologist,  died  on  Jan- 
uary 1.  He  was  80. 

Doctor  Duncan,  born  at  Iron  Gate, 
Virginia,  was  graduated  from  Mar- 
shall University,  and  received  his 
M.  D.  degree  in  1933  from  the  Med- 
ical College  of  Virginia.  He  interned 
at  the  former  Chesapeake  and  Ohio 
Hospital  in  Huntington. 

A veteran  of  World  War  II,  Doc- 
tor Duncan  was  an  honorary  member 
of  the  Cabell  County  Medical  Society, 
West  Virginia  State  Medical  Associa- 
tion and  American  Medical  Associa- 
tion. 

Survivors  include  the  wife,  Mrs. 
Kathleen  Duncan;  a daughter,  Bar- 
bara Jean  Clark  of  Richmond,  Vir- 
ginia, and  a son,  Charles  S.  Duncan, 
Jr.,  of  Cumberland,  Kentucky. 


• • 


SHAUKAT  H.  MINHAS,  M.  D. 

Dr.  Shaukat  H.  Minhas  of  Weirton, 
a family  physician,  died  on  Jan- 
uary 3 in  a hospital  there.  He  was  51. 

A native  of  Pakistan,  he  had  prac- 
ticed in  the  Weirton  area  for  the  past 
10  years. 


He  was  a former  member  of  the 
Hancock  Medical  Society  and  the 
West  Virginia  State  Medical  Associa- 
tion. 


Survivors  include  the  wife,  Eliz- 
abeth A.  Minhas;  a son,  Sohail,  in 
Pakistan,  and  two  daughters,  Naginah 
and  Naghma,  both  of  Weirton. 


VENEREAL  DISEASE  SERVICES 


24-Hour  Toll-Free  Number  — Dial  800-642-8244 


WEST  VIRGINIA  STATE  DEPARTMENT  OF  HEALTH 


CHAPMAN  PRINTING  CO. 


1652  4TH  AVENUE  — CHARLESTON,  WV  25357 


PHONE:  346-0676 


THE  IMPAIRED  PHYSICIAN 

Do  you  have  a problem ? . . . 

• alcohol  • drugs 

We’re  interested  and  concerned  about  the  information  we  keep  reading 
relative  to  the  numbers  of  physicians  who  have  alcohol  and  drug  abuse 
problems.  We  care  about  our  West  Virginia  State  Medical  Association  mem- 
bers. If  you  are  an  impaired  physician,  or  you  know  of  one  who  needs 
help,  please  take  time  to  call  the  Association  office  (304)  925-0342  and  we 
can  put  you  in  touch  with  the  Chairman  of  the  Physician  Services  Com- 
mittee. 
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GROUP  INSURANCE  SPONSORED 
BY  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION  FOR 
MEMBERS  AND  THEIR  EMPLOYEES 


McDonough  Caperton  Shepherd  Association  Group  ad- 
ministers group  insurance  at  a substantial  savings  for 
members,  their  families,  and  their  employees  on  behalf  of  the 
West  Virginia  State  Medical  Association. 


McDonough 

Caperton 

Shepherd 

Association 

Group 


Our  Group  Plans  include 

• Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  income  up  to  $500  a week  when  you 
are  disabled. 

• $1,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1,000,000  per  person.  Choice 
of  deductibles  ($1 00-$250-$500-$1 ,000).  Employees  are  eligible. 

• Hospital  Money  Plan 

Pays  up  to  $100  a day  when  you  or  a family  member  is  hospital- 
ized. 

• Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for  spouses,  and  $10,000 
for  children.  Employee  may  apply  for  up  to  $100,000. 

• $100,000  Accidental  Death  & Dismemberment  Insurance 

Around  the  clock  protection  — 24  hours  a day . . . 365  days  a year 
. . . worldwide. 

• Office  Overhead  Disability  Plan 

Pays  your  office  expenses  up  to  $5, 000  per  month  while  you  are 
disabled. 

• Professional  Liability  Insurance 


SEND  THE  COUPON  BELOW  OR  CALL  TOLL-FREE  1-800-642-3088 


Please  send  me  more  information  about  the  plan(s)  I have  checked  which  are  endorsed  by  the  West  Virginia 
State  Medical  Association. 


Name 


Address 


City/State 


Zip 


Business  Telephone 


□ Long  Term  Disability  Income  Protection 

□ $1 ,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & Dismemberment  In- 
surance 

□ Office  Overhead  Disability  Plan 

□ Professional  Liability  Insurance 


Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 


County  Societies 


CABELL 

The  Cabell  County  Medical  Society 
met  on  January  10.  Donald  S.  Robin- 
son, M.  D.  of  Evansville,  Indiana,  for- 
mer Chairman,  Department  of  Phar- 
macology, Marshall  University  School 
of  Medicine,  was  the  speaker. 

Doctor  Robinson  is  Clinical  Di- 
rector, Central  Nervous  System  Re- 
search, Bristol-Myers  Pharmaceutical 
Research  and  Development  Division 
in  Evansville.  He  spoke  on  the  change 
he  has  felt  in  going  from  a practice 
and  teaching  to  clinical  research. 

Dr.  Thomas  Kiernan,  Chief  of  Staff 
of  the  Huntington  Veterans  Adminis- 
tration Medical  Center,  presented  a 
certificate  of  appreciation  to  Doctor 
Robinson  for  his  contributions  to  the 
VA  Center  and  the  area  in  general. 
— Tara  Sharma,  M.  D.,  Secretary. 

# * # 


McDowell 

The  McDowell  County  Medical  So- 
ciety met  on  January  9 at  Stevens 
Clinic  Hospital  in  Welch. 

Dr.  Louis  A.  Vega,  Welch  pediatri- 
cian, presented  a potpourri  of  slides 
presenting  conditions  of  infants  and 
children  seen  in  his  practice  in  Mc- 
Dowell County  over  the  past  30  years. 
This  was  well  received.  — John  S. 
Cook,  M.  D.,  Secretary. 

# * # 


PARKERSBURG  ACADEMY 

Dr.  Alvin  L.  Watne  of  Morgantown 
was  the  guest  speaker  for  the  meeting 
of  the  Parkersburg  Academy  of  Medi- 
cine on  December  12  at  the  Parkers- 
burg Country  Club. 

Doctor  Watne,  Chairman  of  the  De- 
partment of  Surgery  at  West  Virginia 
University  School  of  Medicine,  dis- 
cussed “Intestinal  Polyposis.” 

New  officers  for  1985  were  elected. 
— -John  E.  Beane,  M.  D.,  Vice  Presi- 
dent. 


Just  wait 
till  you  see 
the  changes 
we’re  making 

The  excellence  of  Harding's  in-patient  treat- 
ment of  adolescents  and  adults  is  recognized 
coast  to  coast.  Today,  thanks  to  more  flexible 
medical  and  specialty  hospital  staffing,  Hard- 
ing is  able  to  provide  the  same  quality  of  care 
for  your  patients  requiring  crisis  stabilization 
and  short-term  hospital  treatment. 


The  result  is  that  we're  seeing  more  patients 
. . . sooner . . . more  successfully.  As  a matter 
of  record,  38%  of  all  patients  admitted  during 
1984  were  treated  in  Harding’s  crisis  stabiliza- 
tion and  short-term  program. 


Our  commitment  to  long-term  treatment  re- 
mains undiminished.  But  now  you  can  think  of 
Harding  for  all  your  psychiatric  referral  needs. 


Since  1916, 

Harding  is  here 

Contact: 

Director  of  Admissions 
The  Harding  Hospital 

445  East  Granville  Road 
Worthington,  Ohio  43085 


614/885-5381 

A Blue  Cross  Member  Hospital 
JCAH  Accredited 


Need  A 
Temporary 
Physician? 

You  can  take  time  off 
while  your  practice 
keeps  working! 

Lease  CompHealth 
physicians  for  your 
vacations,  CME’s  or  for 
supplementary  help. 

★ 

Want  Free  Time 
While  You 
Practice 
Medicine? 

Join  CompHealth’s 
Locum  Tenens 
Physician  Group. 

★ 

For  further  information 
about  temporary  coverage 
or  locum  tenens  practice 
opportunities, 
call: 

412/741-3310 

**  CompHealth 

A Physician  Group 

★ 

WILSON  ROSS, 
Regional  Administrator 

114  Centennial  Avenue 
Sewickley,  PA  15143 
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Present 


MPM 


1000 


MEDICAL  PRACTICE  MANAGEMENT  SYSTEMS 
Available  through  SMA  Physicians  Purchasing  Program 

•Discounts  on  IBM  and  Texas  Instruments  Hardware  ’Discounts  on  Software  *Now  Available  on  New  IBM  PC/AT 

MPM  1000  the  complete  system  includes: 

’Hardware  (IBM  or  Texas  Instruments) 

•Software 
*T  raining 

•After  Sale  Support 

*Solo,  Group  Practice  or  Clinic  Systems 
Designed  to  work  in  all  aspects  of  practice  management 
Standard  Programs  include:  Optional  Programs  include: 


"Patient  Profiles 
"Accounts  Receivable/Billing 
"Insurance  Processing/Tracking 
"Collection  System 
"Recall  Notices 

"Full  line  of  Management  Reports 
"And  much  more  . . . 


"Word  Processing 
•General  Ledger 
•Accounts  Payable 
"Payroll 

•Inventory  Control 
•Appointment  Scheduling 


Want  more  information?  Call  or  write  for  detailed  brochure  Call  Southern  Medical  at  205-945-1840 

or 


YES! 


Curtis  1000  Information  Systems  at 
800-241-4780  in  Ga  404-491-1000 


I would  like  to  know  more  about  the  MPM  1000. 

□ SMA  Member 

□ I am  not  an  SMA  Member 


Name 


Address 


City 


State 


Zip 


Office  Phone 


Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 
2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


Allas* 


You  can  keep  a 
larger  slice  of  your  own  pie! 


The  IRS  gives  you  the 
O.K.  with  a 401(k) 


You  make  the  pie,  but  the  tax  guys  get  the  biggest  slice. 
Until  now,  that  is.  Now  you  can  use  the  tax  advantages  of 
the  401  (k)  Retirement  Plan  to  defer  (and  deduct!)  up  to 
25%  of  your  salary,  and  not  have  to  do  the  same  thing  for 
your  employees.  In  fact,  with  a 401  (k)  Plan,  employees 
make  their  own  contributions!! 

You  can  convert  your  existing  KEOGH  or  corporate  plan 
to  a 401  (k),  or  have  a 401  (k)  plan  in  addition  to  any  other 
retirement  plan  you  currently  maintain.  You  can  even 
continue  your  I.R.A.  along  with  your  401  (k). 

So  find  out  more  about  401  (k)  Retirement  Plans.  Check 
with  your  tax  advisor.  If  he  or  she  has  attended  one  of  the 
401  (k)  seminars  offered  by  The  National  Bank  of  Com- 
merce, they’ll  have  the  information  you  need.  Or,  call  us 
directly.  We  ll  be  glad  to  show  you  how  the  401  (k)  (or 
other  plans  such  as  KEOGH’s  or  SEP's)  could  be  your 
O.K.  to  keeping  a larger  slice  of  your  pie. 

A 

The  National 
Bank  of  Commerce 

One  Commerce  Square  Charleston.  WV  25322 
Member  FDIC 

Setting  the  pace 
for  your  better  tomorrows. 

Employee  Benefits  Division 
348-4505  or  348-4504 


A great  way  of  life. 


HEALTH  CARE  AT  ITS  BEST: 

AIR  FORCE  MEDICINE 

Air  Force  medicine  is  one  of  our  best  benefits,  and, 
with  your  help,  we’ll  keep  it  that  way.  The  Air 
Force  needs  physicians  such  as  you  to  become 
members  of  our  health  care  team. 

Most  administrative  responsibilities  are  in  the 
hands  of  others,  giving  our  physicians  the  time  to 
give  their  full  attention  to  the  patients’  needs.  Our 
hospitals  are  staffed  with  dedicated,  competent 
professionals. 

You’ll  find  you  will  have  time  for  your  family,  and  to 
keep  abreast  of  the  latest  methods  and  tech- 
nologies that  you  don’t  have  time  for  now.  We  also 
offer  unlimited  professional  development  and  finan- 
cial security. 

If  you’re  considering  a change,  consider  Air  Force 
medicine.  To  find  out  more  about  Air  Force  medi- 
cine, contact  Captain  George  Berberich  collect  at 
(804)  771-2127. 


The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

1306  Kanawha  Boulevard,  East  • P.  O.  Box  2271 
Charleston,  WV  25328  • Phone  (304)  343-4371 

Toll  Free:  1-800-642-3049 

A 35-BED  HOSPITAL 

ACCREDITED  BY  JCAH 
AND  APPROVED  BY  MEDICARE  & MEDICAID 

OPHTHALMOLOGY 

OTOLARYNGOLOGY 

HEAD  & NECK  SURGERY 

A New  Commitment  to  Quality  Care  . . . Every  Day! 


Eye,  Ear,  Nose  & Throat 


Physicians  & Surgeons  of  Charleston,  Inc. 


(Formerly  A Division  of  the  Eye  & Ear  Clinic  of  Charleston,  Inc.) 

1306  KANAWHA  BOULEVARD,  EAST  . P.  O.  BOX  3107 
CHARLESTON,  WV  25331  • PHONE:  (304)  343-4371 
Toll  Free:  1-800-642-3049 


OPHTHALMOLOGY 

Milton  J.  Lilly,  Jr.,  M.D. 
Robert  E.  O’Connor,  M.D. 
Moseley  H.  Winkler,  M.D. 
Samuel  A.  Strickland,  M.D 


E.E.N.T. 

John  A.  B.  Holt,  M.D. 


OTOLARYNGOLOGY 
HEAD  AND  NECK 
SURGERY 

Romeo  Y.  Lim,  M.D. 

Nabil  A.  Ragheb,  M.  D. 

R.  Austin  Wallace,  M.D. 


(ALL  PHYSICIANS  ARE  BOARD  CERTIFIED) 


CATARACT  SURGERY  (INTRAOCULAR  LENSES) 
RETINAL  & VITREOUS  SURGERY 
OPHTHALMIC  PLASTIC  SURGERY 
FLUORESCEIN  ANGIOGRAPHY 
KRYPTON/ARGON  LASER  PHOTOCOAGULATION 
STRONTIUM  90  BETA  IRRADIATION 
ORTHOPTICS 

ULTRASOUND  (A  & B SCAN) 


HEAD  AND  NECK  SURGERY 

MAXILLO-FACIAL  PLASTIC  SURGERY 

RECONSTRUCTIVE  SURGERY 

ENDOSCOPY 

CO=  LASER 

SPEECH  THERAPY 

AUDIO  VESTIBULAR  LABORATORY 

ALLERGY 
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Medical  Clinic  — a facility  for  diagnosis  and  treatment  of  outpatients. 

Morgantown  Internal  Medicine  Group  — a medical  clinic  housed  in  an 
aesthetically  pleasing  and  user  efficient  masonry  structure  designed  by 
ALPHA  ASSOCIATES. 

ALPHA  ASSOCIATES  — a West  Virginia  architectural  and 
engineering  firm  that  will  design  to  suit  your  medical  facility  needs  — 
from  private  offices  to  hospitals. 


ALPHA  ASSOCIATES.  IfKORPORATED 

ARCHITECTURE  • ENGINEERING  • DESIGN 

P.O.  Box  1250  • 209  Prairie  Ave.,  Suite  209 
Morgantown,  WV  26505  • 304-296-8216 


THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  232-3600  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B L VanPelt,  M.  D. 

P R Hedges,  M D. 

T.  G Kenamond.  M D. 

J.  Holloway,  M.  D 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  O.  (New  Martinsville) 
Cardiovascular 

R N.  Lewis,  M D (St.  Clairsville) 

A M.  Valentine.  M D. 

W.  E.  Noble,  M.  D. 

Gastroenterology 
T.  E.  Chvasta,  M.  D 

L.  R.  Cain,  M.  D. 
Hematology/Oncology 

C A Vasquez,  M.  D, 

Nephrology/ Hypertension 

D.  L.  Latos,  M.  D 

M.  H Drews,  M.  D. 

Pulmonary 

C.  Begley,  M.  D. 

GENERAL  SURGERY 

C D.  Hershey,  M.  D. 

E.  C.  Voss,  M.  D. 

J.  H Mahan,  M.  D.  (St.  Clairsville) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford,  M D. 

ORTHOPEDICS 

E.  L.  Barrett,  M.  D. 

R.  S.  Glass,  M.  D 
UROLOGY 

D.  C Trapp,  M.  D. 


GYNECOLOGY/OBSTETRICS 

R.  W.  Leibold,  M.  D. 

R.  T.  Brandfass,  M.  D. 

T.  A.  Athari,  M D. 

J.  W Campbell,  M.  D. 

C V.  Porter,  M.  D. 

R.  A.  Porterfield,  M.  D. 

(St.  Clairsville) 

OPHTHALMOLOGY 
W.  F.  Park,  M.  D. 

M E Nugent,  M.  D. 

R V.  Pangilinan,  M,  D 
DERMATOLOGY 

K.  W.  Waterson,  M.  D 
OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 
W A Tiu,  M.  D. 

R G.  Villanueva,  M.  D 
RADIOLOGY 

Valley  Radiologist,  Inc. 

FAMILY  PRACTICE 

R A.  Porterfield,  M.  D. 

(St.  Clairsville) 

G L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffie Id , M.  D.  (New  Martinsville) 
NEUROSURGERY 

F.  J.  Payne,  M.  D 
NEUROLOGY 

H.  L.  Kettler,  M.  D, 

S.  G.  Christopher,  M.  D. 

W.  Zyznewsky,  M.  D. 

J.  G.  Tellers,  M.  D. 

Neuropathology 
S Govindan,  M.  D 


PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D.  H Smith,  M D 
D P.  HIM,  M.  D. 

J G Tellers,  M D 
Pediatric  Psychiatry 

V.  Stein,  M.  D 

ANCILLARY  SERVICES 
Optical 

W.  E Schul,  Optician 

Speech  Therapy/Audiology 
J.  P.  Frum,  M S.,  S P A 
Biofeedback  Laboratory 
M.  G.  Simon,  P.  A. 
Electrology/Cosmellc  Therapy 
J.  E.  Beserock,  R.  E. 
Allergy/Cytotoxic  Food  Testing 
K Gorney,  M.  T. 

TECHNOLOGISTS 

Electrocardiography 

B.  Maguire,  R N. 

B.  Muklewlcz,  R.  N. 
Electroencephalography 
J.  Stone,  R N„  CMET 
J.  Green.  R N 
Roentgenology 

E.  Forester,  R.  T. 
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Specializing  in  Coma  Management 
means  quality  is  also  cosVeffective. 


Wightman  Health  Center 


Innovative,  cost-effective, 
caring... 

the  Coma  Management  Program 
of  Wightman  Health  Center  was 
designed  toserve  the  special  needs 
of  coma  patients  and  to  encourage 
their  maximum  progress  and 
recovery.  It  is  backed  by  a complete 
rehabilitative  and  skilled  nursing 
program,  with  full  medical  support, 
including  specialists  in  head  injury 
physiatry,  neurology  and  pulmo- 
nary medicine. 


• Respiratory  Therapy/ 
Ventilator  Administration 

• Pet  Therapy 

• Physical  Medicine 

Treatment  plan  continuity. . . 

is  provided  for  patients  who  pro- 
gress to  a more  comprehensive 
level  of  therapy  through  special 
arrangements  with  the  nationally 
recognized  Harmarville  Rehabil- 
itation Center. 


Our  aggressive  stimulus 
response  approach . . . 

has  earned  us  an  excellent  reputa- 
tion for  rehabilitation  success. 
Structured  programs  include: 

• Physical  Therapy 

• Occupational  Therapy 

• Speech  Therapy 

• Recreational  Therapy 


A more  cost-effective,  more 
appropriate  plan  of 
treatment... 

for  cognitive-impaired  patients  is 
provided  by  Wightman’s  special- 
ized Coma  Management  Program 
than  is  available  at  acute  care  and 
most  comprehensive  rehabilitation 
facilities.  For  more  information, 
call  (412)421-8443. 


WC 


Wightman  Health  Center 
2025  Wightman  St.,  Pgh.,  PA  (412)  421-8443 


118th  ANNUAL  MEETING 

of  the 

West  Virginia  State  Medical  Association 


AUGUST  13-18, 1985 


PLAN  NOW  TO  ATTEND 


CHARLESTON 


Harriott 

^ ® T A U/  M A D \T  T D 


® 

TOWN  CENTER 


200  Lee  Street  East,  Charleston,  WV  304-345-6500 


ACCESS  ICON  Pregnancy  Test: 
More  practical  for  your  practice 


Now  you  can  have  very  early 
diagnosis: 

• Before  you  prescribe  oral  contraceptives, 
potentially  teratogenic  drugs  or  procedures 

• Before  you  order  GI  tract  radiology 

• To  alert  patient  to  need  for  lifestyle  changes 
(i.e.,  no  tobacco,  alcohol,  OTC  medications) 

• To  confirm  suspected  pregnancy  at  any  stage 

Simple  protocol  saves  time 
and  money 

• Can  be  performed  by  any  person  on  the  office 
staff — no  technical  background  needed 


Reduces  the  need  for 
retesting 

• Clearer,  easier-to-read  result  than  slides 

• No  false  negatives  in  early  pregnancy  as  with 
less  sensitive  slide  tests 

• State-of-the-art  sensitivity  and  clear  results 
eliminate  most  patient  callbacks 

New  ImmunoConcentration  “ 
technology,  from  a 
world  leader  in  monoclonal 
antibodies 


Introducing  the 

ACCESS  Medical  Systems,  Inc. 

ACCESS  ICON 

We’re  dedicated  to 
your  needs. 

Pregnancy  Test: 

The  convenience  and  speed 
of  a slide  test 

• Total  test  time : 2-3  V%  minutes 

• Hands-on  time : 30  seconds 

• Patient  sample : random  urine 

• Skills  required : ability  to  use  a dropper 
bottle  and  read  a color  reaction 

Working  with  leading  biomedical 
organizations,  ACCESS  is  dedi- 
cated to  providing  diagnostic 
tests  and  therapeutic  procedures 
designed  for  optimal  benefit  to 
your  patients  and  your  practice. 

Ln  addition  to  ACCESS  ICON1'1 
Pregnancy  Test  and  the  ACCESS 
HemaWipe®  System,  future  prod- 
ucts will  include  tests  for  infec- 
tious diseases,  specific  cancers, 
blood  chemistries  and  allergies. 

The  accuracy  and  sensitivity 
of  a reference  lab  test 

For  more  information  about 
ACCESS,  write: 

• Accuracy:  100% 

• Sensitivity:  50  mlU/ml 

• Detects  pregnancy  as  early  as  1 week 
prior  to  missed  menses 

ACCESS  Medical  Systems,  Inc. 

21  Business  Park  Drive 
Branford,  CT  06405 
Telephone:  (203)  481-3073 

Ayailable  through: 

(iWc^Eam  J^nrgtcal  Jiupply, 

205  BROAD  STREET 
CHARLESTON,  WEST  VIRGINIA  25301 
304-343-4384 


MEDICAL  SUPPLY  COMPANY 

1303  Eoff  Street,  Wheeling,  WV  26003 

304-232-2820 

Bridgeport,  WV  Morgantown,  WV 

Robert  White  Charles  Ashton 

304-842-2362  304-599-1862 

A FULL  LINE  MEDICAL  DEALERSHIP  SINCE  1951 


— — 


GREENBRIER  PHYSICIANS,  INC. 

A Multispecialty  Clinic 

Greenbrier  Valley  Medical  Arts  Building 
Ronceverte/Fairlea/Lewisburg,  West  Virginia 


INTERNAL  MEDICINE 

Robert  K.  Modlin,  M.  D. 
Helen  R.  Perez,  M.  D. 
Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

SURGERY 

General  & Vascular 

H.  P.  Dinsmore,  M.  D. 

General  & Thoracic 

B.  L.  Plybon,  M.  D. 

ORTHOPEDIC  SURGERY 

Conrad  D.  Tamea,  Jr.,  M.  D. 
James  W.  Banks,  M.  D. 

FAMILY  GENERAL  PRACTICE 

Joseph  E.  Shaver,  M.  D. 

E.  T.  Cobb,  M.  D. 


1-800-642-5161  or  304-647-51 1 5 

OBSTETRICS/GYNECOLOGY 

James  L.  Pfeiff,  M.  D. 

Robert  L.  Wheeler,  M.  D. 

EAR,  NOSE  & THROAT 

Amir  A.  Alidina,  M.  D. 

OPHTHALMOLOGY 

Robert  K.  Scott,  II,  M.  D. 

PEDIATRICS 

William  S.  Dukart,  M.  D. 

Janice  Centa,  P.  A.,  M.  S. 

RADIOLOGY 

Charles  Weinstein,  M.  D. 

UROLOGY 

Kyle  F.  Fort,  M.  D. 


PSYCHOLOGY 

Connie  Bradley-Mann,  Ph.  D. 

ANCILLARY  SERVICES 
Physical  Therapy 

Tom  Moore,  R.  T. 

Wood  McCue,  R.  T. 

Respiratory  Therapy 

James  D.  Creasman,  R.R.T. 

Audiology 

Gary  M.  Vandevander,  M.S. 

ADMINISTRATION 

Sandra  W.  Ayers,  Business  Manager 


We  retire  your  worries 
about  retirement  plans. 


Professional  Management.  Kanawha  Valley  Bank  understands  the  com- 
plexities of  retirement  planning  and  offers  these  concise  solutions. 

Our  plans  are  pre-approved  hy  the  IRS  and  can  he  tailored  to  suit  your  indi- 
vidual needs,  including  profit  sharing  401(k)  and  others. 

We  provide  automatic  plan  maintenance.  As  legislative  changes  occur  we 
update  your  plan  (AT  OUR  COST)  to  ensure  compliance  with  current  regulations. 

And  our  plan  administration  is  comprehensive  and  includes  filing  of  all  gov- 
ernment documents,  preparation  of  employee  statements,  development  and  pres- 
entation of  the  retirement  program  to  your  employees,  and  maintenance  of  all 
essential  records. 

In  short  we  handle  the  details  professionally.  And  with  experience. 

Flexibility.  Kanawha  Valley  Bank  offers  investment  flexibility,  because  we 
understand  each  plan  has  different  objectives.  We  help  you  meet  yours  by  profes- 
sional funds  management  and  careful  consideration  of  ALL  investment  alterna- 
tives— not  just  a few.  Of  course, 


you  may  direct  your  own  invest- 
ments if  you  prefer. 

We  offer  complete  plan 
administration,  or  provide  you 
the  option  to  choose  any  of  our 
investment,  trustee,  or  adminis- 
trative services.  And  if  your  busi- 
ness requires  a specially  drafted 
plan,  we’ll  assist  you  with  its 
development. 

If  you’re  planning  a new 
retirement  plan,  or  aren’t  satis- 
fied with  your  existing  plan,  com- 
plete and  mail  the  coupon  today. 

Better  still,  call  us  now 
at  348-7205. 


Kanawha  Valley  Bank n a 

Attn:  Trust  Employee  Benefits  Department 

E0.  Box  1793 

Charleston,  West  Virginia  25326 

I want  to  stop  worrying  about  retirement 
planning  and  retirement  plans.  Please  call  me 
for  an  appointment. 


Name 


Title 


Address 


City 


State 


ZIP 


Company 


Phone 


© Kanawha  Valley  Bank 

A One  Valley  Bank 

Kanawaha  Valley  BankNA  • Box  I 793  • Charleston.  WVA  25326 
TWO  CONVENIENT  LOCATIONS: 

Downtown.  One  Valley  Square  at  Summers  and  Lee  (304-348-7000) 
Kanawha  City.  57th  MacCorkle  at  Kanawha  Mall  (304-348- 1 I 77) 

Member  FDIC 


Be  prepared,  Doctor.  More  patients  will  be 
asking  about  colorectal  cancer.  According  to  a 
survey*  conducted  by  the  American  Cancer 
Society,  many  people  would  like  to  receive  more 
information  about  colorectal  cancer,  and  83% 
said  they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer  can  be 
detected  before  symptoms  appear.  The  present 
cure  rate  is  44%.  The  cure  rate  could  be  as  high 
as  75%,  with  early  detection  and  appropriate 
management. 

For  asymptomatic  persons  the  Society 
recommends  annual  digital  rectal  examina- 
tion at  age  40  and  over;  at  age  50  and  over, 
an  annual  stool  blood  test,  as  well  as 
sigmoidoscopy  every  three  to  five  years, 


following  two  initial  annual  negative 
sigmoidoscopies. 

We’re  here  to  help.  You  can  reach  us  at  your 
local  American  Cancer  Society  office  or  write 
to  our  Professional  Education  Department 
at  National  Headquarters,  90  Park  Avenue, 

New  York,  NY.  10016.  Ask  about  the  Society’s 
Colorectal  Check  program  of  professional  and 
public  education  for  the  early  detection  of 
colorectal  cancer. 


AMERICAN 
CANCER 
f SOCIETY® 


Classified 


EQUIPMENT  FOR  SALE  — Excellent 
condition-Kartchner-McRae  Carotid  Phono- 
angiograph  and  Oculoplethysmograth  for 
non-invasive  evaluation  of  carotid  artery 
disease.  Peripheral  Artiral  Diagnostic  Unit 
including  doppler  wave-form  analysis,  seg- 
mental pressure  measurements  and  tele- 
metry for  stress  monitoring.  Brentwood  12 
lead  ECG  machine.  Send  inquiries  to  MAN 
in  C/o  The  West  Virginia  Medical  Journal, 
P.  0.  Box  4106,  Charleston,  WV  25364. 


OFFICE  SPACE  AVAILABLE  — Fully 
equipped  offices  ready  for  occupancy. 
Established  medical  practice.  Will  negoti- 
ate price  with  right  person.  Also  available 
facilities  for  emergency  room  service.  Con- 
tact Karl  R.  Dawson,  Jr.  Telephone:  (304) 
291-5173  (9  A.M.-5  P.M.  Monday  through 
Friday). 


WESLEYAN  SUMMER  GIFTED  PRO- 
GRAM — A residential  program  July  14-27, 
1985,  for  students  now  in  seventh  or  eighth 
grade  who  score  in  the  top  3%  on  national 
standardized  tests,  or  who  have  been 
identified  as  gifted.  Classes  are  taught  in 
mathematics,  physics  with  laboratory,  crea- 
tive writing,  and  social  science.  Computer 
skills  are  integrated  into  the  classes.  Stu- 
dents are  supervised  by  counselors  in  their 
dormitory  and  enjoy  a full  recreational  pro- 
gram. Write  Co-Directors  Joseph  E.  Wiest, 
Ph.D.  and  Jeanie  Wiest,  M.  D.,  WVWC  Gift- 
ed Program,  PO  Box  89,  WVWC,  Buck- 
hannon,  WV  26201. 


Loss  Control  Seminars 
Scheduled  In  State 

Loss  control  seminars  will  be  held 
in  four  state  cities  in  coming  months, 
the  State  Medical  Association  an- 
nounced. 


The  one-day  seminars  have  been 
developed  through  the  joint  efforts  of 
state  physicians,  McDonough  Caper- 
ton  Group  and  the  CNA  Insurance 
Companies,  said  WVSMA  President 
Carl  J.  Roncaglione,  M.  D.,  of  Charles- 
ton. 

The  locations  and  dates  will  be: 
Holiday  Inn  Charleston  House  — 
Saturday,  March  16,  and  Saturday, 
November  2;  Holiday  Inn  Oak  Hill  — 
Saturday.  July  13,  and  Saturday, 
October  19;  Ramada  Inn  Morgan- 
town — Saturday,  May  18,  and 
Saturday,  September  21;  and  Ogle- 
hay /Wilson  Lodge  Wheeling  — Satur- 
day, April  20,  and  Saturday,  June  15. 

Contact  WVSMA  headquarters  in 
Charleston  for  additional  information. 


Openings  At 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 

In  Internal  Medicine  & Family  Practice  To  Associate  With 

Radiology: 

Internal  Medicine: 

Family  Practice: 

Halberto  G.  Cruz,  M.  D. 

Karl  J.  Myers,  Jr.,  M.  D. 

Charles  L.  Arnett,  M.  D. 

Pathology: 

Wm.  A.  SanPablo,  M.  D. 

Jonathan  D.  Moss,  M.  D. 

R.  Gregory  Juckett,  M.  D. 

Fulvio  Franyutti,  M.  D. 

Pediatrics: 

Surgery: 

E.  G.  Kreider,  M.  D. 

Contact:  E.  G.  Kreider,  M.  D. 

J.  W.  Woodford,  M.  D. 

Dentistry: 

Telephone:  (304)  457-2800 

Boyd  R.  Wickizer,  M.  D. 

Glenn  B.  Poling,  D.  D.  S. 

(800)  346-2800 

SAINT  MARY'S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-696-2550 

Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed,  Sub- 
stance Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D. 

697-7036 

J.  V.  Ottaviano,  M.  D. 

525-7851 

K.  M.  Fink,  M.  D 

525-8191 

L.  C.  Smith,  M.  D. 

697-7036 

R.  W.  Hibbard,  M.  D. 

697-4752 

M.  M.  Bateman,  M.  D. 

526-0580 

F.  Hoback,  M.  D. 

697-7036 

M.  Rosenbaum,  M.  D. 

526-0580 

D.  H.  Webb,  M.  D. 

697-7955 

R.  A.  Kayser,  M.  D. 

526-0580 

J.  Corcella,  M.  D. 

525-7851 
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HIGHLAND  HOSPITAL 

56TH  & NOYES  AVE.,  S.E. 
CHARLESTON,  W.  VA.  25304 
925-4756 


MEDICAL  STAFF 

ADULT  PSYCHIATRY 

Miroslav  Kovacevich,  M.  D.  925-0693 

Charles  C.  Weise,  M.  D.  925-2159 

Thomas  S.  Knapp,  M.  D.  925-3554 

Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  Jr.,  M.  D.  925-0349 

Lee  L.  Neilan,  M.  D.  925-0349 

Edmund  C.  Settle,  Jr.,  M.  D.  925-6914 
Gina  Puzzuoli,  M.  D.  925-6914 

John  P.  MacCallum,  M.  D.  925-6966 

Sid  Lerfald,  M.  D.  344-0443 

Elma  Bernardo,  M.  D.  925-3554 

CHILD  PSYCHIATRY 

Henrietta  L.  Marquis,  M.  D.  925-3160 
Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  Jr.,  M.  D.  925-0349 

John  P.  MacCallum,  M.  D.  925-6966 


Psychiatric  treatment  for  the  emotionally 
disturbed  children  ages  5 to  13  now  avail- 
able in  new  children’s  pavilion.  Separation 
maintained  from  adult  psychiatric  care 
unit.  Now  available  also:  primary  psychi- 
atric care  for  older  adults  in  separate  unit. 
All  programs  offer: 

• Crisis  Intervention 

• Group  Therapy 

• Psychotherapy 

• Activities  & Recreational  Therapies 

• Skilled  Attention  to  Family,  Marital,  and 
Individual  Emotional  Problems 

• Special  Care  for  the  Acutely  Disturbed 
Patient 

• Staffed  by  Qualified  Psychiatrists  and 
Medical  Consultants 

• Schooling  Provided  on  Children’s  Pa- 
vilion 

• Serving  the  Community  for  Over  28 
Years 
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LABORATORY  1S 
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CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE 

flurozepom  HCI/Poche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 6 

• More  total  sleep  time16 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights2  4 

• Patients  usually  awake  rested  and  refreshed7'9 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2  5 1012 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy. 


DALMANE 

flurozepom  HCI/Poche 

References:  1.  Kales  J et  al  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971.  2.  Kales  A et  al:  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975.  3.  Kales  A et  al: 

Clin  Pharmacol  Ther  79:576-583,  May  1976.  4.  Kales  A 
et  al:  Clin  Pharmacol  Ther  32:781-788,  Dec  1982. 

5.  Frost  JD  Jr,  DeLucchi  MR:  J Am  Genatr  Soc 
27:541-546,  Dec  1979.  6.  Kales  A,  Kales  JD:  J Clin 
Pharmacol  3:140-150,  Apr  1983.  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27:355-361, 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amrein  R et  al  Drugs  Exp  Clin 
Res  9(1)  85-99,  1983  10.  Monti  JM  Methods  Find  Exp 
Clin  Pharmacol  3: 303-326,  May  1981  11.  Greenblatt  DJ 
et  al:  Sleep  5(Suppl  1):S18-S27,  1982  12.  Kales  A 
et  al:  Pharmacology  26:121-137  1983. 


DALMANE* © 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening:  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI,  pregnancy  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fefus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving)  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and / 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 
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Consider  the 
causative  organisms. . . 


250-mg  Pulvules  t.i.d. 


offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae , H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  for  prescribing 
information 

indications  and  Usage  Ceclor * icefaclor.  Lilly]  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections  including  pneumonia  caused  by 
Sneptococcus  pneumoniae  iDiplococcus  pneumoniae)  Haemoph 
ilus  influenzae  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
lo  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO 
SPORIN  ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS  ALLERGENICITY  OF  THE  PENICILLINS  ANO  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS 
TO  BOTH  ORUG  CLASSES 

Antibiotics,  including  Ceclor  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  uncludmg  macrolides.  semisynthetic 
penicillins  and  cephalospormsi  therefore  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases  manage 


ment  should  include  sigmoidoscopy  appropriate  bacteriologic 
studies  and  fluid  electrolyte  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - If  an  allergic  reaction  to 
Ceclor ' (cefaclor  Lilly)  occurs  fhe  drug  should  be  discontinued 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents  e g pressor  amines  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  supermtection  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat 
ment  with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulm 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  ol 
markedly  impaired  renal  function  Under  such  conditions  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  sate  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
lor  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg  s solutions  and  also  with  ClinitesP 
tablets  but  not  with  Tes  Tape’  (Glucose  Enzymatic  Test  Strip 
USP  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease  particularly 
colitis 

Usage  m Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  fhe  maximum 


human  dose  and  have  revealed  no  evidence  ol  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor'  icetaclor  Lilly)  There  are 
however  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18  0 20.  0 21  and  0 16  mcg/ml  at  two 
three  four,  and  live  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is- administered  to  a 
nursing  woman 

Usage  m Children  - Safety  and  effectiveness  of  this  product  lor 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  il  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
Pruritus  urticaria  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum  sickness-like  reactions 
(erythema  multilorme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently  lever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
m children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients;  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patientsi 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SGOT  SGPT  or  alkaline 
phosphatase  values  |1  in  40i 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  Hess  than  1 in  200) 
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Note  Ceclor'  (cefaclor  Lilly)  is  contraindicated  inpatients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin  allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
1984  ELI  LILLY  ANO  COMPANY 


Additional  information  available  to 
the  profession  on  reouest  from 
Eh  Lilly  and  Company 
Indianapolis  Indiana  46285 
Eli  Lilly  Industries.  Inc 
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She  has  a drug  problem. 


. . . Her  mother. 
Kanawha  Valley 
Memorial  Hospital 

347-9299 


We  can  help  you 

• Inpatient  treatment  for  alcohol  and  drug 
abuse 

• 24-hour  admissions  and  information 

• Detoxification,  rehabilitation,  and 
aftercare 


help  your  patient: 

• Intervention  services  and  family  therapy 

• Special  treatment  components  for  women 

• Treatment  updates  and  discharge 
summaries  to  referring  physicians 
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HEALTH  CARE  AT  ITS  BEST: 
AIR  FORCE  MEDICINE 


Air  Force  medicine  is  one  of  our  best 
benefits,  and,  with  your  help,  we’ll 
keep  it  that  way.  The  Air  Force  needs 
physicians  such  as  you  to  become 
members  of  our  health  care  team. 

Most  administrative  responsibilities 
are  in  the  hands  of  others,  giving  our 
physicians  the  time  to  give  their  full  attention 
to  the  patients'  needs.  Our  hospitals  are  staffed 
with  dedicated,  competent  professionals. 

You’ll  find  you  will  have  time  for  your  family,  and  to 
keep  abreast  of  the  latest  methods  and  technologies  that 
you  don't  have  time  for  now.  We  also  offer  unlimited 
professional  development  and  financial  security. 

If  you’re  considering  a change,  consider  Air  Force  medicine. 

To  find  out  more  about  Air  Force  medicine,  contact  your  nearest  Air  Force 
recruiter.  Experience  health  care  at  its  best. 


TSgt  Powell  at  (412)  644-5875 

SSgt  Self  at  (304)  291-4790  (Morgantown) 
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“When  it  comes  to  cardiovascular 
medicine,  I like  to  know  exactly 
what  my  patients  are  swallowing.” 

There  are  doctors  who  say  that  generic  drugs  have  a place  in  their 
practice —but  not  necessarily  in  the  treatment  of  serious  or  potentially 
life-threatening  disease.  And  when  they  consider  that  the  average 
patient  pays  only  about  45  $ a day  for  INDERAL  (propranolol  HC1) 
Tablets,  there’s  not  much  left  to  discuss. 

When  it’s  INDERAL  Tablets  you  want  for  the  treatment  of  hyperten- 
sion, angina,  arrhythmias,  or  post-MI  patients,  make  sure  you  specify 
“Dispense  As  Written”  (DAW),  “Do  Not  Substitute,”  or  whatever  is 
required  in  your  State.  That  way,  you’ll  know  exactly  what  your 
patients  will  get. 

Please  see  next  page  for  brief  summary  of  prescribing  information. 


“When  it  comes  to  cardiovascular 
medicine,  I like  to  know  exactly 
what  my  patients  are  swallowing.” 

INDERAL— 

BRAND  OF  PROPRANOLOL  HCI 

<s>  ® ® ® <2>  ® 

10  mg  20  mg  40  mg  60  mg  80  mg  90  mg* 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION . SEE  PACKAGE  CIRCULAR  ) 
INDERAL  (propranolol  hydrochloride)  Tablets 

CONTRAINDICATIONS 

INDERAL  is  contraindicated  in  1)  cardiogenic  shock.  2)  sinus  bradycardia  and  greater  than 
first  degree  block,  3)  bronchial  asthma  4)  congestive  heart  failure  (see  WARNINGS)  unless 
the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL 

WARNINGS 

CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  supporting  circula- 
tory function  in  patients  with  congestive  heart  failure  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in  overt  conges- 
tive heart  failure,  if  necessary  they  can  be  used  with  close  follow-up  in  patients  with  a history 
of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics  Beta- 
adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 
IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  al  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks  and  the  patient  should  be  cau- 
tioned against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  -PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation  produced 
by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures. 

INDERAL.  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor  agonists  and 
its  effects  can  be  reversed  by  administration  of  such  agents,  e g dobutamine  or  isopro- 
terenol However,  such  patients  may  be  subject  to  protracted  severe  hypotension  Difficulty  in 
starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult 
to  adjust  the  dosage  of  insulin. 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore-  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function 

" IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS 

General  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function.  INDERAL  is  not  indicated  for  the  treatment  of  hypertensive  emergencies 


Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  (propranolol  hydrochloride)  may  interfere  with  the  glaucoma 
screening  test  Withdrawal  may  lead  to  a return  of  increased  intraocular  pressure 
Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia  vertigo,  syncopal  attacks,  or  ortho- 
static hypotension 

Carcinogenesis.  Mutagenesis,  Impairment  of  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no  evidence  of  signifi- 
cant drug-induced  toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dos- 
age levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy.  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman 
Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion. paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency  usually  of  the 
Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation 
for  time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium. 
and  decreased  performance  on  neuropsychometrics 
Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronie  s disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  coniunctivae  reported  for  a beta  blocker  (practo- 
lol)  have  not  been  associated  with  propranolol 

‘The  appearance  of  INDERAL  tablets  is  a registered  trademark  of  Ayerst  Laboratories 
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McDonough  Caperton  Insurance  Group’s  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 
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Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  10  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611. 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY 


Roche  salutes 


Small  state 
making  big 
contributions  to 
medical  services 


Hospice  care  in  action 


WEST  VIRGINIA  MEDICINE 


TODAY 


The  hospice  movement  is  growing  rapidly  in  many 
states  across  the  country.  West  Virginia  already  has 
five  active  hospice  programs  and  four  additional  ones 
in  various  start-up  stages.1  Depending  heavily  upon 
volunteer  funds  and  services,  hospice  care  is  directed 
toward  dealing  with  dying  patients  and  their  families  in 
ways  that  allow  the  terminally  ill  to  remain  at  home. 
Dignity,  openness  and  compassion  are  the  basic  con- 
siderations for  all  concerned.  In  West  Virginia,  physi- 
cians are  encouraged  to  become  involved,  to  regard 
the  patient  and  family  as  a joined  unit  of  care,  to  be 
honest  and  realistic  with  the  patient  and  family,  and  to 
provide  pain  control  in  an  effort  to  "disarm  death  of 
some  of  its  terrors."1 

Perinatal  protection  for  "preemies" 

In  the  past  decade.  West  Virginia  has  intensified  efforts 
to  protect  prematurely  bom  infants  by  encouraging 
maternal  transfers  from  community  hospitals  to  peri- 


natal centers  staffed  and  equipped  to  manage  com- 
promising illness  in  newborns.  While  there  has  been 
little  change  in  the  total  number  of  premature  babies 
born  in  West  Virginia,  the  proportion  of  these  infants 
born  in  perinatal  centers  has  nearly  doubled  since 
transfer  became  a viable  option.  More  important,  the 
mortality  among  premature  infants  bom  in  perinatal 
centers  was  40%  lower  than  that  among  those  born  in 
community  hospitals  during  the  two-year  period 
monitored.2 

Diabetics:  helped  or  hurt  by  insulin? 

Diabetes  studies  being  conducted  at  West  Virginia 
Medical  Center  may  suggest  a new  consideration  in 
the  regimen  prescribed  for  diabetic  patients.  Prelimi- 
nary findings  suggest  that  insulin  is  a fattening  hor- 
mone which  should  be  administered  along  with  a 
comprehensive  weight  loss  program3  being  developed 
in  concurrent  studies. 
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TODAY:  FOR  THE  PATIENT 
WITH  MIXED  DEPRESSION 
AND  ANXIETY 

A rational  approach,  combining 

- The  standard  antidepressant: 
amitriptyline 

- The  proven  anxiolytic  action  of 
Librium®  (chlordiazepoxide  HCI/Roche)C 

Marked  improvement  often  occurs  as  early  as  the  first  week 

Headache,  insomnia  or  Gl  upsets  associated  with  mixed  depression  and 
anxiety  often  respond  quickly 

Feeling  better,  patients  feel  encouraged  to  stay  the  course -therefore, 
fewer  dropoufs:  P=  .006  compared  fo  amitriptyline* 

Convenient  single  h.s.  dosing  sufficient  in  some  patients;  helps  patients 
with  mixed  depression  and  anxiety  sleep  through  the  night.  Patients 
should  be  cautioned  about  the  combined  effects  of  Limbitrol  with  alcohol 
and  other  CNS  depressants,  and  about  activities  requiring  complete 
mental  alertness  such  as  operating  machinery  or  driving  a car 


In  moderate  depression  and  anxiety 


IN  PLACE  OF 
LIMBITROL  5-12.5  WRITE: 


IN  PLACE  OF 
LIMBITROL  10-25  WRITE: 


Limbitrol’ 

Each  tablet  contains  5 mg  chlordiazepoxide  dnd  1 2 5 mg  amitriptyline  (as  the  hydrochloride  sdlt) 


Edch  tablet  contains  10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  sdlt) 


<e 

<£ 


Easier  to  remember. . . easier  to  prescribe 


•Feighner  JR  etal:  Psychopharmacology 61  217-225,  Mar 22,  1979 

Please  see  summary  of  product  information  on  following  page. 


LIMBITROL®  @ Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  o summary  of 
which  follows: 

Indicafions:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to 
severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants. Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occurred  with  concomitant  use,  then  initiate  cautiously,  gradually  increas- 
ing dosoge  until  optimal  response  is  achieved  Contraindicated  during  acute  recovery 
phase  following  myocardial  infarction 

Warnings:  Use  with  great  care  in  patients  with  history  ot  urinary  retention  or  angle- 
closure  glaucoma  Severe  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  anticholinergic-type  drugs.  Closely  supervise  cardiovascular  patients. 
(Arrhythmias,  sinus  tachycordia  and  prolongation  of  conduction  time  reported  with 
use  of  tricyclic  antidepressants,  especially  high  doses  Myocardial  infarction  and 
stroke  reported  with  use  of  this  class  of  drugs.)  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  franquilizers  during  fhe  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise  patients  to  discuss  therapy  if  they 
Intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported 
rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those 
who  might  increase  dosoge,  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea,  headache  and  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide). 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  ore  recommended  during  prolonged  treatment.  Amitriptyline  component  may 
block  action  of  guanethidine  or  similar  antihypertensives.  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated,  sedative  effects  may  be  additive  Discon- 
tinue several  days  before  surgery  Limit  concomitant  administration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about  pregnancy.  Limbitrol  should  not  be 
taken  during  the  nursing  period  Not  recommended  in  children  under  12.  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent olone:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline  Granulocylopema,  joundice  and  hepatic  dysfunction  have 
been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs: 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke 

Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomania  and  increased  or  decreased  libido 

Neurologic:  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, extropyramidol  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract. 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus 
Hematologic:  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  pur- 
pura, thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  ond  gynecomastia  in  the  mole,  breast  enlargement, 
galactorrhea  and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering 
of  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone) 
secretion 

Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose 
Treatment  is  symptomatic  and  supportive  I V.  administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  tor  manifestation  and  treatment. 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  of 
daily  dose  may  be  taken  at  bedtime  Single  h.s  dose  may  suffice  for  some  patients. 
Lower  dosages  ore  recommended  for  the  elderly 

Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  ot  three  or  tour  tablets  daily  in 
divided  doses,  increased  up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required 
Limbitrol  Tablets,  initial  dosage  of  three  or  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses. 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing 
10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and 
Tablets,  blue,  film-coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg 
amitriptyline  (as  the  hydrochloride  salt) — bottles  of  100  and  500,  Tel-E-Dose® 
packages  of  100,  Prescription  Paks  of  50 


ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  00701 


Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDR  The  following  is  a brief  summary 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management.  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities. It  is  more  likely  in  the  severely  ill,  with  urine  volume  less  than 
one  liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K+  levels  should  be  determined.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  K+  intake.  Asso- 
ciated widened  ORS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  in  pregnancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available.  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Dyazide’  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
cally, a patient  transferred  from  the  single  entities  of  Dyrenium  (triamterene, 
SK&F  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
or  fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  could  lead  to  increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  Dyazide'  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice.  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide;  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  Dyazide'.  The 
following  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  resen/e  with  possible  metabolic  acidosis.  Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
'Dyazide',  but  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
rich  foods.  Corrective  measures  should  be  instituted  cautiously  and  serum 
potassium  levels  determined.  Discontinue  corrective  measures  and 
Dyazide’  should  laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia. 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Cal- 
cium excretion  is  decreased  by  thiazides.  Dyazide'  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 


Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions;  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances;  postural  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone.  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components.  Rare 
incidents  of  acute  interstitial  nephritis  have  been  reported.  Impotence  has 
been  reported  in  a few  patients  on  'Dyazide',  although  a causal  relationship 
has  not  been  established. 

Supplied:  ‘Dyazide’  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 
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In  Hypertension*... 
When  \()u  Need  to 
Conserve  K+ 

Remember  the  Unique 
Red  and  White  Capsule: 
\bur  Assurance  of 
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Potassium  - Sparing 

DYAZIDE 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  19  Years  of  Confidence 


The  unique 
red  and  white 
Dyazide®  capsule: 
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After  a nitrate, 
add  ISOPTIN 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


IS0PT1N  TABtfTC 

(verapamil  HCl/Knoll) 

80  mg  and  120  mg 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warn- 
ings), hypotension  (systolic  pressure  <90  mm  Hg)  or  cardiogenic 
shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or  3rd- 
degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g , ejection  fraction  <30%) 
or  moderate  to  severe  symptoms  of  cardiac  failure.  Control  milder 
heart  failure  with  optimum  digitalization  and/or  diuretics  before 
ISOPTIN  is  used.  ISOPTIN  may  occasionally  produce  hypotension 
(usually  asymptomatic,  orthostatic,  mild,  and  controlled  by  decrease 
in  ISOPTIN  dose).  Occasional  elevations  of  liver  enzymes  have  been 
reported,  patients  receiving  ISOPTIN  should  have  liver  enzymes  moni- 
tored periodically.  Patients  with  atrial  flutter/fibrillation  and  an  acces- 
sory AV  pathway  (e.g.,  W-P-W  or  L-G-L  syndromes)  may  develop  a 
very  rapid  ventricular  response  after  receiving  ISOPTIN  (or  digitalis). 
Treatment  is  usually  D C. -cardioversion  AV  block  may  occur  (3rd 
degree,  0 8%).  Development  of  marked  Ist-degree  block  or  progres- 
sion to  2nd-  or  3rd-degree  block  requires  reduction  in  dosage  or, 
rarely,  discontinuation  and  institution  of  appropriate  therapy.  Sinus 
bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema, 
and/or  severe  hypotension  were  seen  in  some  critically  ill  patients 
with  hypertrophic  cardiomyopathy  who  were  treated  with  ISOPTIN 
Precautions:  ISOPTIN  should  be  given  cautiously  to  patients  with 
impaired  hepatic  function  (in  severe  dysfunction  use  about  30%  of 
the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other 
signs  of  overdosage.  Studies  in  a small  number  of  patients  suggest 
that  concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial 
in  patients  with  chronic  stable  angina  Combined  therapy  can  also 
have  adverse  effects  on  cardiac  function.  Therefore,  until  further 
studies  are  completed,  ISOPTIN  should  be  used  alone,  if  possible.  If 
combined  therapy  is  used,  patients  should  be  monitored  closely. 
Combined  therapy  with  ISOPTIN  and  propranolol  should  usually  be 
avoided  in  patients  with  AV  conduction  abnormalities  and/or  de- 
pressed left  ventricular  function  or  in  patients  who  have  also  recently 
received  methyldopa.  Chronic  ISOPTIN  treatment  increases  serum 
digoxin  levels  by  50%  to  70%  during  the  first  week  of  therapy,  which 
can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  reduced 
when  ISOPTIN  is  given,  and  the  patient  carefully  monitored.  ISOPTIN 
may  have  an  additive  hypotensive  effect  in  patients  receiving  blood- 
pressure-lowering  agents.  Disopyramide  should  not  be  given  within 
48  hours  before  or  24  hours  after  ISOPTIN  administration.  Until  fur- 
ther data  are  obtained,  combined  ISOPTIN  and  quimdine  therapy  in 
patients  with  hypertrophic  cardiomyopathy  should  probably  be 
avoided,  since  significant  hypotension  may  result.  Adequate  animal 
carcinogenicity  studies  have  not  been  performed  One  study  in  rats 
did  not  suggest  a tumorigemc  potential,  and  verapamil  was  not 
mutagenic  in  the  Ames  test.  Pregnancy  Category  C.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women  This  drug 
should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly 
needed.  It  is  not  known  whether  verapamil  is  excreted  in  breast  milk, 
therefore,  nursing  should  be  discontinued  during  ISOPTIN  use 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1.7%), 
AV  block  3rd  degree  (0.8%),  bradycardia  HR<50/min  (11%),  CHF 
or  pulmonary  edema  (0.9%),  dizziness  (3.6%),  headache  (18%), 
fatigue  (1.1%),  constipation  (6.3%),  nausea  (1.6%).  The  following 
reactions,  reported  in  less  than  0 5%,  occurred  under  circumstances 
where  a causal  relationship  is  not  certain:  confusion,  paresthesia, 
insomnia,  somnolence,  equilibrium  disorders,  blurred  vision,  syncope, 
muscle  cramps,  shakiness,  claudication,  hair  loss,  maculae,  and  spotty 
menstruation.  Overall  continuation  rate  of  94.5%  in  1,166  patients. 
How  Supplied:  ISOPTIN  (verapamil  HCI)  is  supplied  in  80  mg  and 
120  mg  sugar-coated  tablets.  July  1982  2068 
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IGNORANCE 
IS  NO 

EXCUSE. 

America's  declining 
productivity  is  serious 
business. 

It's  about  time  we  all 
got  serious  about  it. 

9 America's  productivity 
growth  rate  has  been 
slipping  badly  tor  sev- 
eral years  now,  com- 
pared to  that  of  other 
nations.  And  it's  ad- 
versely affecting  each 
and  every  one  of  us. 
We've  all  seen 
plants  and  businesses  close  down. 
Tens  of  thousands  of  jobs  lost.  Prices 
rising,  quality  deteriorating.  A flood 
of  foreign-made  products  invading 
our  shores.  It's  all  part  of  our  declin- 
ing productivity  rate. 

We've  simply  got  to  work  it  out — 
and  we've  got  to  work  together  to  do 
it.  But  first,  we  need  to  know  more 
about  the  problem  and  the  possible 
solutions  so  we  can  act  intelligently 
and  effectively. 

That's  why  you  should  send  for 
this  informative  new  booklet.  It  hasn't 
got  all  the  answers— there  are  no 
quick  and  easy  ways  out — but  it's  a 
very  good  place  to  start  the  produc- 
tivity education  of  yourself,  your 
associates  and  your  workers.  It's  free 
for  the  asking  — and  in  quantity.  Mail 
the  coupon  right  away.  Ignorance  is 
no  excuse. 


A public  service  of  this  publication 
and  the  American  Productivity  Center. 


America. 

Let's  work  together. 


National  Productivity  Awaronett  Campaign 
I P.O.  Box  480,  Lorton,  VA  22079 


T| 


Yes,  I would  like  to  improve  my  company's 
productivity  Please  send  me  a free  copy  of 
"Productivity  the  crisis  that  crept  up  on  us  " 
(Quantities  available  at  cost  from  above 
address.) 


Name 


Title 


Company 


City State Zip 

Please  allow  4-6  weeks  for  delivery. 
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CRL 

TheCRttical 

Difference. 


Why  do  so  many  physicians,  clinics  and  hospitals 
use  CRTs  cardiology  services?  Because  CRI, 
Cardiac  Rehabilitation  Institute,  makes  the 
difference  . . . The  CRItical  Difference. 


COME  TO  CRI  for  complete  cardiological 
services: 

• Non-lnvasive  Peripheral  Vascular  Imaging 

• Echocardiography 

• Nuclear  Cardiology  and  Stress  Testing 

• Holter  Monitoring 


COME  TO  CRI  for  speed  and  accuracy. 


€%RMAC 

Rehabilitation  Institute 


COME  TO  CRI  for  top  quality  professional 
service  by  trained,  qualified  cardiologists, 
cardiovascular  nurses  and  medical  technologists 
using  the  most  modern,  technologically 
advanced  equipment  and  methods  to  administer 
and  interpret  cardiological  tests  and  procedures. 

OR  LET  CRI  COME  TO  YOU  with  completely 
equipped  mobile  units  staffed  by  professionally 
trained  technologists. 

It  does  make  a difference  where  you  go  for 
cardiology  services,  tests  and  procedures  . . . 

The  CRItical  Difference.  Come  to  Cardiac 
Rehabilitation  Institute,  5438  Centre  Avenue, 
Shadyside,  Pittsburgh  15232.  For  more 
information,  call  today:  412/682-6201. 


Good  health  care 
is  more  than  just  medicine. 

It’s  a special  kind  of  treatment. 

CAMC 

Charleston  Area  Medical  Center. . . 
making  Charleston  better. 

General  Division, Downtown  ♦ Memorial  Division, Kanawha  City  ♦ Charleston, West  Virginia 
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Scientific  Newsfront 


Nutritional 
Support  Of  The 
Cancer  Patient 

KEITH  N.  APELGREN,  M.  D. 

Assistant  Professor  of  Surgery,  Section  of 
Trauma,  West  Virginia  University  School 
of  Medicine,  Morgantown 


Nutritional  support  in  the  cancer 
patient  is  indicated  when  the  patient 
has  lost  a significant  (10  per  cent) 
amount  of  body  weight  and  when 
treatment  of  the  cancer  is  ongoing. 
Maintenance  of  lean  body  mass  can 
usually  be  accomplished  by  providing 
30  Kcal/ d and  one  gm  Protein/ kg! d. 
Patients  with  terminal  cancer  do  not 
benefit  from  aggressive  nutritional 
support.  Monitoring  of  biochemical 
indices  and  functional  status  is  im- 
portant when  providing  nutritional 
support. 

Patients  with  cancer  frequently  are 
also  malnourished.  Weight  loss  is 
one  ominous  sign  of  occult  cancer. 
Treatment  regimens  utilizing  one  or 
more  of  the  standard  approaches  of 
surgery,  radiology,  or  chemotherapy 
frequently  lead  to  malnutrition.  While 
many  patients  with  cancer  lose  weight, 
some  patients  do  not  lose  weight,  and 
some  even  gain  weight  as  their  can- 
cers are  successfully  treated. 

How  does  the  clinician  evaluate  the 
nutritional  status  of  a patient  with 
cancer?  When  does  one  intervene 
with  nutritional  support?  What  is  the 
appropriate  level  of  support,  and  what 
is  the  best  method  of  delivery?  This 
article  will  attempt  to  provide  some 
answers  to  these  questions. 

Assessment 

Several  methods  of  nutritional  as- 
sessment have  been  suggested  for  rou- 
tine patient  screening.1,2  These  tech- 
niques include  the  biochemical  indices 
of  serum  albumin,  total  iron  binding 
capacity,  transferrin,  total  lymphocyte 


count,  hemoglobin,  and  various  vita- 
min levels  (e.g.,  B12,  Folate).3,4  Other 
techniques  of  assessment  include  an- 
thropomorphic measurements5  and  re- 
sponse to  various  skin  tests.6  Un- 
fortunately, these  tests,  while  being 
sensitive  for  malnutrition,  are  not  spe- 
cific for  it.7  Hence,  a given  patient 
may  have  a low  value  due  to  his  can- 
cer or  due  to  a treatment  effect  rather 
than  due  to  malnutrition.  Such  tests 
may  be  helpful  as  a general  assessment 
of  overall  clinical  condition  but  are 
not  necessarily  reflective  of  nutritional 
status. 

History  of  Weight  Loss? 

How,  then,  can  we  assess  nutri- 
tional status?  One  important  way  is 
to  ask  about  a history  of  weight  loss. 
An  unanticipated  weight  loss  of 
greater  than  10  per  cent  of  usual  body 
weight  over  the  preceding  three 
months  is  significant.8  This  applies  to 
obese  patients  as  well  as  ideal-weight 
patients.  In  addition,  a global  clinical 
assessment  of  nutriture  may  be  done, 
and  is  as  accurate  in  assessing  nutri- 
tional status  as  the  prediction  from  a 
battery  of  biochemical  tests.9  Anthro- 
pomorphic measurements  such  as  the 
triceps  skin  fold  are  valuable  as  a 
longitudinal  measure  of  a nutritional 
repletion  program  but  are  not  help- 
ful as  a single  static  measurement  of 
nutritional  status.  Some  hospitals 
have  utilized  sophisticated  techniques 
such  as  measurement  of  total  body 
potassium10  or  neutron  activation11  to 
assess  lean  body  mass.  These  methods 
are  very  accurate  but  are  costly,  and 
thus  remain  experimental  at  this  time. 

Tt  is  important  to  know  the  his- 
tologic type  and  stage  of  a particular 
cancer.  This  information  is  important 
because  different  cancers  have  dif- 
ferent nutritional  effects.  For  ex- 
ample, squamous  cell  cancer  of  the 
head  and  neck  region  is  usually  a re- 
lentlessly growing  local  tumor  which 
causes  malnutrition  by  simnle  obstruc- 
tion of  the  upper  end  of  the  gastroin- 
testinal tract.  A patient  with  malnu- 
trition from  this  cause  can  be  treated 


very  effectively  by  tube  feedings  via 
gastrostomy  or  fine  bore  nasogastric 
tube. 

On  the  other  hand,  a patient  with 
malignant  ascites  and  widespread  me- 
tastasis from  adenocarcinoma  of  the 
pancreas  has  malnutrition  due  to  a 
complex  interaction  of  anorexia,  al- 
tered metabolic  response  to  nutrients, 
and  slowed  gut  motility.  Such  a pa- 
tient exhibits  malnutrition  as  one  of 
many  signs  of  terminal  illness,  and 
nutritional  support  in  such  a patient  is 
generally  fruitless. 

The  prognosis  and  treatment  plan 
are  thus  important  facts  to  know  in 
establishing  nutritional  support  goals. 
If  a patient  is  undergoing  an  agres- 
sive  treatment  regimen  with  a good 
likelihood  of  response,  then  agressive 
nutritional  support  should  also  be 
given.  On  the  other  hand,  if  a patient 
has  exhausted  all  treatment  options 
and  is  admitted  for  terminal  care, 
minimal  nutritional  support  should  be 
supplied.  The  clinician  thus  sets  the 
nutritional  goals  for  a malnourished 
cancer  patient  based  on  severity  of 
malnutrition,  type  and  stage  of  can- 
cer, and  prognosis  with  treatment. 
The  level  of  suoport  accordingly  may 
vary  from  an  aggressive  parenteral  or 
enteral  nutrition  program  to  a mini- 
mally supportive  one  with  dextrose- 
containing  solutions  only. 

Method  and  Mechanisms  of  Support 

The  decision  of  when  to  institute 
nutritional  support  is  sometimes  a dif- 
ficult one.  Good  guidelines  to  use  are 
the  patient’s  weight  in  relation  to  ideal 
body  weight  and  the  amount  of  weight 
loss  in  the  recent  past.  If  a patient  is 
below  ideal  body  weight  or  has  lost 
10  per  cent  of  his  usual  body  weight 
in  the  preceding  three  months,  then 
some  form  of  nutritional  support  is 
indicated. 

This  is  instituted  by  first  calculat- 
ing the  patient’s  caloric  and  protein 
needs.  For  a person  with  minimal  ac- 
tivity this  requirement  is  approx- 
imately 30  Kcal/kg  and  one  gm  Pro- 
tein/kg per  day.  One  can  be  more  ac- 
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curate  by  calculating  body  surface 
area  and  adjusting  the  requirements 
for  age  and  sex.12  If  one  wishes  to 
replete  body  stores,  then  1,000  extra 
calories  per  day  with  15  per  cent  of 
those  extra  calories  as  protein  ought 
to  be  provided. 

The  goals  of  nutritional  support 
vary  with  the  clinical  status  of  the  pa- 
tient. A person  with  end-stage  cancer 
who  has  no  effective  treatment  options 
left  will  be  supported  with  the  goal 
of  trying  to  prevent  ongoing  lean  body 
mass  loss.  A person  with  a tropho- 
blastic tumor  or  testicular  carcinoma 
who  is  malnourished  but  will  likely  re- 
spond to  treatment  would  be  vig- 
orously nutritionally  supported. 

The  mode  of  support  depends  on 
the  functional  status  of  the  patient’s 
gastrointestinal  tract.  If  the  gut  works, 
use  it.  Occasionally,  some  innovative 
approaches  must  be  taken  in  order  to 
use  the  gut.  Examples  of  these  in- 
clude an  esophagostomy  tube,13  a 
combined  gastrostomy  - jejunal  tube 
which  simultaneously  decompresses 
the  stomach  while  feeding  into  the 
jejunum,14  and  a nasoduodenal  tube 
for  patients  with  gastric  ileus.15  Stric- 
tures in  the  upper  gastrointestinal 
tract  may  be  traversed  with  the  aid 
of  fluoroscopy  so  that  the  gut  can  be 
used. 

Intravenous  Route: 

When  the  gut  is  nonfunctional, 
either  due  to  anatomic  or  physiologic 
obstruction,  the  intravenous  route  is 
used.  The  Hickman  and  Broviac  si- 
lastic catheters  were  developed  to  pro- 
vide long-term  venous  access.  Such 
lines  are  used  for  multiple  purposes, 
including  blood  drawing,  infusion  of 
chemotherapy,  and  infusion  of  nu- 
trients. Because  of  this  multiple  use, 
the  line  is  at  risk  to  become  infected. 
Hence,  double  Hickman  and  Hickman- 
Broviac  combined  catheters  have  been 
developed.  Such  catheters  allow  one 
line  to  be  dedicated  to  nutritional  sup- 
port solutions  while  the  other  is  used 
for  venous  access.  Since  patients  who 
require  these  lines  frequently  have 
need  for  more  than  one  venous  line, 
the  double  silastic  catheter  should  be 
the  one  usually  used. 


Decompressing  Gastrostomy: 

An  ancillary  procedure  that  can  be 
performed  along  with  Hickman  line 
placement  is  a decompressing  gastro- 
stomy under  the  same  anesthetic.  With 
the  recent  development  of  the  per- 
cutaneous endoscopic  gastrostomy,16 
both  of  these  procedures  could  be 
done  under  local  anesthesia  with  seda- 
tion. With  this  approach  of  Hickman 
line  placement  and  decompressing  gas- 
trostomy, a patient  may  be  sent  home 
with  a nutrition/hydration  regimen 
and  gastrostomy  to  provide  drainage 
for  optimal  palliation.  The  goal  here 
is  to  optimize  the  patient’s  remaining 
weeks  of  life.  Nutritional  support  is 
only  a small  part  of  that  goal.  This 
approach  has  the  added  advantage  of 
being  less  costly. 

Preoperative  Preparation: 

A final  thought  regarding  nutrition 
and  cancer  relates  to  preoperative  pre- 
paration of  a depleted  patient.  In  pa- 
tients who  are  to  undergo  elective  sur- 
gical resection,  there  is  now  good  evi- 
dence that  rates  of  morbidity  and 
mortality  are  reduced  if  the  malnour- 
ished patient  is  given  7 to  10  days  of 
preoperative  Total  Parenteral  Nutri- 
tion (TPN). 17,18  This  applies  espe- 
cially to  patients  with  head  and  neck 
tumors  and  upper  gastrointestinal 
tract  tumors.  A beneficial  role  for  ad- 
juvant nutritional  support  in  patients 
undergoing  radiotherapy19  or  chem- 
otherapy20 has  not  been  proved  in 
terms  of  response  rate,  tolerance  of 
treatment  regimen,  or  side  effects. 
Therefore,  prophylactic  nutritional 
support  should  not  be  instituted  in 
such  patients. 

Assessing  Efficacy  of  Therapy 

Methods  of  determining  the  efficacy 
of  a given  nutritional  regimen  vary 
from  the  simple  measure  of  monitor- 
ing daily  weights  to  the  complex  tech- 
nique of  serial  underwater  weights  to 
assess  lean  body  mass.  Certainly  the 
former  should  be  done  as  a rough  as- 
sessment of  progress,  realizing  the 
limitations  of  interpreting  body  weight 
changes.  Another  helpful  tool  is  a 24- 
hour  collection  of  urine  for  urea.  This 
will  allow  the  clinician  to  calculate 
nitrogen  balance  and,  thus,  protein 
economy.  One  limitation  of  this  tech- 


nique in  a cancer  patient  is  the  pos- 
sibility that  the  tumor  is  in  positive 
nitrogen  balance  while  the  host  is  in 
zero  or  negative  nitrogen  balance.  As 
yet  there  is  no  good,  clinically  applic- 
able test  to  assess  separately  tumor 
metabolism  from  host  metabolism. 

A practical  method  of  assessment 
is  the  patient’s  level  of  function  and 
sense  of  well  being.  Often  a patient 
will  feel  much  better  and  be  able  to 
do  more  after  beginning  a nutritional 
repletion  regimen.  This  effect  is  dif- 
ficult to  assess  objectively,  and  may 
be  due  partially  to  a placebo  effect. 
Nevertheless,  it  is  important  and 
should  be  evaluated  in  assessing  the 
success  of  one’s  nutritional  support 
regimen. 

Serial  biochemical  tests  and  anthro- 
pomorphic measurements  have  mini- 
mal usefulness.  They  reflect  the  over- 
all hydration  and  clinical  status  of  the 
patient,  and  may  be  useful  for  that 
reason.  They  do  not,  however,  dis- 
tinguish malnutrition  from  normal  nu- 
trition absolutely. 

Thus,  the  primary  means  of  follow- 
ing a cancer  patient  with  nutritional 
complications  is  body  weight  and  over- 
all functional  status.  If  the  patient  is 
not  doing  well,  a 24-hour  urine  col- 
lection for  urea  should  be  obtained  to 
calculate  nitrogen  balance.  Serum  al- 
bumin, liver  function  tests,  serum 
transferrin,  triceps  skin  fold,  and  de- 
layed hypersensitivity  skin  tests  are  of 
secondary  importance  as  nutritional 
indicators  while  remaining  useful  as 
general  follow-up  biochemical  indices 
in  cancer  patients. 

Summary 

Patients  with  cancer  frequently 
have  nutritional  problems  due  to  a 
complex  interaction  of  multiple  fac- 
tors. A practical  approach  is  to  fol- 
low body  weight  carefully  and  inter- 
vene with  artificial  feeding  when  a 
predetermined  amount  of  weight  has 
been  lost.  Enteral  support  is  optimal 
but  the  parenteral  route  is  also  useful 
if  the  gut  is  nonfunctional.  The  prog- 
nosis for  the  type  and  stage  of  cancer 
and  the  overall  prognosis  with  treat- 
ment are  important  factors  to  be 
weighed  when  making  nutritional  sup- 
port decisions.  Finally,  in  long-term 
followup,  assessment  of  body  weight 
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and  functional  status  are  important  in 
determining  the  success  of  the  nutri- 
tional therapy. 
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Cholelithiasis 
In  Pregnancy 

KATRINA  J.  GARTEN,  RDMS 
ROBERT  P.  PULLIAM,  M.  D. 

Beckley,  West  Virginia 


Gallbladder  scans  obtained  at  the 
time  of  routine  obstetrical  ultrasono- 
grams showed  a 7.4  - per  cent  inci- 
dence of  asymptomatic  gallstones. 
Gallbladder  volume  also  was  shown 
to  grow  with  increasing  duration  of 
pregnancy.  Scans  of  the  gallbladder 
should  be  performed  as  a routine  part 
of  all  obstetrical  ultrasound  examina- 
tions. 

Studies  conducted  as  early  as  the 
late  1800s  showed  the  frequency 
of  gallstones  to  be  three  times  greater 
in  women  than  in  men.  It  has  been 
suggested  that  pregnancy  may  be  re- 
sponsible for  this  difference.1  The 
motility  of  the  biliary  tract  is  prob- 
ably reduced  during  normal  preg- 
nancy, resulting  in  a greater  concen- 
tration of  bile  in  the  gallbladder  and 
biliary  stasis.2  This  biliary  stasis, 
known  to  increase  gallstone  forma- 
tion, presumably  is  caused  by  the  in- 
creased levels  of  estrogen  and  pro- 
gesterone during  pregnancy.  The  in- 
creased incidence  of  gallstones  in 
women  using  oral  contraceptives  and 
the  35-per  cent  frequency  of  nonvis- 
ualization of  the  gallbladder  with  oral 
cholecystography  in  pregnancy  gives 
credence  to  this  view.3 

It  has  been  estimated  that  15  mil- 
lion people  have  gallstones.  At  the 
Conference  on  Digestive  Disease  as  a 
National  Problem,  Ingelfinger  is 
quoted  as  saying,  “The  exact  pre- 
valence of  gallstones  is  unknown.  To 
determine  the  frequency  of  asympto- 
matic stones,  surveys  of  selected  pop- 
ulation groups  are  necessary.”4 

Ultrasound  is  now  accepted  as  the 
primary  method  of  gallbladder  imag- 
ing. The  absence  of  radiation  and  the 


non-invasive  character  of  the  examina- 
tion make  this  modality  ideal  for  the 
study  of  pregnant  patients.  This  study 
was  undertaken  to  establish  the  inci- 
dence of  cholelithiasis  in  pregnancy, 
to  study  gallbladder  size  during  gesta- 
tion, and  to  establish  the  feasibility  of 
ultrasonic  gallbladder  examination 
during  routine  obstetrical  ultrasound 
examination. 

Materials  and  Methods 

This  study  included  all  patients  re- 
ferred for  routine  obstetrical  ultra- 
sound examinations.  Patients  were 
eliminated  from  the  study  if  they  had 
had  previous  cholecystectomies,  had 
prior  cholecystitis,  or  had  knowledge 
of  having  cholelithiasis  prior  to  the 
pregnancy.  Following  routine  obste- 
trical ultrasound  examinations,  the 
"allbladder  was  scanned  in  supine  and 
decubitus  positions  using  a 3.5  MHz 
ATL  mechanical  sector  scanner.  Prior 
fasting  was  not  a requirement. 

Using  freeze-frame  and  electronic 
calipers,  the  greatest  length  and  width 
of  the  gallbladder  was  measured  in 
longitudinal  orientation,  and  the 
breadth  was  measured  on  a transverse 
scan.  Volumes  were  calculated  using 
the  formula  for  a prolate  ellipsoid 
( V — 4 / 3 IT  abcl.  Criteria  used  for 
the  ultrasonic  diagnosis  of  gallstones 
were:  Type  I - posterior  acoustic 
shadowing  and  dependent  movement 
of  echodensities  within  the  gallblad- 
der; Type  II  - the  gallbladder  not 
visualized,  hut  strong  echoes  with 
acoustic  shadows  were  seen  in  the  gall- 
bladder fossa;  Type  III  - multiple 
weak  echoes  which  move  with  gravity 
hut  do  not  shadow;  and  Type  IV  - an 
echogenic  focus  that  does  not  shadow 
but  moves  with  gravity.5 

Results 

Satisfactory  visualization  of  the 
gallbladder  was  obtained  in  202  of 
203  subjects.  Gallstones  were  identi- 
fied in  15  subjects,  or  7.4  per  cent  of 
patients.  The  diagnosis  of  choleli- 
thiasis was  made  in  each  case  based 
on  Type  I findings  (Figure). 

The  findings  of  gallstones  in  rela- 
tion to  age,  pre-pregnant  weight  and 
parity  are  shown  in  Tables  1.  2,  and  3. 
Each  table  contains  parameter  distri- 
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butions  for  obstetrical  populations  in 
our  area. 

The  relationship  between  gallblad- 
der volume  and  gestational  age  is 
shown  in  Table  4.  Although  previous 
studies  have  suggested  that  the  gall- 
bladder is  larger  in  the  latter  stages 
of  pregnancy,  our  data  showed  no 
clear  relationship  to  exist  when  gesta- 
tional age  was  plotted  versus  gallblad- 
der volume.  A high  intra-group  vari- 
ance existed.  Average  figures  by  tri- 
mester, however,  did  show  an  increase 
in  volume  in  the  second  and  third  tri- 
mesters. 

Discussion 

It  is  still  generally  believed  that 
cholelithiasis  is  a disease  of  the  mid- 
dle-aged, obese  female.  Through  the 
years,  the  view  of  cholelithiasis  has 
been  based  on  the  old  adage  of  “fair, 


Figure.  Subcostal  oblique  scan  of  the  gall 
bladder  with  internal  echoes  and  posterior 
shadowing  in  patient  of  13  weeks’  gestation. 


TABLE  1 

Age  Distribution  — Gallstones 


Obstetrical 


Age 

Stones 

Study 

Population 

15-19 

1 

38  (18.7%) 

42  (21.0%) 

20-24 

2 

68  (33.5%) 

73  (36.5%) 

25-29 

6 

55  (27.0%) 

51  (25.5%) 

30-34 

6 

37  (18.2%) 

30  (15.0%) 

35-39 

0 

5 ( 2.4%) 

3 ( 1.5%) 

>40 

0 

0 ( 0.0%) 

1 ( 0.5%) 

TABLE  2 

Patient  Weight  Distribution  — 

Gallstones 

Obstetrical 

Weight 

Stones 

Study 

Population 

< 100 

0 

7 ( 3.4%) 

4 ( 1.8%) 

100-134 

5 

99  (48.7%) 

85  (38.5%) 

135-170 

1 

59  (29.0%) 

65  (29.4%) 

> 170 

9 

38  (18.7%) 

67  (30.3%) 

TABLE  3 

Parity  Distribution  — Gallstones 


Parity  Stones 

Study 

Obstetrical 

Population 

0 5 

82  (40.3%) 

105  (47.5%) 

1 3 

73  (35.9%) 

84  (38.0%) 

2 3 

39  (19.2%) 

24  (10.8%) 

3 4 

8 ( 3.9%) 

6 ( 2.7%) 

4 or  more  0 

1 ( 0.5%) 

2 ( 1.0%) 

TABLE  4 

Gallbladder  Volume  by  Trimester 

Number 

Gallbladder 
volume  (ml) 

First  trimester 

63 

13.98  ± 8.8 

Second  trimester 

81 

15.89  ± 9.2 

Third  trimester 

59 

22.22  ± 17.3 

fat,  fertile  and  forty.”6  Our  study 
does  confirm  that  gallstones  are  more 
prevalent  in  the  obese  female,  but  also 
tends  to  support  the  theory  that  cho- 
lelithiasis develops  early  in  adult  life, 
particularly  in  the  parous  woman,  and 
may  remain  undetected  until  middle- 
age7  due  to  the  absence  of  symptoms. 
Similar  findings  have  been  reported 
by  Williamson,  who  detected  gall- 
stones in  11.3  per  cent,8  and  Stauffer 
et  al.,  who  reported  3.5  per  cent.9 

The  gallbladder  is  easily  visualized 
without  significantly  adding  to  the  ex- 
amination time  in  the  pregnant  pa- 
tient. Virtually  100-per  cent  visualiza- 
tion in  the  non-fasting,  pregnant  fe- 


male is  possible.  Surgical  studies 
have  concluded  that  50  per  cent  of  pa- 
tients with  asymptomatic  gallstones 
will  eventually  develop  symptoms,  and 
as  many  as  20  per  cent  will  have  ma- 
jor complications.8  These  conclusions 
in  conjunction  with  the  present  find- 
ings suggest  that  a survey  scan  of  the 
gallbladder  should  become  an  integral 
part  of  every  routine  obstetrical  ultra- 
sound examination. 
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Hyponatremia,  a common  occur- 
rence in  hospitalized  patients,  may  re- 
sult in  serious  neurological  sequelae  if 
left  untreated.  Mechanisms  respon- 
sible for  hyponatremia  include  altera- 


tions in  total  body  salt  and  water  con- 
centrations, and  hormonal  imbalances. 
A central  nervous  system  lesion,  cen- 
tral pontine  myelinolysis,  may  result 
from  incorrect  therapy  of  hypona- 
tremia. This  paper  will  discuss  the 
etiologies  and  therapies  of  hypona- 
tremia. 

Case  Report 

A 50-year-old  alcoholic,  white  fe- 
male presented  to  West  Virginia  Uni- 
versity Hospital  with  lethargy,  ortho- 
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static  hypotension,  and  serum  sodium 
of  110  mEq/L.  No  documented 
seizure  activity  occurred.  Physical  ex- 
amination revealed  dry  mucous  mem- 
branes, and  an  absence  of  ascites  and 
leg  edema.  Cardiopulmonary  ex- 
amination was  normal.  Skin  pigmen- 
tation was  normal.  Neurological  ex- 
amination revealed  lethargy  and  dis- 
orientation. 

Initial  laboratory  studies  were  signi- 
ficant for  a potassium  of  4 mEq/L. 
a normal  SMA  12/ 60,  urine  sodium 
of  10  mEq/L  and  a hemoglobin  of  17 
g/ dl.  Serum  cholesterol  and  trigly- 
cerides were  normal. 

She  was  treated  with  intravenous 
normal  saline,  and  her  mental  status 
returned  to  normal.  Her  serum  so- 
dium corrected  to  140  mEq/L  within 
a 36-hour  period.  She  was  discharged 
without  neurological  sequelae. 

Incidence,  Mortality 

Hyponatremia,  a low-m  e a s u r e d 
plasma  sodium,  may  be  secondary  to 
many  causes.  Its  incidence  in  a gen- 
eral hospital  population  is  about  one 
per  cent.1  The  mortality  of  severe 
hyponatremia  ( serum  sodium  less 
than  106  mEq/L)  approaches  66  per 
cent.2 * *  This  discussion  will  review  the 
various  causes  of  hyponatremia  and 
treatment  options. 

When  faced  with  hyponatremia,  a 
detailed  history  and  physical  examina- 
tion are  mandatory.  Important  his- 
torical data  include  recent  illnesses  or 
surgeries,  drug  usage,  weight  gain  or 
loss,  vomiting,  diarrhea,  changes  in 
mental  status,  and  any  condition  re- 
quiring a physician’s  care.  The  phy- 
sical examination  should  determine 
volume  status  (orthostatic  blood  pres- 
sures, pulse,  skin  turgor,  evidence  of 
edema,  ascites,  jugular  venous  dis- 
tention), mental  status,  and  signs  of 
adrenal  and  thyroid  dysfunction.  Var- 
ious laboratory  tests  aid  in  determin- 
ing therapy.  The  serum  osmolality 
may  be  measured  or  calculated  from 
the  formula:  serum  osmolality  = 2 
(Na)  + BUN/2.8  + glucose/ 18. 

Hyponatremia  is  considered  in  five 
subsets:  delusion,  dilution,  depletion, 
endocrine,  and  syndrome  of  inappro- 
priate ADH  secretion  (SIADH). 


Delusional  Hyponatremia 

This  category  refers  to  decreased 
measured  sodium  secondary  to  labora- 
tory error,  hyperlipidemia  or  hyper- 
glycemia. Laboratory  error  indicates 
clerical  error,  drawing  specimen  too 
near  a hypotonic  infusion  and,  rarely, 
machine  dysfunction.  This  issue  is 
generally  resolved  by  obtaining  a re- 
peat sample. 

The  laboratory  measurement  of  so- 
dium actually  underestimates  the 
plasma  water  sodium  concentration. 
Laboratory  equipment  cannot  meas- 
ure sodium  in  the  solid  portion  of 
plasma.  Normally,  plasma  is  about 
93  per  cent  liquid,  with  lipids  and  pro- 
teins accounting  for  the  other  seven 
per  cent.  The  sodium  concentration  in 
this  liquid  portion  is  approximately 
150  mEq/L.  In  hyperlipidemia  and 
multiple  myeloma,  the  solids  occupy  a 
greater  percentage  of  the  plasma:  the 
laboratory  therefore  further  underes- 
timates the  sodium  concentration  and 
may  record  hyponatremia.3,4  Thus, 
we  may  have  normal  sodium  concen- 
tration in  the  plasma  water  but  the 
total  measured  plasma  sodium  will  be 
low.  We  should  then  measure  lipid 
concentration,  and  both  calculate  and 
measure  the  serum  osmolality.  If  a 
difference  of  more  than  10  mOms/kg 
Hl.O  exists  between  the  serum  os- 
molality values,  consider  hyperlipi- 
demia. 

Hyponatremia,  a lotv-mea- 
snred  plasma  sodium , may  be 
secondary  to  many  causes. 

Hyperglycemia  accounts  for  hypo- 
natremia via  two  mechanisms:  1)  Glu- 

cose is  an  osmotic  agent  without  ac- 

cess to  the  intracellular  space,  and 
may  cause  a diuresis  leading  to  salt 

and  water  depletion,  and  2)  The  os- 
motic action  of  a glucose  causes  fluid 
to  leave  the  intracellular  space  and 
dilute  the  remaining  intravascular  so- 
dium. For  every  100  mg/dl  rise  in 
glucose,  the  sodium  should  fall  by  1.6 
mEq/L.  Therefore,  a glucose  of  600 
mg/ dl  should  cause  sodium  to  fall  by 

5 x 1.6  or  8 mEq/L.  A decrease  by  a 

larger  amount  implies  that  another 

process  such  as  hyperlipidemia  must 
be  present.  Knowledge  of  the  pa- 

tient’s glucose  therefore  is  mandatory. 


Dilutional  Hyponatremia 

If  the  total  body  water  is  increased 
greatly  out  of  proportion  to  the  total 
body  sodium,  hyponatremia  will  oc- 
cur. This  is  commonly  seen  in  pa- 
tients with  edematous  states  such  as 
congestive  heart  failure,  hepatic  dys- 
function with  ascites,  and  nephrotic 
syndrome.  These  patients  have  an  in- 
creased amount  of  interstitial  fluid 
but  a decreased  intravascular  volume. 

The  kidney  reacts  by  increasing 
proximal  sodium  reabsorption  and  de- 
creasing distal  water  delivery.  There 
is  an  increase  in  ADH  secretion  plus 
an  activation  of  the  renin-aldosterone 
system.  Thus,  a small  amount  of  con- 
centrated urine  is  excreted.  The  thirst 
mechanism  is  stimulated,  and  hypo- 
natremia develops  in  the  face  of  an 
increase  in  total  body  sodium  and  a 
marked  increase  in  total  body  water. 
Laboratory  tests  show  a urinary  so- 
dium under  10  mEq/L  illustrating  the 
avid  sodium  retention. 

Overadministration  of  hypotonic  so- 
lutions to  patients,  particularly  those 
with  a degree  of  renal  insufficiency, 
can  also  cause  a dilutional  hypona- 
tremia. Self-induced  water  intoxica- 
tion generally  occurs  in  psychotic  pa- 
tients; a serum  sodium  of  84  mEq/L 
is  believed  to  be  the  lowest  recorded 
value.5  These  individuals  are  able  to 
ingest  large  amounts  of  water  daily. 
Antipsychotic  medications  may  stim- 
ulate thirst,  stimulate  ADH  secretion, 
and  sensitize  patients  to  their  own 
ADH.6 

Diuretics  and  oral  hypoglycemics 
also  decrease  dilute  urine  excretion,7 
which  further  exaggerates  hypona- 
tremia. These  patients  do  not  have 
signs  of  excess  total  body  water  such 
as  edema  but  will  have  central  nervous 
system  changes  such  as  lethargy, 
coma,  etc. 

Patients  with  increased  beer  inges- 
tion may  manifest  profound  hypona- 
tremia.8 These  individuals  are  usually 
heavy  drinkers  (six  or  more  liters  of 
beer/day)  and  have  a mild  hypona- 
tremia. With  binge  drinking  and  an 
inappropriate  ADH  secretion,  severe 
hyponatremia  may  result. 

Depletional  Hyponatremia 

In  this  circumstance,  total  body  salt 
stores  are  depleted  to  a greater  degree 
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than  total  body  water.  Since  normal 
kidneys  can  conserve  sodium  avidly, 
only  rarely  is  this  condition  due  to  de- 
creased sodium  intake.  There  are  a 
number  of  ways  in  which  sodium  loss 
may  be  increased.  This  includes 
vomiting,  diarrhea,  increased  abdomi- 
nal cavity  fluid  (peritonitis  or  pan- 
creatitis), increased  bowel  lumen  fluid 
(colitis  or  ileus),  cathartic  abuse, 
nasogastric  drainage,  or  excessive 
sweating.  These  patients  are  hypoten- 
sive with  physical  evidence  of  fluid 
depletion.  Their  urine  sodium  is  less 
than  10  mEq/L  and,  with  the  loss  of 
plasma  volume,  the  hematocrit  is  in- 
creased. 

The  decreased  volume  stimulates 
the  kidney  to  increase  proximal  so- 
dium reabsorption,  decrease  distal 
water  delivery,  and  decrease  excretion 
of  solute  free  water.  The  renin-aldo- 
sterone system  is  activated,  and  ADH 
secretion  increases,  which  enhances 
renal  water  reabsorption,  thereby  fur- 
ther decreasing  solute-free  water  ex- 
cretion. Despite  stimulation  of  the 
thirst  center,  water  and  salt  stores  can- 
not be  adequately  replaced. 

If  a patient  exhibits  signs  of  fluid 
depletion  but  has  an  elevated  urinary 
sodium,  one  of  several  possibilities  is 
present.  Diuretic  use  may  cause  a 
rapid  fall  in  the  plasma  sodium;9  100 
mg  of  hydrochlorothiazide  per  day 
may  decrease  the  sodium  by  18 
mEq/L  in  a 36-hour  span.  It  is  often 
associated  with  hypokalemia  and  met- 
abolic alkalosis.  Since  diuretics  block 
sodium  and  chloride  reabsorption,  a 
solute-free  urine  cannot  be  excreted, 
and  sodium  depletion  then  may  de- 
velop. The  hypokalemia  acts  as  a 
stimulus  for  ADH  secretion.  These 
patients  have  an  increased  urinary 
chloride. 


Severe  hypothyroidism  may 
be  associated  with  hyponatre- 
mia. The  urine  sodium  tends  to 
be  above  20  mEq/L. 

Osmotic  diuresis  from  glucose  and 
mannitol  can  also  cause  sodium  deple- 
tion. Sudden  relief  of  a urinary  tract 
obstruction  causes  a urea-induced 
diuresis  and  sodium  depletion.  A 
proximal  renal  tubular  acidosis  causes 
bicarbonate  wasting  with  sodium  ac- 


companying it  to  maintain  electroneu- 
trality. Ketoaciduria  also  causes  an 
obligate  sodium  wasting. 

A number  of  primary  renal  diseases 
may  also  cause  sodium  wasting.  Tub- 
ular disorders  including  polycystic 
kidney  disease,  medullary  sponge  kid- 
ney and  chronic  pyelonephritis  cause 
sodium  wasting  despite  normal  sodium 
intake.  The  diuretic  phase  of  acute 
tubular  necrosis  also  may  cause  so- 
dium wasting.  In  chronic  renal  fail- 
ure, there  is  a decreased  ability  to  de- 
crease sodium  excretion  if  intake  is 
reduced.  If  these  patients  become 
anorectic  or  vomit,  they  have  a further 
decrease  in  serum  sodium,  further  ag- 
gravating renal  dysfunction. 

A poorly  understood  phenomenon 
known  as  cerebral  salt  wasting10  may 
occur.  These  patients  have  cerebral 
lesions  ( meningitis,  stroke,  tumor  I 
and  show  characteristics  of  SIADH 
since  they  are  unable  to  conserve  so- 
dium. They  are  best  treated  with 
both  saline  and  a mineralocorticoid  to 
prevent  urinary  salt  wasting. 

Endocrine  Diseases 

Severe  hypothyroidism  may  be  as- 
sociated with  hyponatremia.  The  urine 
sodium  tends  to  be  above  20  mEq/L. 
A decrease  in  “effective”  blood  vol- 
ume, a decreased  glomerular  filtration 
rate  and  decreased  cardiac  output 
cause  an  alteration  in  the  renal  salt 
and  water  handling.  This,  coupled 
with  an  increased  ADH  level,  de- 
creases proximal  sodium  reabsorp- 
tion. further  lowering  serum  sodium. 

Mineralocorticoid-deficient  patients 
I Addison's  disease)  have  extracellular 
fluid  depletion,  an  increased  serum 
creatinine  (generally  not  above  eight 
mg/dl),  hyperkalemia,  and  a urinary 
sodium  over  20  mEq/L.  Mineralocor- 
ticoids  exert  their  effects  on  the  distal 
convoluted  tubules  and  collecting 
ducts,  increasing  sodium  and  chloride 
reabsorption  and  potassium  and  hy- 
drogen excretion.  Other  findings  in- 
clude a history  of  increased  skin  pig- 
mentation, abdominal  pain,  weight 
loss,  nausea,  and  vomiting.  The  cor- 
tosyn  stimulation  test  aids  in  the 
diagnosis. 

Glucocorticoids  have  a weak  min- 
eralocorticoid activity.  They  also  de- 
crease the  inward  migration  of  water 


into  cells,  decrease  ADH  secretion, 
and  increase  glomerular  filtration  rate, 
thereby  increasing  solute-free  water 
excretion.  Diagnosis  is  made  via  the 
cortrosyn  stimulation  test. 

Thus,  a defect  in  the  pituitary  ( de- 
creased TSH  or  ACTH  release ) or  a 
primary  defect  in  the  adrenal  or  thy- 
roid gland  may  manifest  as  hypona- 
tremia. 

Syndrome  of  Inappropriate  ADH 
(SIADH) 

ADH  secretion  is  normally  stim- 
ulated by  hypovolemia  and  hyper- 
tonicity. These  conditions  also  stim- 
ulate the  thirst  mechanism.  ADH  in- 
creases water  permeability  from  the 
urinary  space  to  the  intravascular 
space,  increases  sodium  and  chloride 
reabsorption  from  the  ascending  loop 
of  Henle  and,  via  a pressor  action,  in- 
creases blood  pressure. 

A number  of  malignancies  are  as- 
sociated with  SIADH.  This  list  in- 
cludes oat  cell  carcinoma  of  lung, 
pancreatic  and  duodenal  tumors,  lym- 
phosarcoma, Hodgkins’  disease,  and 
thymomas.  The  list  of  drugs  known  to 
potentiate  ADH  release  includes  chlor- 
propamide ( Diabinese®),  antipsycho- 
tic medications,  Cytoxan,®  carbamazi- 
pine  (Tegretol®),  general  anesthetic 
agents,  narcotics,  barbituates,  tricyclic 
antidepressants,  diuretics,  nicotine, 
vincristine,  oxytocin,  and  clonidine 
(Catapres®).  Emotional  stress,  pain, 
and  nausea  may  also  cause  this  condi- 
tion. Nonmalignant  pulmonary  dis- 
orders ( tuberculosis,  lung  abscesses, 
pneumonia,  status  asthmaticus)  pro- 
mote the  release  of  ADH.  Central 
nervous  system  disorders  such  as  skull 
fracture,  subdural  or  subarachnoid 
hemorrhage,  cerebrovascular  accident, 
cerebral  atrophy,  lupus  cerebritis  and 
porphyria  have  been  associated  with 
SIADH. 

Stimulates  Thirst 

The  abnormal  release  of  ADH  in- 
creases distal  water  reabsorption  and 
stimulates  thirst,  increasing  intake. 
These  combine  to  increase  total  body 
water.  In  this  disorder,  ADH  secre- 
tion is  not  reduced,  and  the  kidney 
reacts  by  decreasing  proximal  sodium 
reabsorption,  causing  sodium  wasting. 
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Blood  volume  is  maintained  by  the 
increased  total  body  water. 

This  diagnosis  is  one  of  exclusion. 
Hypovolemia  or  evidence  of  a de- 
creased “effective”  blood  volume  must 
be  ruled  out  because  these  stimulate 
normal  ADH  release.  SIADH  patients 
have  normal  blood  pressure,  lack  of 
edema,  normal  adrenal  and  thyroid 
function,  and  a hypoosmolar  serum 
with  a urine  not  maximally  dilute. 
Laboratory  findings  include  a normal 
to  low  BUN  and  serum  creatinine,  a 
urine  sodium  over  40  mEq/L,  and  a 
low  serum  uric  acid.11 

Therapy 

Treatment  involves  correction  of 
specific  causes  of  the  hyponatremia. 
Insulin  and  saline  are  appropriate  for 
hyperglycemic  patients.  Any  under- 
lying illnesses  should  be  treated;  ex- 
cess salt  and  water  may  be  removed 
by  restriction  and  diuretics,  and  those 
with  sodium  depletion  may  be  re- 
plenished. Demeclochlorotetracyline, 
in  doses  of  600-1200  mg/d,  has  been 
used  in  those  with  chronic  SIADH 
to  cause  a nephrogenic  diabetes 
insipidus.  Generally,  a sodium  over 
125  mEq/L  can  be  corrected  easily, 
and  usually  is  not  associated  with 
severe  symptoms. 

If  a patient  is  believed  to  have 
water  and  salt  excess,  and  due  to 
neurological  symptoms  needs  rapid 
correction,  then  the  treatment  involves 
inducing  a salt  and  water  diuresis 
with  Lasix  and  replacement  of  salt 
with  three-per  cent  saline.  For  ex- 
ample, if  a patient  weighs  70  kg,  the 
total  body  water  (TBW)  is  estimated 
to  be  42  liters  (60  per  cent  of  70  kg). 
If  the  serum  sodium  is  110  mEq/L, 
and  we  wish  to  correct  to  130  mEq/L, 
we  multiply  this  fraction  (130/110) 
and  TBW.  The  difference  between 
this  (49.5)  and  the  normal  TBW  (42) 
is  the  amount  of  the  water  excess.  In 
our  example,  the  difference  is  7.5 
liters.  If  we  plan  to  correct  the  hy- 
ponatremia over  a 10-hour  period,  we 
need  a net  hourly  loss  of  750  cc  of 
water.  If  IV  Lasix®  causes  a diuresis 
of  one  liter  per  hour,  250  cc  of  three- 


per  cent  saline  is  given  over  the  cor- 
responding time  period12  for  replace- 
ment. 

Formulas 

If  the  hyponatremia  is  caused  solely 
by  salt  and  water  depletion,  we  can 
estimate  the  sodium  deficit  by  for- 
mulas. The  product  of  TBW  and  de- 
gree of  hyponatremia  estimate  the 
deficit.  For  example,  in  the  above  pa- 
tient, the  serum  sodium  of  110  mEq/L 
is  to  be  raised  to  130  mEq/L,  then  the 
sodium  deficiency  is  (20  mEq/L)  x 
42  L or  840  mEq.  Five-per  cent 
saline,  855  mEq/L  of  sodium  chloride, 
approximates  one  mEq  Na/ ml.  There- 
fore, this  deficit  may  be  corrected  by 
administering  840  cc  of  five-per  cent 
saline  or  5.45  liters  of  0.9-per  cent 
saline  (154  mEq  Na/L)  over  the  ap- 
propriate time  frame.  This  latter 
therapy  was  used  in  our  patient. 

Hypertonic  saline  is  rarely  used 
since  some  believe  its  use  to  be  as- 
sociated with  central  pontine  mye- 
linolysis  (CPM).  The  disorder,  a 
lesion  in  the  center  of  the  pons  with 
myelin  destruction,  occurs  most  often 
in  alcoholics  and  those  with  severe 
illnesses  such  as  cancer,  sepsis,  and 
severe  malnutrition.  Diagnosis  on 
physical  examination  alone  is  rare. 
Symptoms  range  from  none  to  flaccid 
quadriplegia,  and  the  diagnosis  must 
be  made  with  anatomical  material. 
In  reviews  of  patients  with  CPM,13 
approximately  25  per  cent  presented 
with  hyponatremia.  If  severe  hypona- 
tremia (110  mEq  Na/L  or  less)  was 
corrected  to  mildly  hyponatremic 
levels  (123-135  mEq/L)  at  a rate  of 
two  to  three  mEq/L/hr  with  hyper- 
tonic saline  in  nonalcoholic  patients, 
survival  was  over  85  per  cent,  and  no 
patients  developed  CPM.  If  that  de- 
gree of  hyponatremia  was  corrected 
more  slowly,  0.6  mEq/L/hr  or  less, 
survival  fell  to  58  per  cent  overall: 
only  50  per  cent  of  alcoholics  in  this 
group  survived,  and  all  the  alcoholics 
developed  CPM.14 

Thus,  hyponatremia  may  result 
from  many  causes.  Once  the  cause 
for  the  hyponatremia  is  established, 


therapy  may  be  instituted.  Hyper- 
tonic saline  generally  has  been  re- 
served for  acute  symptomatic  hypona- 
tremia. However,  if  the  sodium  is 
raised  by  two  mEq/L/hr  to  a mildly 
hyponatremic  level  acutely,  CPM 
rarely  occurs  unless  a predisposing 
illness  such  as  alcoholism,  sepsis,  or 
malnutrition  is  present. 
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Our  Greatest  Hour 


By  the  time  this  month’s  Journal 
reaches  your  office,  West  Virginia’s 
67th  Legislature  will  have  deliberated 
and  have  decided  many  issues. 
Among  the  monumental  decisions  will 
be  what  to  do  about  the  malpractice 
crisis,  the  “people  problem”  in  West 
Virginia. 

The  physicans  of  West  Virginia 
have  demonstrated  in  good  faith  their 
willingness  to  bring  improvements  in 
the  areas  most  criticized  by  those  who 
opposed  our  campaign  to  educate  our- 
selves, the  public  and  promote  liability 
law  reforms. 

None  of  the  26  physicians  respon- 
sible for  42  per  cent  of  malpractice 
actions  in  the  decade  of  the  70s  now 
practices  in  West  Virginia.  We  are 
intensifing  our  credentialing  process, 
tightening  our  infection,  tissue,  com- 
plications and  death  review  pro- 
cedures, and  our  peer  review  and 
quality  assurance  examinations.  We 
advocate  appropriate  recording  of 
frank  malpractice  information. 


Likewise  we  have  called  attention 
to  many  pertinent  facts  contributing 
to  West  Virginia’s  malpractice,  “peo- 
ple problem’’  affordability  crisis. 
Among  these  are:  the  developing  un- 
availability of  re-insurers  and  in- 
surance companies  willing  to  sell 
medical  liability  insurance  in  our 
state  (SL 49  payout  for  each  premium 
dollar  last  year ) ; the  need  for  a com- 
prehensive tort  reform  package  ( eight 
recommendations  in  Association-en- 
dorsed Senate  Bill  348  and  House  Bill 
1742  I ; the  WVSMA-printed  “Perspec- 
tive on  Professional  Liability  in  West 
Virginia;”  “Professional  Liability  in 
the  80s,”  Part  I,  II  and  III,  by  the 
AMA;  and  multiple  interviews  and 
programs  and  presentations  by  many 
individual  physicians — and  yes,  with 
expenditures  of  much  blood,  sweat 
and  tears  and  funds. 

All  these  efforts  at  public  and  pro- 
fessional education  and  legislative  re- 
forms ( the  only  two  acceptable  means 
in  a lawful  society)  have  been  aimed 


to  enlighten  us  all  of  the  growing  un- 
availability of  medical  care  in  vir- 
tually every  county  and  city  in  our 
state  and  the  consequent  catastrophies 
just  ahead  if  no  changes  are  made. 

So  regardless  of  the  outcome  of 
these  attempts  to  bring  improvement, 
let  us  all  renew  and  double  our  efforts 
to  keep  the  cost/quality  ratio  for 
medical  care  in  West  Virginia  the 
most  favorable  in  the  nation.  By  these 
standards  our  future  success  will  be 
judged. 

/M  D . 

Carl  J.  Roncaglione,  M.D.,  President 
West  Virginia  State 
Medical  Association 
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Editorials 


The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements 
made  by  authors  or  in  communications  submitted  to  this  Journal  for  publication.  The  author 
shall  be  held  entirely  responsible.  Editorials  printed  in  The  Journal  do  not  necessarily  reflect 
the  official  position  of  the  West  Virginia  State  Medical  Association. 


Interesting  Times 

“May  you  live  in  interesting 
times.”  So  goes  the  ancient  Chinese 
curse. 

We  know  physicians  live  in  in- 
teresting times  but  know  no  one  who 
may  have  stood  with  upraised  arms 
and  spoke  some  magic  incantation 
calling  upon  our  heads  the  miseries 
we  frequently  endure.  We,  moreover, 
think  it  might  be  something  less  than 
blessedness  to  be  fated  to  live  in  unin- 
teresting times. 

The  curse  alludes  to  the  pain  as- 
sociated with  adjustment  to  change. 
Interesting  times  are  those  producing 
and  requiring  change — times  such  as 
those  years  encompassing  the  life 
span  of  many  physicians  now  in  prac- 
tice. 

What  any  of  us  learned  in  medical 
school  had  little  pragmatic  relevance 
to  what  we  had  to  know  and  what  we 
did  several  years  into  practice.  Med- 
ical advances  were  that  quick.  Would 
life  not  have  been  comfortable  and 
Medicine  a delight  had  we  been  able 
to  study  and  to  integrate  a finite 
quantity  of  medical  lore? 

But,  no.  People  had  to  keep  dis- 
covering and  writing  about  things,  in- 
venting new  devices,  creating  new 
drugs,  even  stumbling  upon  new  dis- 
eases. The  result?  Books,  journals. 
Continuing  Medical  Education  inter- 
fering with  the  smooth  passage  of 
our  lives. 

The  alternative?  Boredom  for 
sure,  and  probably  injured  pride  at 
inability  to  compete  with  more  en- 
ergetic and  ambitious  colleagues. 
There  are  also  certain  difficulties  to 
be  encountered  in  establishing  or 
maintaining  hospital  privileges  and, 
inevitably,  problems  with  patients  and 
attorneys  alleging  failure  to  meet  cur- 
rent community  standards. 


Life  for  a physician  is  interesting 
but  punctuated  by  a continuous  series 
of  bothersome  requirements.  It’s  no 
wonder  we  are  irritable!  If  it  isn't 
some  scheming  hospital  administra- 
tor, it  is  bound  to  be  an  unctuous  in- 
surance clerk  demanding  one  extra 
bit  of  useless  information.  When 
other  problems  are  at  bay,  we  have 
the  Legislature  and  the  Congress  act- 
ing as  though  they  know  better  than 
the  doctor  how  to  treat  his  patients 
and  to  organize  his  practice. 

The  curse  of  it  is  that  all  of  these 
nuisances  have  an  effect  and  require 
changes  in  the  way  we  do  things. 
Why,  it’s  amazing  that  some  of  us 
remain  as  pleasant  and  as  understand- 
ing as  we  are.  Lor  those  who  can’t 
remain  as  pleasantly  calm  and  under- 
standing as  some  of  the  rest  of  us,  we 
must  rely  on  the  long-suffering  toler- 
ance and  understanding  of  our  pa- 
tients who  do  somehow  appreciate 
and  make  allowances  for  those  times 
when  strings  are  drawn  too  tight. 

Here  is  the  blessing  to  counteract 
the  curse  of  interesting  times.  The 
good  will  and  understanding  of  our 
patients  make  everything  balance  out. 
Patients,  rather  than  the  source  of 
bother  and  irritation,  are  the  only 
stable  and  reliable  sources  of  comfort 
and  satisfaction  in  this  otherwise  im- 
patiently demanding,  unpredictably 
changeable  and  irritatingly  bother- 
some world  of  Medicine. 


The  Art  Of  Listening 

Symbolically,  the  stethoscope  often 
represents  the  medical  profession. 
The  stethoscope  is  an  instrument  for 
listening  to  the  inner  sounds  of  the 
human  body  in  an  effort  to  determine 
what  is  wrong  ( or  right ) with  the  hu- 
man condition,  be  it  the  heart  or 


lungs  or  normal  abdominal  rumblings 
and  gurglings. 

In  a large  sense,  though,  the  steth- 
oscope is  symbolic  of  the  physician 
art  of  listening.  It  is  through  the  act 
of  listening  not  only  to  the  body 
sounds  but  to  the  patient’s  descrip- 
tion of  his  ailment  or  problem  that 
the  skillful  physician  makes  a tenta- 
tive diagnosis  of  the  condition  which 
he  then  may  confirm  through  addi- 
tional scientific  tests  and  procedures. 

Listening  is  a skill  which  is  both 
inate  and  learned.  Some  of  us  are 
instinctively  better  listeners  and  ob- 
servers I and  possibly  better  detec- 
tives) than  others.  But  all  physicians 
can  and  must  devote  more  time  to 
really  listening  to  their  patients  and, 
in  a larger  sense,  to  the  public  which 
may  be  sending  an  important  message. 

A recent  West  Virginia  Poll  indi- 
cated that  some  75  per  cent  of  those 
surveyed  supported  some  limit  on 
malpractice  awards.  We  can  take 
some  comfort  from  knowing  that  the 
public  in  large  part  agrees  with  our 
position,  but  the  euphoria  from  this 
fact  dims  considerably  when  balanced 
against  the  fact  that  the  numbers  of 
suits  brought  by  that  same  public 
continue  to  rise.  It  may  well  be  that 
those  surveyed  have  never  sued  any- 
one for  anything.  It  is  also  possible 
that  the  poll  reveals  people  are  simply 
willing  to  settle  for  lesser  amounts  in 
lawsuits  but  are  not  willing  to  reduce 
the  number  of  suits  filed. 

We  hear  time  and  again  that  the 
reason  many  suits  are  even  instigated 
is  that  the  patient  is  piqued  with  the 
physician’s  lack  of  explanation,  time 
spent,  high  fee  or  brusque  manner. 
Relatively  few  suits  are  brought  be- 
cause of  outright  negligence,  lack  of 
skill  or  technical  correctness. 

If  we’re  really  listening  we’ll 
quickly  diagnosis  a need  for  a heavy 
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dose  of  compassion  and  an  applica- 
tion of  the  milk  of  human  kidness  as 
a major  first  step  in  avoiding  the 
disease  of  “malpractice”  currently  in- 
festing the  American  medical  com- 
munity. 


Without  Seatbelt,  Your 
Body  Can  Hurt  Others 

Your  body  can  become  a flying 
missile  in  an  automobile  accident  if 
you  don’t  wear  a seatbelt,  often  caus- 
ing serious  injuries,  and  even  death, 
to  other  passengers. 

This  is  a powerful  argument  against 
the  stand  of  those  who  oppose  a 
mandatory  seatbelt  law  on  the 
grounds  that  not  wearing  a seatbelt 
is  a matter  of  “personal  choice”  and 
involves  “individual  freedom.”  “If  I’m 
willing  to  take  the  chance,  what  dif- 
ference does  it  make?,”  they  contend. 

Even  if  you  are  alone  when  you 
are  driving  without  wearing  a seat- 
belt  and  have  an  accident,  the  treat- 
ment of  your  injuries  resulting  from 
your  failure  to  buckle  up  drives  up 
overall  medical  costs  and  the  costs  of 
medical,  hospital  and  automobile  in- 
surance premiums,  which  we  all  must 
pay.  If  you  die,  the  loss  of  your  in- 
come, if  you  are  a breadwinner,  must 
be  added  to  the  burden  of  the  emo- 
tional suffering  of  your  family. 

The  WVSMA  supports  and  is  pro- 
moting a state  mandatory  seatbelt 
law.  We  are  proud  to  be  one  of  the 
organizations  to  be  in  the  West  Vir- 
ginia Safety  Belt  Coalition,  which  is 
promoting  this  legislation.  At  this 
writing,  a number  of  mandatory  seat- 
belt  bills  have  been  introduced  in  the 
State  Legislature,  and  it  is  our  earnest 


hope  that  appropriate  legislation  is 
approved  by  the  lawmakers. 

Keep  the  above  points  in  mind 
when  you  hear  references  to  “per- 
sonal freedom”  by  opponents  of 
mandatory  seatbelt  use.  As  admirable 
as  it  might  be  as  a trait  perhaps  evolv- 
ing from  our  mountaineer  heritage, 
“rugged  individualism”  has  no  bear- 
ing in  an  argument  against  wearing 
seatbelts. 


Our 

Readers  Speak 


Doctors  Thanked  for  Care 

Editor’s  Note : This  letter  teas  sent  to 

Dr.  Michael  W.  Blatt  of  Wheeling  as  well 
as  to  Doctors  Lancione  and  Melia  (see  let- 
ter), with  copies  to  WVSMA.  Mr.  Gaughan 
recently  conducted  a TV  interview  on  mal- 
practice in  Wheeling  with  Dr.  Harry  S. 
Weeks , Jr.,  of  that  city  and  Mert  Scholten 
of  Charleston,  WVSMA  Executive  Director. 

On  behalf  our  family  and  myself,  I want 
to  personally  thank  you  and  your  colleagues, 
Drs.  Peter  Lancione  and  Joseph  M.  Melia, 
for  the  excellent  care  you  gave  our  mother, 
Harriet  Gaughan,  in  her  final  days. 

Patrick  J.  Gaughan 

Public  Affairs  Director 

WTRF-TV,  Wheeling 


Acid  Rain  Cause  Elusive 

Many  scientists  think  acid  rain  or  other 
man-made  air  pollution  is  at  least  partially 
to  blame  for  damage  to  our  forests.  I talked 
with  Dr.  Robert  Bruck,  who  has  been  doing 
research  on  acid  rain  in  cooperation  with 
Dr.  Ellis  Cowling.  Both  of  these  men 
are  professors  at  North  Carolina  State  Uni- 
versity. They  say  that  something  definitely  is 
causing  trees  to  become  damaged.  But, 
Doctor  Bruck  adds,  “Can  I say  that  air 
pollution  is  killing  the  trees  on  the  moun- 
tains? The  answer  is  no.” 

A report  issued  by  the  National  Academy 
of  Sciences  said  that  the  chemistry  involved 
in  acid  rain  is  complex  and  not  completely 


understood.  Doctor  Cowling  concluded  in 
a report  to  the  Environmental  Protection 
Agency  that  “no  single  hypothesis  . . . can 
adequately  explain  all  of  the  s\  mptoms  ob- 
served even  at  a single  site.” 

Scientists  are  beginning  to  look  at  this 
subject  a little  differently.  No  longer  is 
pollution  (especially  sulphur  particles)  being 
labeled  as  the  single  culprit.  Data  suggest 
that  perhaps  nitrogen  is  the  key  element  in 
damage  to  trees.  Doctor  Bruck  admits  that 
“(nitrogen)  is  playing  far  more  of  a role 
in  changing  our  ecosystem  than  is  sulphur. 
If  it  is,  there  are  major  policy  implications.” 
Nitrogen  oxides  are  a major  pollutant  in 
automobile  exhaust  fumes. 

The  big  issue  here  is  not  what  causes 
acid  rain,  but  our  rights  to  “breathable”  air 
and  clean  water.  But,  before  we  start  im- 
plementing million-dollar  policies  to  correct 
this  problem  I would  at  least  like  to  know 
the  exact  cause  of  the  problem.  According 
to  Doctor  Bruck,  “We’re  not  at  the  point 
right  now  (of)  answering  questions.  We’re 
at  the  point  of  trying  to  ask  the  right  ques- 
tions.” 

Claude  A.  Frazier,  M.D. 

Doctors  Park  Bldg.  4 

Asheville,  NC  28801 


Scholarship  Appreciated 

I wish  to  express  my  appreciation  to  Dr. 
[John]  Mark  Moore  and  the  members  of  the 
Committee  on  Medical  Scholarships  for 
selecting  me  to  receive  one  of  the  1984  four- 
year  medical  scholarship  awards. 

Because  of  my  financial  status,  it  would 
have  been  difficult,  if  not  impossible,  for 
me  to  have  pursued  my  medical  career  with- 
out the  scholarship. 

Again,  I would  like  to  thank  the  Commit- 
tee and  the  West  Virginia  State  Medical  As- 
sociation. 

Robin  B.  Bell 
363  Boyers  Avenue 
Apartment  # 1 
Morgantown  26505 


New  Look  Great 

Just  a note  to  let  you  know  the  new  look 
in  your  State  Magazine  looks  great. 

William  B.  Ferrell,  Jr. 
Executive  Secretary 

West  Virginia  Chapter 
American  Academy  of 
Family  Physicians 
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General  News 


Medicare  Chief,  WVU  Speakers 
To  Cover  Reimbursement,  Exercise 


Carolyne  K.  Davis,  R.N.,  Ph.D. 


Sandy  L.  Burkart,  PT,  Ph.D. 


The  Administrator  of  the  Health 
Care  Financing  Administration 
(HCFA ) in  Washington  and  two  West 
Virginia  University  speakers  will  be 
among  the  faculty  for  the  general  ses- 
sions of  the  WVSMA’s  118th  Annual 
Meeting  in  August. 

Carolyne  K.  Davis,  R.N.,  Ph.D., 
the  HCFA  head  who  oversees  the 
Medicare  and  Medicaid  programs, 
will  speak  during  a “Reimburse- 
ment Symposium”  Thursday  morning, 
August  15,  it  was  announced  by  the 
Program  Committee. 

Presenting  papers  during  the  Satur- 
day morning  session  on  “Cardiovascu- 
lar Effects  of  Exercise”  will  be  Sandy 
Burkart,  PT,  Ph.D.,  Professor  and 
Chairman,  Department/ Division  of 
Physical  Therapy  at  WVU  Medical 
Center,  and  William  T.  Stauber, 
Ph.D.,  WVU  Associate  Professor  of 
Physiology  and  Associate  Professor  of 
Neurology. 

Doctor  Burkart  will  talk  on  “Ex- 
ercise Equipment  for  Home  and  Re- 
habilitation” while  Doctor  Stauber’s 
topic  will  be  “When  Does  Exercise 
Become  a Disaster?” 


Convention  Site 

The  convention  will  be  held  in 
Charleston  August  14-17  for  the  first 
time  since  1947. 

The  general  scientific  sessions  and 
exhibits  will  be  located  in  the  Charles- 
ton Civic  Center,  and  the  two  sessions 
of  the  House  of  Delegates  and  various 
meetings  of  the  Association’s  sections 
and  affiliated  societies  will  be  held  at 
the  nearby  Charleston  Marriott. 

As  announced  earlier,  a general  ses- 
sion on  upper  GI  problems  is  sched- 
uled Friday  morning,  with  a program 
on  epidemiology  and  prevention  of 
motor  vehicle  accident  injuries  sched- 
uled Thursday  afternoon. 

Dr.  Harrison  L.  Rogers,  who  will 
be  installed  as  President  of  the  Ameri- 
can Medical  Association  in  June,  as 
announced  previously,  will  address  the 
first  session  of  the  House  Wednesday 
afternoon,  August  14.  Doctor  Rogers, 
of  Atlanta,  is  a general  surgeon. 

Doctor  Davis  was  appointed  HCFA 
Administrator  in  the  Department  of 
Health  and  Human  Sendees  in  1981. 


Through  the  Medicare  and  Medi- 
caid programs,  HCFA  helps  to  finance 
health  care  services  for  50  million 
poor,  elderly  and  disabled  Americans. 
Expenditures  on  their  behalf  will  total 
over  $90  billion  in  Fiscal  Year  1985. 

Doctor  Davis  is  HCFA’s  fourth  Ad- 
ministrator and  the  first  woman  to 
hold  this  position  since  the  agency 
was  created  in  1977. 

University  of  Michigan 
Vice  President 

Prior  to  coming  to  HCFA,  Doctor 
Davis  was  Associate  Vice  President 
for  Academic  Affairs  at  the  University 
of  Michigan.  As  such,  she  was  respon- 
sible for  coordinating  the  activities  of 
Michigan’s  five  health  science  schools. 
In  addition,  she  chaired  the  Univer- 
sity’s hospital  cost  containment  com- 
mittee. During  this  time,  Doctor 
Davis  also  served  on  the  Board  of 
Trustees  of  the  Johns  Hopkins  Univer- 
sity. Previously,  she  was  Dean  of  the 
School  of  Nursing  at  Michigan  while 
holding  professorships  in  both  nursing 
and  education.  Earlier,  she  chaired 
the  Baccalaureate  Nursing  Program  at 
Syracuse  University. 

Before  moving  into  the  academic 
community,  Doctor  Davis  began  her 
career  as  a practicing  nurse.  She  has 


William  T.  Stauber,  Ph.D. 
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published  numerous  articles  and  re- 
search documents  dealing  with  a wide 
variety  of  issues  facing  the  health  care 
system. 

Doctor  Davis  received  her  nursing 
degree  from  Johns  Hopkins.  Her 
Masters  in  Nursing  Education  and  her 
Ph.D.  in  Higher  Education  Adminis- 
tration wTere  granted  from  Syracuse 
University.  Doctor  Davis  also  holds 
an  honorary  Doctor  of  Humane  Let- 
ters degree  from  Georgetown  Univer- 
sity and  an  honorary  Doctor  of  Sci- 
ence from  the  University  of  Evans- 
ville. 

Orthopedic  FT  Authority 

Doctor  Burkart,  wTho  came  to  WVU 
in  1970,  has  lectured  throughout  the 
United  States  on  topics  related  to 
orthopedic  physical  therapy  with  spe- 
cial reference  to  shoulder  examina- 
tion and  rehabilitation,  and  on  topics 
dealing  with  an  integrated  approach  to 
the  examination  and  rehabilitation  of 
low  back  pain. 

He  is  the  Past  President  of  the 
Orthopedic  Physical  Therapy  Associa- 
tion, and  presently  is  a member  of  the 
Board  of  Physical  Therapy  Specializa- 
tion. 

Doctor  Burkart  was  graduated  from 
East  Stroudsburg  State  College  in 
Stroudsburg,  Pennsylvania,  received 
his  Certificate  in  Physical  Therapy 
from  the  University  of  Pennsylvania, 
and  his  Ph.D.  in  Anatomy  from  WVU 
in  1977. 

Muscle  Adaptation  Lecturer 

Doctor  Stauber  has  lectured  widely 
in  the  United  States  and  Canada  on 
muscle  adaptation  and  related  sub- 
jects. He  came  to  WVU  in  1979 
from  the  University  of  Iowa. 

He  has  been  an  extramural  grant  re- 
viewer for  several  groups,  including 
the  American  Institute  for  Biological 
Sciences  (AIBS),  and  was  a member 
of  the  AIBS  Review  Panel  on  Mus- 
culoskeletal Function  in  December, 
1984. 

Doctor  Stauber  was  graduated  from 
Ithaca  College,  received  M.S.  and 
Ph.D.  degrees  from  Rutgers  Univer- 
sity, and  completed  postgraduate  work 
at  the  University  of  IowTa. 

He  is  the  author  or  co-author  of 
some  85  articles,  abstracts  and  papers. 


Tipper  GI  Symposium 

The  speakers  for  the  symposium  on 
upper  GI  problems  Friday  morning, 
as  announced  earlier,  will  be  Ronald 
D.  Gaskins,  M.  D.,  WVU  Associate 
Professor  of  Medicine  and  Section 
Chief,  Gastroenterology,  whose  sub- 
ject will  be  “Use  and  Misuse  of  Endos- 
copy in  Upper  Gastrointestinal  Disor- 
ders; ’ Richard  W7.  McCallum,  M.  D.. 
Associate  Professor  of  Medicine, 
Yale  University,  “Chest  Pain  of 
Esophageal  Origin,  Diagnosis  and 
Management;’"  and  Richard  J.  Seime, 
Ph.D.,  WVU  Associate  Professor  and 
Section  Chief,  Psychology,  Depart- 
ment of  Psychiatry,  “Functional 
Vomiting  Syndromes.” 

Doctor  McCallum  also  will  speak 
on  “Peptic  Ulcer  Disease,  Alternatives 
in  Therapy”  during  the  symposium. 

Convention  activities  will  begin 
with  a 2 P.  M.  meeting  of  the  Associa- 
tion’s Executive  Committee  on  Tues- 
day, August  13;  the  usual  preconven- 
tion meeting  of  the  Council  at 
9:30  A.M.  on  Wednesday,  and  the 
opening  session  of  the  House  at 
2:45  P.  M.  on  Wednesday. 

The  first  general  session  will  be 
held  immediately  following  9 A.  M. 
opening  exercises  on  Thursday. 

General/ scientific  sessions  will  of- 
fer hour-for-hour  Category  1 credit. 

Dr.  David  Z.  Morgan  of  Morgan- 
town will  be  inaugurated  as  President 
to  succeed  Dr.  Carl  J.  Roncaglione 
of  South  Charleston  during  the  sec- 
ond and  final  House  session  Saturday 
afternoon. 

Auxiliary  to  Meet 

The  Annual  Meeting  of  the  Aux- 
iliary to  the  State  Medical  Associa- 
tion, with  Esther  H.  I Mrs.  Harry  S.. 
Jr.)  Weeks  in  charge  as  the  Aux- 
iliary’s President,  again  will  run 
concurrently  with  the  Association’s 
convention. 

Serving  on  the  Annual  Meeting 
Program  Committee  are  Dr.  Eric 
Radin,  Morgantown,  Chairman;  Doc- 
tor Morgan;  and  Drs.  Jack  H.  Baur, 
Huntington;  Richard  C.  Rashid, 
South  Charleston;  Aarom  Boonsue, 
Point  Pleasant,  and  Doctor  Gaskins. 

Following  the  1947  Charleston 
meeting,  the  convention  was  held  in 


Huntington  in  1948.  From  1949 
through  1984,  the  site  has  been  the 
Greenbrier  in  White  Sulphur  Springs. 
Annual  meetings  now  are  scheduled 
at  the  Greenbrier  in  even-numbered 
years  I beginning  in  1986),  and  in 
various  other  state  cities  in  odd-num- 
bered years. 

More  specific  information  relative 
to  the  1985  general  session  topics 
and  speakers  will  be  provided  in  up- 
coming issues  of  The  Journal. 


Former  President  Hash 
Dies  In  Charleston 


John  W.  Hash,  M.D. 


Dr.  John  W.  Hash  of  Charleston, 
WVSMA  President  in  1960-61,  died 
on  February  22  in  a hospital  there 
after  a short  illness.  He  was  75. 

A general  practitioner,  Doctor  Hash 
practiced  in  Charleston  for  45  years. 

He  was  a former  President  and  Sec- 
retary of  the  Kanawha  Medical  So- 
ciety. 

Doctor  Hash  was  graduated  from 
the  two-year  West  Virginia  University 
School  of  Medicine,  received  his  M.  D. 
degree  in  1939  from  the  Medical  Col- 
lege of  Virginia,  and  interned  at  the 
former  Charleston  General  Hospital. 

At  WVU,  he  was  class  President 
and  a four-year  baseball  letterman. 

He  was  an  Army  Medical  Corps 
veteran  of  World  War  II,  serving  in 
China,  Burman  and  India.  He  was  an 
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honorary  member  of  the  Hump  Pilots’ 
Association. 

Doctor  Hash  was  an  honorary  mem- 
ber of  the  Kanawha  Medical  Society, 
West  Virginia  State  Medical  Associa- 
ion  and  American  Medical  Associa- 
tion. He  also  was  a member  of  the 
American  Academy  of  General  Prac- 
titioners, and  a former  President  of 
the  Alumni  Association  of  the  Med- 
ical College  of  Virginia. 

Born  in  Pageton  (McDowell  Coun- 
ty), he  was  a member  of  St.  Mark’s 
United  Methodist  Church  in  Charles- 
ton. 

Survivors  include  the  wife,  Beulah 
Hardman  Hash;  two  sons,  John  L. 
Hash  of  Huntington  and  Richard  D. 
Hash  of  Maryville,  Tennessee;  two 
stepsons,  Ernest  G.  Borgell  of  Foster 
City,  California,  and  Keith  A.  Borgell 
of  San  Jose,  California;  a stepdaugh- 
ter, Mary  Melton  of  Charleston;  and 
two  brothers,  Donald  H.  Hash  of  Blue- 
field  and  Valney  W.  Hash  of  Boston, 
Massachusetts. 

The  family  suggested  contributions 
to  the  American  Diabetes  Association 
or  to  the  Ben  Hardman  Missionary 
Teacher  in  Algeria  Fund,  care  of  St. 
Mark’s  United  Methodist  Church,  or 
to  St.  Mark’s  United  Methodist 
Church. 


MU  Vaccine  Research 
NIH  Contract  Renewed 

The  Marshall  University  School  of 
Medicine  has  received  a five-year,  $1.9 
million  contract  renewing  its  Vaccine 
Development  Center,  Dean  Robert  W. 
Coon,  M.D.,  has  announced. 

Marshall  is  one  of  four  such  centers 
studying  new  vaccines  for  the  National 
Institutes  of  Health.  Vaccines  now 
being  studied  include  a nose-drop  flu 
vaccine  and  a drinkable  vaccine  to 
protect  against  childhood  diarrhea,  ac- 
cording to  Dr.  Robert  B.  Belshe,  the 
Director  of  the  Marshall  program. 

“Both  of  these  vaccines  have  very 
wide  applications,”  Doctor  Belshe 
said.  “If  they  are  as  successful  as  ex- 
pected in  larger  field  trials,  we  would 
expect  all  children  to  get  them  early  in 
life.” 


Arrangement  Eyed  By  WVSMA 

Electronic  Claims  Submission 

Electronic  Claims  Submission  has  become  a major  focus  of  health  care 
insurers  and  administrators.  Costs  involved  in  processing  medical  insurance 
claims  have  risen  dramatically  (sometimes  up  to  40  per  cent  of  the  claim) 
in  recent  years.  Many  doctors  have  become  disenchanted  with  60-day  re- 
imbursement cycles  and  the  increased  paper  flow  due  to  varying  claim  for- 
mats and  the  corresponding  increase  in  staff  requirements.  The  current 
business  of  claim  data  collection  and  distribution  is  labor-intensive,  error 
prone,  and  delay-plagued. 

In  an  effort  to  assist  doctors  in  West  Virginia  with  the  inherent  burdens 
of  manual  systems  for  claim  handling  and  distribution,  WVSMA  is  presently 
evaluating  McDonough  Caperton  Insurance  Group’s  IBM  PC-based  “In- 
surance Claims  Processing  System.” 

“Because  of  our  existing  relationships  with  McDonough  Caperton,  we 
are  pleased  to  investigate  this  opportunity  for  our  members  to  obtain  a 
state-of-the-art  computer  system  which  will  permit  electronic  claims  sub- 
mission to  several  carriers  whether  the  doctor  is  a participant  or  non-partic- 
ipant with  that  carrier,"  said  Mert  Scholten.  WVSMA  Executive  Director. 

Other  Functions 

In  addition  to  handling  billing  chores,  the  system  will  function  in  a 
host  of  other  ways  as  well  and  will  accept  any  of  the  scores  of  IBM  soft- 
ware programs  available  for  use  by  the  physician.  “The  system  will  also 
permit  the  physician  who  choses  to  have  direct  access  to  the  AMA/ GTE 
medical  information  network,  electronic  mail,  airline  schedules,  various  fi- 
nancial networks  and  a host  of  other  services,”  adds  Scholten. 

Several  of  the  large  third-party  payors  have  already  indicated  in  other 
states  that  claims  submitted  electronically  will  be  processed  within  a specified 
number  of  working  days  while  paper  claims  will  automatically  be  held  a 
minimum  of  30  days  before  processing  even  begins.  Offices  'which  normally 
bill  substantial  numbers  of  bills  to  the  Blues,  Medicare,  Medicaid,  Workers 
Comp  or  State  Employees  Insurance  each  month  may  find  the  new  system 
especially  attractive. 

McDonough  Caperton’s  newly  formed  subsidiary,  McDonough  Caper- 
ton Systems,  Inc.,  offers  complete  installation,  training  and  on-going  sup- 
port and  service  (as  an  IBM-authorized  remarketer)  for  its  IBM  PC-based 
electronic  billing  system.  The  system  is  an  easy-to-use,  operator-oriented 
system  allowing  your  staff  to  enter  claims  information  in  your  office.  The 
claims  are  checked  by  the  computer  for  completeness  and  accuracy,  and 
operators  are  notified  by  a report  from  the  computer  which  claims  need 
correction.  After  changes  are  made,  the  claims  can  then  be  submitted  by 
the  IBM  computer  via  electronic,  error-free  transmission  over  telephone 
lines  directly  to  McDonough  Caperton’s  computer  system  for  payment  or 
retransmission  to  the  appropriate  insurer. 

Advantages 

The  advantages  of  such  a system  are  numerous:  1.  Conservatively  es- 
timated savings  of  $1  to  $3  per  claim  processed,  2.  Reduced  postage  and  mail- 
room  costs,  3.  Reduced  delays  and  pending  claims,  4.  Minimum  physical  re- 
quirements and  multiple  use  of  the  computer,  i.e..  AMA  Net,  5.  Good  main- 
tenance and  customer  support  service,  and  6.  Proven,  easy-to-use  programs 
on  the  reliable  IBM  PC. 

“The  Association  is  excited  about  the  potential  that  McDonough 
Caperton's  new  product  offers  our  membership,”  Scholten  said.  “Watch  for 
more  in-depth  articles  in  The  Journal.” 
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Continuing 

Education 

Activities 


Here  are  the  continuing  medical  ed- 
ucation activities  listed  primarily  by 
the  Marshall  University  and  West 
Virginia  University  Schools  of  Med- 
icine for  part  of  1985,  as  compiled  by 
Charles  W.  Jones,  Ph.D.,  MU  Director 
of  Continuing  Medical  Education; 
Robert  E.  Kristofco,  WVU  Assistant 
to  the  Dean/ Continuing  Medical  Ed- 
ucation, and  J.  Zeb  Wright,  Ph.D.. 
Cordinator,  Continuing  Education, 
Department  of  Community  Medicine, 
WVU  Charleston  Division.  The  sched- 
ule is  presented  as  a convenience  for 
physicians  in  planning  their  continu- 
ing education  program.  (Other  na- 
tional, state  and  district  medical  meet- 
ings are  listed  in  the  Medical  Meetings 
Department  of  The  Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are  held 
on  the  WVU  Morgantown,  Charleston 
and  Wheeling  campuses.  Further  in- 
formation about  CME  activities  may 
be  obtained  from:  Office  of  Continu- 
ing Medical  Education,  MU  School  of 
Medicine,  Huntington  25701;  Di- 
vision of  Continuing  Education,  WVU 
Medical  Center,  3110  MacCorkle  Ave- 
nue, S.  E.,  Charleston  25304;  Office 
of  Continuing  Medical  Education, 
WVU  Medical  Center,  Morgantown 
26506;  or  Office  of  Continuing  Med- 
ical Education,  Wheeling  Division, 
WVU  School  of  Medicine,  Ohio  Val- 
ley Medical  Center.  2000  Eoff  Street, 
Wheelin  26003. 

West  Virginia  University 

April  3,  Charleston,  Ethics  in  Health 
Care 

April  24,  Charleston,  Diagnosis  & 
Treatment  of  Non-Insulin-Depend- 
ent  Diabetes  (teleconference) 

April  25-27,  White  Sulphur  Springs, 
Controversies  in  Scoliosis  (contact 
Morgantown  office) 

May  10-11,  Wheeling,  Annual  On- 
cology Conference 


Mav  14-15,  Charleston,  Hazardous 
Materials:  Emergency  Medicine 

Management 

May  22,  Charleston,  3rd  Annual  WV 
Conference  on  Infectious  Diseases 

June  1,  Charleston,  Wildwater  Surgi- 
cal Conference 

June  7-8,  Morgantown,  Anesthesia 
Update  ’85  (WV  State  Society  of 
Anesthesiologists ) 

June  14-15,  Morgantown.  Ob/Gyn 
Teaching  Days 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center/ 
Charleston  Division 

Buckhannon,  St.  Joseph’s  Hospital, 
first-floor  cafeteria,  3rd  Thursday, 

7- 9  P.  M.  - — - April  18,  “Urology.” 
W.  T.  McClellan,  M.D. 

Cabin  Creek,  Cabin  Creek  Medical 
Center,  Dawes,  2nd  Wednesday, 

8- 10  A.  M.  — April  10,  “Update 
Chemotherapy  Protocols,”  Steven 
Jubilerer,  M.D. 

Gassaivay,  Braxton  Co.  Memorial 
Hospital,  1st  Wednesday,  7-9  P.  M. 
— April  3,  “Managing  Post-Due 
Obstetrics,”  John  Hitt,  M.D. 

May  1,  “Hormones  in  Post-Meno- 
pausal Patients.”  ( Speaker  to  be 
announced ) 

June  5,  “Diagnosis  of  Hematological 
Cancers,  Anthony  Murgo,  M.D. 

Madison,  Boone  Co.  Career  Center, 
2nd  Tuesday,  7-9  P.  M.  — April  9, 
“Estrogen  Replacement  Therapy: 
P o s t-Menopausal  Osteoporosis,” 
John  T.  Chambers,  M.D. 

May  14,  “Medications:  Special 

Considerations  for  the  Elderly” 
(Speaker  to  be  announced) 

Oak  Hill,  Plateau  Vocational  Center 
I Oyler  Exit,  N 19)  4th  Tuesday, 
7-9  P.  M.  — April  23,  “Diabetic 
Ketoacidoses,”  Richard  Klein- 
mann,  M.D. 

May  28,  “Update  Chemotherapy 
Protocols,”  Thomas  F.  Hogan, 
M.D. 

Princeton,  Community  Hospital  Board 
Room,  4th  Thursday,  6:30-8:30 


P.  M.  — April  25,  “Handling 
Cytotoxic  Drugs,”  Robert  Hoy, 
Pharm.D. 

Welch,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  P.  M.  — - 
April  17,  “Resuming  Bowel  Func- 
tion Following  Oncologic  Gas- 
troenteric Resectioning,”  Robert 
Kusminsky.  M.D.,  & Juanita  Jenk- 
ins, R.N. 

May  15,  “Arrhythmias,”  Stafford 
Warren,  M.D. 

Whitesville,  Raleigh-Boone  Medical 
Center,  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — April  24,  “Office  GYN 
Problems  & Treatment,”  Daniel 
Mairs,  M.  D. 

W illiamson,  Appalachian  Power  Au- 
ditorium, 1st  Thursday,  6:30-8:30 
P.  M.  — April  4,  “Therapeutic 
Drug  Monitoring,”  Donald  Hilli- 
goss,  Pharm.  D. 

May  2,  “Pharmacology  of  Depres- 
sion” (speaker  to  the  announced) 

June  6,  “Estrogen  Replacement 
Therapy:  Post-Menopausal  Osteo- 
porosis,” John  T.  Chambers,  M.D. 


State  Doctors’  Response 
Asked  In  NORC  Survey 

State  physicians,  if  requested,  are 
being  asked  to  respond  to  the  NORC 
survey.  NORC,  a social  science  re- 
search center  at  the  University  of 
Chicago,  is  handling  the  survey  in  a 
study  being  conducted  for  the  Health 
Care  Finance  Administration. 

Information  collected  will  be  con- 
sidered by  HCFA  in  calculating  the 
reimbursement  formulas  for  physician 
services  when  the  current  freeze  on 
Medicare  fee  and  payment  levels  ends. 

NORC  is  contacting  a random 
sample  of  approximately  5,000  phy- 
sicians by  letter  and  requesting  their 
participation  in  this  study.  Shortly 
thereafter  a NORC  interviewer  calls 
the  physician  to  obtain  information 
needed  to  do  a statistical  analysis  for 
updating  the  Medicare  Economic  In- 
dex. 

There  will  be  no  identification  of  in- 
dividual physicians  with  the  data 
collected. 
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Association-Endorsed  Liability 
Bills  Now  In  Legislature 


WVSMA-endorsed  bills  dealing 
with  the  medical  professional  liability 
problem  have  been  introduced  in  the 
State  Legislature. 

The  primary  bills  were  identified 
by  Dee  Phillips,  WVSMA  Manager  of 
Government  Relations,  as  SB  348,  by 
Senators  Gerald  W.  Ash  ( D-Monon- 
galia),  Vernon  Whitacre  (D-Hamp- 
shire  ) and  Bruce  Williams  ( D-Wyom- 
ing ) ; and,  in  the  House,  HB  1742, 
by  Delegates  Irvine  “K.O.”  Damron 
(D-Mingo)  and  Pat  R.  Hamilton 
(D-Fayette). 

Additionally,  Delegates  Thais  Blat- 
nik  (D-Ohio)  and  David  B.  McKinley 
(R-Ohio)  have  sponsored  HB  1571, 
which  contains  nearly  identical  meas- 
ures supported  by  WVSMA  that  could 
alleviate  the  medical  malpractice 
problems  in  West  Virginia,  Ms.  Phil- 
lips said. 

The  above  bills,  assigned  to  the 
Judiciary  committees  of  both  the 
Senate  and  the  House,  contain  eight 
features  that  reform  the  state’s  tort 
system. 

First,  the  bills  ask  for  a change  in 
the  statute  of  limitation  to  two  years 
from  the  date  of  injury.  Exceptions 
would  allow  legal  action  two  years 
from  the  date  of  discovery  in  the 
case  of  foreign  objects  unintentionally 
left  in  the  patient.  Other  exceptions 
are  for  a health  care  provider  inten- 
tionally preventing  a patient  from  dis- 
covering the  injury,  and,  in  cases  in- 
volving minors,  the  statute  of  limita- 
tions begins  to  run  on  the  seventh 
birthday  plus  two  years. 

In  addition,  the  bills: 

—Provide  for  collateral  source  evi- 
dence to  be  presented  in  court  pro- 
ceedings 

— Prohibit  the  announcement  of  a 
specific  dollar  amount  when  filing  the 
lawsuit 

— Provide  for  a definition  of  a med- 
ical “expert  witness” — requiring  an 
“expert  witness”  to  be  in  active  prac- 
tice at  least  50  per  cent  of  the  time, 
and  require  that  he  or  she  be  familiar 
with  the  standard  of  care  of  the  com- 
munity 


— Limit  non-economic  losses  (pain 
and  suffering)  to  $100,000,  without 
placing  limits  on  economic  losses 
— Set  degrees  of  negligence  in 
multiple-defendant  cases  which  makes 
each  defendant  responsible  only  for 
his  percentage  of  negligence 

— Provide  for  awards  in  excess  of 
$500,000  to  be  paid  in  installments 
— Place  limits  on  attorneys’  con- 
tingent fees. 

Other  bills  introduced  in  this  ses- 
sion that  would  have  an  impact  on 
medical  liability  claims  are  SB  134, 
by  Senators  Thomas  E.  Loehr 
(D-Wetzel),  and  HB  1159,  by  Dele- 
gate Blatnik. 

SB  134  addresses  the  degree  of 
negligence  in  multiple-defendant  cases 
by  proposing  comparative  fault  of  co- 
defendants. This  bill  was  assigned  to 
the  Senate  Judiciary  Committee. 

HB  1159,  assigned  to  the  House 
Judiciary  Committee,  requires  med- 
ical peer  review  committees,  and  phy- 
sicians and  podiatrists  to  disclose 
evidence  of  malpractice  by  their  fel- 
low medical  professionals.  It  proposes 
to  limit  the  statute  of  limitations  to 
two  years  from  the  date  of  birth  for 
suits  against  physicians,  and  to  limit 
punitive  damages  to  $100,000  while 
requiring  a plaintiff  to  pay  all  court 
costs  in  medical  malpractice  cases. 


39  Groups  Oppose  Cuts 
In  Medicare-Medicaid 

Proposed  cuts  in  the  Medicare  and 
Medicaid  programs  were  opposed  by 
the  AMA,  the  American  Hospital  As- 
sociation, and  37  other  organizations 
that  signed  a joint  letter  in  March  to 
members  of  Congress.  The  Reagan 
Administration  has  proposed  cuts 
totaling  $24  billion  for  1986-88. 

“These  programs,  which  provide 
vital  health  care  to  30  million  of  the 
elderly  and  22  million  of  our  fi- 
nancially disadvantaged,  once  again 
are  the  targets  of  an  unfairly  large 
burden  of  the  spending  reductions,” 
the  letter  said. 


‘Money  Machine’  Cuts 
Pose  Education  Threat 

A spokesman  for  American  medical 
students  says  medical  education  as 
well  as  care  may  be  in  danger  as 
Congress  curbs  tire  two  “money  ma- 
chines” that  helped  drive  up  the  cost 
of  health  care. 

David  J.  Brailer  of  West  Virginia 
Llniversity  identifies  the  “machines” 
as  big  research  grants,  which  totally 
restructured  medical  teaching  facul- 
ties, and  Medicare  funding,  which  fi- 
nanced the  technological  explosion  in 
health  care. 

“We’re  now  approaching  the  point 
where  both  of  these  machines  will  be 
shut  down,  at  least  partly,  and  the 
question  is  what  impact  that  will 
have,”  he  said.  “The  institution  most 
endangered  is  the  teaching  hospital.” 

Brailer  is  a fourth-year  student  in 
the  WVU  School  of  Medicine  and 
Chairman  of  the  30,000-member  Med- 
ical Student  Section  of  the  American 
Medical  Association,  largest  of  med- 
ical student  organizations. 

Concern  is  Teaching  Hospital 

His  concern  is  centered  on  the 
modern  teaching  hospital,  which  he 
said  was  largely  the  creation  of  mas- 
sive funding  from  the  National  In- 
stitutes of  Health,  for  research,  and 
Medicare-Medicaid,  for  patient  care. 

Brailer  said  health  policy  experts 
in  Congress,  such  as  Sen.  David  Dur- 
enberger,  are  pushing  hard  to  see  that 
teaching  hospitals  become  cost  effec- 
tive. “They’re  trying  to  figure  out 
what  the  teaching  costs  are  in  such 
hospitals  so  that  perhaps  they  can 
control  and  cut  those  costs,”  he  said. 

Teaching  hospitals,  Brailer  believes, 
have  failed  to  make  their  case  with 
the  public,  “basically  because  they 
lost  their  interest  in  seeking  favorable 
public  opinion  about  their  mission 
and  their  job.” 

“Now,  when  we  come  to  the  time 
when  these  institutions  are  being 
threatened  at  the  primary  base  of  their 
funding,  the  public  doesn’t  under- 
stand what  a teaching  hospital  is  or 
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appreciate  that  it  offers  a higher 
quality  of  care.’’ 

“When  Medicare  came  along,  hos- 
pitals could  suddenly  be  reimbursed 
for  things  like  high-technology  equip- 
ment. With  their  larger  endowments, 
teaching  hospitals  could  afford  to  in- 
vest in  very  expensive  equipment,  and 
the  new  Medicare  money  allowed  them 
to  be  reimbursed  for  it. 

Technological  Growth 

“This  led  to  great  technological 
growth  — and  differentiated  teaching 
hospitals  even  more  from  community 
hospitals, v Brailer  said.  “You  can  be 
certain  that  the  major  difference  in 
cost  between  teaching  and  community 


Review  A Book 


The  following  books  have  been  re- 
ceived by  the  Headquarters  Office  of 
the  State  Medical  Association.  Med- 
ical readers  interested  in  reviewing 
any  of  these  volumes  should  address 
their  requests  to  Editor,  The  West 
Virginia  Medical  Journal,  Post  Office 
Box  4106,  Charleston  25364.  We’ll 
be  happy  to  send  the  books  to  you, 
and  you  may  keep  them  for  your  per- 
sonal libraries  after  submitting  to  The 
Journal  a review  for  publication. 

Current  Medical  Diagnosis  and 
Treatment,  1985,  edited  by  Marcus  A. 
Krupp,  M.  D.;  Milton  J.  Chatton, 
M.  D.;  and  David  Werdegar,  M.  D. 
Ph.D.  1.087  pages.  Price  $27.50. 
Lange  Medical  Publications,  Los  Al- 
tos, California  94022.  1985. 

Treating  Type  A Behavior  and 
Your  Heart,  by  Meyer  Friedman. 
M.  D.;  and  Diane  Ulmer,  R.N.,  M.S. 
272  pages.  Price  $15.95.  Alfred  A. 
Knopf,  201  East  Fiftieth  Street,  New 
York  City  10022.  1984. 

Every  Woman  s Pharmacy,  William 
F.  Rayburn,  M.  D.;  Frederick  P. 
Zuspan,  M.  D.;  and  Jeanne  T.  Fitz- 
gerald. 258  pages.  Price  $9.95. 
Doubleday  & Company,  Inc.,  245  Park 
Avenue,  New  York  City  10167.  1984. 

Coma  Arousal:  The  Family  as  a 
Team,  by  Edward  B.  LeWinn,  M.  D. 
Price  $13.95.  Doubleday  & Company, 
Inc.,  245  Park  Avenue,  New  York 
City  10167.  1985. 


hospitals  today  is  not  medical  educa- 
tion — although  it’s  a factor  — but 
technology.  ' 

A recent  study  reported  in  the  New 
England  Journal  of  Medicine  indi- 
cated that  quality  of  care  is  superior 
in  teaching  hospitals,  he  said. 

As  the  government  cuts  its  share 
of  the  costs  of  medical  education, 
Brailer  said  residency  programs  will 
be  cut  back  and  the  mix  of  students 
in  medical  schools  will  show  fewer 
from  lower  income,  minority  and 
ethnic  groups. 

“The  public  will  end  up  paying  a 
price.  There  will  always  be  phy- 
sicians, but  will  they  be  the  ones  who 
will  go  back  to  the  neighborhoods,  the 
rural  areas,  the  inner  cities,  where  the 
need  is  greatest? 

“We're  also  beginning  to  see  restric- 
tions on  residency  programs,  which 
also  will  make  care  in  teaching  hos- 
pitals less  accessible  to  the  public."  he 
said. 


Visiting  Speakers  Named 
For  WVU  Ophthalmology 

Two  visiting  professors  are  sched- 
uled for  the  Department  of  Ophthal- 
mology at  West  Virginia  University 
School  of  Medicine  in  April. 

Dr.  Michael  Yablonski,  Chief  of 
New  York  Hospital/ Cornell  Medical 
Center's  Glaucoma  Service,  will  speak 
on  “Therapeutic  Ultrasound  for  Glau- 
coma’’ on  April  4 at  2 P.  M.  in  the 
Department’s  Conference  Room. 

On  April  24,  Frank  L.  Kretzer. 
Ph.D.,  of  the  Cullen  Eye  Institute  of 
The  Baylor  College  of  Medicine, 
Houston,  Texas,  will  conduct  a joint 
grand  rounds  with  the  departments 
of  ophthalmology  and  pediatrics. 

At  7:30  A.  M.  in  the  Conference 
Room,  Doctor  Kretzer  will  speak  on 
“Dissection  of  Corneal  Pathology  to 
the  Molecular  Level— Keratoconus, 
Recurrent  Keratoconus,  and  Pellucida 
Margina.” 

At  8:30  A.  M.  in  the  Basic  Science 
Addition  Auditorium,  his  address  will 
be  on  “Vitamin  E and  Retinopathy  of 
Prematurity:  Is  it  Efficacious?  Is  it 

1 OX1C, 

All  interested  physicians  are  en- 
couraged to  attend. 


Medical  Meetings 


April  12- 14 — WV  Chapter,  Am.  Academy  of 
Family  Physicians,  Morgantown. 

April  14-19— Am.  Occupational  Medical  As- 
soc., Kansas  City,  MO. 

April  15-17— International  Conference  on 
AIDS,  Atlanta. 

April  18-21— Am.  Medical  Society  on  Alco- 
holism, Inc.,  Washington,  DC. 

April  20— WVSMA  Loss  Control  Seminar, 
Wheeling. 

April  21-25— Am.  Academy  of  Neurological 
Surgeons,  Atlanta. 

April  21-25— International  Congress  of  Group 
Medicine,  Dallas. 

April  21-26— Am.  Assoc,  of  Immunologists, 
Anaheim,  CA. 

April  21-26— Am.  Assoc,  of  Pathologists, 
Anaheim,  CA. 

April  22-25— Am.  College  of  Emergency 
Physicians,  San  Diego. 

April  25-28— VA  Society  of  Otolaryngology- 
Head  & Neck  Surgery,  Irvington,  VA. 

April  28-May  4— Am.  Academy  of  Neurology, 
Dallas. 

May  2-5— WV  Chapter,  Am.  College  of  Sur- 
geons, White  Sulphur  Springs. 

May  13-16— Am.  College  of  Obstetricians  & 
Gynecologists,  Washington,  DC. 

May  18— WVSMA  Loss  Control  Seminar, 
Morgantown. 

May  18-24— Am.  Psychiatric  Assoc.,  Dallas. 

May  20-23— Am.  Lung  Assoc.,  Miami  Beach. 

May  21-24— University  Assoc,  for  Emergency 
Medicine,  Kansas  City,  MO. 

May  27-29— Am.  Society  for  Laser  Medicine 
& Surgery,  Orlando,  Fla. 

June  15— WVSMA  Loss  Control  Seminar, 
Wheeling. 

June  16-18— Am.  Diabetes  Assoc.,  Baltimore. 

July  13— WVSMA  Loss  Control  Seminar,  Oak 
Hill. 

Aug.  14-17— 118th  Annual  Meeting,  WV 
State  Medical  Assoc.,  Charleston. 

Sept.  21— WVSMA  Loss  Control  Seminar, 
Morgantown. 

Oct.  10-13— Am.  Academy  of  Family  Phy- 
sicians, Anaheim,  CA. 

Oct.  19— WVSMA  Loss  Control  Seminar, 
Oak  Hill. 

Nov.  2— WVSMA  Loss  Control  Seminar, 
Charleston. 
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WVU  Medical 
Center  News 


Compiled  from  material  furnished  by  the 
Medical  Center  News  Service,  Morgantown, 
W.  Va. 


Cancer  In  West  Virginia 
Focus  Of  Wheeling  Meet 

The  first  in  a series  of  annual  pro- 
grams dealing  with  various  aspects  of 
cancer  in  the  Appalachian  region  will 
be  held  in  Wheeling’s  Oglebay  Park 
May  10-11.  All  health  professionals 
who  work  with  cancer  patients  are 
invited,  and  a public  session  also  is 
scheduled. 

Sponsors  of  the  event  include  the 
schools  of  medicine,  dentistry,  nurs- 
ing and  pharmacy  at  WVU,  the  West 
Virginia  chapters  of  the  American 
Cancer  Society  and  the  American 
College  of  Surgeons,  the  Wheeling 
Area  Medical  Education  Committee, 
the  State  Medical  Association  and  the 
Charleston  Cancer  Research  Founda- 
tion. 

The  program  is  supported  by  a 
grant  from  the  National  Cancer  In- 
stitute. 

The  27  faculty  members  will  in- 
clude David  Winchester,  M.D.,  of 
Northwestern  University,  Medical  Di- 
rector of  the  Cancer  Department  of 
the  American  College  of  Surgeons 
and  a member  of  the  American  Can- 
cer Society’s  Committee  on  Cancer 
Detection. 

Scope  of  Cancer  Problem 

The  faculty  also  includes  16  mem- 
bers of  the  medical,  nursing,  pharmacy 
and  dentistry  faculties  at  WVU,  and 
other  health  professionals  from  Wheel- 
ing, Huntington  and  Pittsburgh. 

Program  Committee  Chairman 
Thomas  H.  Covey,  M.D.,  said  the 


agenda  will  include  reviews  of  the 
scope  of  the  cancer  problem  in  West 
Virginia,  environmental  factors  in 
cancer  screening  programs,  and  case 
management  for  a variety  of  cancers. 

The  program  will  open  at  1 P.M. 
Friday,  May  10,  with  a welcome  from 
Dean  Richard  A.  DeVaul,  M.D.,  of 
the  WVU  School  of  Medicine,  and 
remarks  by  Doctor  Covey,  WVU  As- 
sociate Professor  of  Medicine,  Depart- 
ment of  Surgery. 

Among  Friday’s  topics  are  cancer 
mortality  in  the  upper  Ohio  Valley 
and  the  relationship  of  air  and  water 
quality  to  the  incidence  of  cancer  in 
that  area.  Included  in  Saturday’s 
agenda  will  be  colorectal  and  gyne- 
cological screening,  early  detection  of 
breast  cancers,  and  the  pharmacist’s 
role  in  cancer  screening. 

Case  Management  Presentations 

Case  management  presentations  are 
scheduled  for  Saturday  afternoon 
along  with  sessions  for  nurses  and 
other  health  professionals  on  meet- 
ing the  needs  of  various  cancer  pa- 
tients. 

A Cancer  Education  Fair  for  the 
general  public  is  scheduled  from  7.30 
to  9 P.M.  Saturday. 

Continuing  education  credit  is 
available  for  physicians,  dentists, 
nurses,  pharmacists  and  physician  as- 
sistants who  attend  the  conference. 

For  additional  information  contact 
the  office  of  Continuing  Medical  Ed- 
ucation, School  of  Medicine,  West  Vir- 
ginia University,  Morgantown,  West 
Virginia  26506,  or  call  (304) 
293-3937. 


Undernourished  Mothers’ 
Babies  Research  Target 

Babies  born  to  undernourished 
mothers  not  only  have  a higher  death 
rate  but  survivors  may  suffer  from  a 
variety  of  metabolic,  immunologic 
and  growth  disorders.  A WVU  re- 
searcher has  been  awarded  $179,095 
by  the  National  Institutes  of  Health 
to  study  the  problem. 

Edward  A.  Fiechty,  M.D.,  Assistant 
Professor  of  Pediatrics,  will  receive 
$74,515  this  year  and  $104,580 
spread  over  the  next  two  years  from 
the  National  Institute  of  Child  Health 
and  Human  Development. 

Doctor  Fiechty  said  some  past 
thinking  had  been  that  when  an  ex- 
pectant mother  was  undernourished, 
the  fetus  would  take  from  the  mother 
what  it  needed  for  growth,  and  the 
mother’s  health,  not  the  baby’s, 
would  suffer. 

“It’s  true  that  some  malnourished 
mothers  produce  babies  that  are  nor- 
mal for  their  gestational  age  and  that 
babies  often  don’t  appear  as  mal- 
nourished at  birth  as  the  mother  does 
— but  it’s  well-known  that  on  average 
malnourished  mothers  produce  smaller 
babies,”  he  said. 

“The  public  health  aspect  of  this 
is  that  smaller  babies  have  a much 
higher  mortality  than  those  whose 
weight  is  appropriate  for  their  gesta- 
tional age  — as  much  as  five  to  10 
times  worse.” 

Doctor  Fiechty  hopes  his  studies 
may  help  solve  problems  resulting 
from  the  fact  that  small  newborns 
have  difficulty  regulating  their  own 
metabolism. 
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youz  second  home 


Your  office  is  probably  your  SECOND  HOME. 

If  so,  it  should  be  furnished  as  tastefully  and  comfortable  as 
your  residence  — it  should  reflect  your  personality,  your  values, 
and  your  quality  of  professionalism. 

CUSTOM  OFFICE  FURNITURE,  INC.  will  handle  all  aspects 
of  your  office  interiors  with  an  expert  staff,  skilled  in  coor- 
dinated interior  design  and  space  planning. 

VISIT  OUR  DISPLAY  FLOOR  today  and  personally  examine 
the  many  styles  of  office  furniture  on  display. 


- -custom 

office 

FURNITURE  INC 


1258  Greenbrier  Street  • P.  O.  Box  3467  • Charleston,  WV  25334 
Phone  (304)  343-0103 


Obituaries 


JOHN  A.  HEDRICK,  M.  D. 

Dr.  John  A.  Hedrick,  Beckley  fam- 
ily physician,  died  on  February  15  in 
a hospital  there.  He  was  63. 

A Charter  Fellow  of  the  American 
Academy  of  Family  Physicians,  Doc- 
tor Hedrick  was  Chairman  of  the 
Board  of  Raleigh  General  Hospital  in 
Beckley. 

Doctor  Hedrick  attended  Beckley 
College  and  Marshall  University,  and 
received  his  M.  D.  degree  in  1945 
from  the  University  of  Maryland.  He 
interned  at  Mercy  Hospital  in  Beck- 
ley, and  served  in  the  U.  S.  Air  Force 
until  1948,  when  he  began  practice 
in  Beckley. 

Doctor  Hedrick  was  a member  of 
the  Raleigh  County  Medical  Society, 
West  Virginia  State  Medical  Associa- 
tion, American  Medical  Association, 
Southern  Medical  Association,  and  a 
former  member  and  medical  consul- 
tant of  the  Board  of  the  Hospital 
Corporation  of  America  in  Nashville, 
Tennessee. 

Survivors  include  the  wife,  Natalie 
Bailey  Hedrick;  two  sons,  John  B. 
Hedrick  of  Beckley  and  James  R. 
Hedrick  of  Aurora,  Colorado;  a 
daughter,  Mrs.  Robert  Concepcion  of 
Beckley;  two  brothers,  Dr.  Grover  C. 
Hedrick  of  Beckley  and  Dr.  Thomas 
A.  Hedrick  of  Johnstown,  Pennsylva- 
nia; and  two  sisters,  Mrs.  Joseph 
Shank  of  Huntington  and  Mrs.  Law- 
rence Tully  of  Beckley. 


CHAPMAN 

PRINTING 

COMPANY 

★ 

1652  4TH  AVENUE 
CHARLESTON,  WV  25357 

PHONE:  346-0676 


Just  wait 
till  you  see 
the  changes 
we’re  making 

The  excellence  of  Harding's  in-patient  treat- 
ment of  adolescents  and  adults  Is  recognized 
coast  to  coast.  Today,  thanks  to  more  flexible 
medical  and  specialty  hospital  staffing,  Hard- 
ing is  able  to  provide  the  same  quality  of  care 
for  your  patients  requiring  crisis  stabilization 
and  short-term  hospital  treatment. 

The  result  is  that  we  re  seeing  more  patients 
sooner  more  successfully.  As  a matter 
of  record,  38%  of  all  patients  admitted  during 
1984  were  treated  in  Harding's  crisis  stabiliza- 
tion and  short-term  program. 


Our  commitment  to  long-term  treatment  re- 
mains undiminished.  But  now  you  can  think  of 
Harding  for  all  your  psychiatric  referral  needs. 


Since  1916, 

Harding  is  here 

Contact; 

Director  of  Admissions 
The  Harding  Hospital 

445  East  Granville  Road 
Worthington,  Ohio  43085 


614/885-5381 

A Blue  Cross  Member  Hos| 
JCAH  Accredited 


Need  A 
Temporary 
Physician? 

You  can  take  time  off 
while  your  practice 
keeps  working! 

Lease  CompHealth 
physicians  for  your 
vacations,  CME’s  or  for 
supplementary  help. 

★ 

Want  Free  Time 
While  You 
Practice 
Medicine? 

Join  CompHealth’s 
Locum  Tenens 
Physician  Group. 

★ 

For  further  information 
about  temporary  coverage 
or  locum  tenens  practice 
opportunities, 
call: 

412/741-3310 

**  CompHealth 

A Physician  Group 

★ 

WILSON  ROSS, 
Regional  Administrator 

114  Centennial  Avenue 
Sewickley,  PA  15143 
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GROUP  INSURANCE  SPONSORED 
BY  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION  FOR 
MEMBERS  AND  THEIR  EMPLOYEES 


McDonough  Caperton  Shepherd  Association  Group  ad- 
ministers group  insurance  at  a substantial  savings  for 
members,  their  families,  and  their  employees  on  behalf  of  the 
West  Virginia  State  Medical  Association. 


McDonough 

Caperton 

Shepherd 

Association 

Group 


Our  Group  Plans  include 

• Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  income  up  to  $500  a week  when  you 
are  disabled. 

• $1 ,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1,000,000  per  person.  Choice 
of  deductibles  ($1 00-$250-$500-$1 ,000).  Employees  are  eligible. 

• Hospital  Money  Plan 

Pays  up  to  $100  a day  when  you  or  a family  member  is  hospital- 
ized. 

• Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for  spouses,  and  $10,000 
for  children.  Employee  may  apply  for  up  to  $100,000. 

• $100,000  Accidental  Death  & Dismemberment  Insurance 

Around  the  clock  protection  — 24  hours  a day . . . 365  days  a year 
. . . worldwide. 

• Office  Overhead  Disability  Plan 

Pays  your  office  expenses  up  to  $5, 000  per  month  while  you  are 
disabled. 

• Professional  Liability  Insurance 


SEND  THE  COUPON  BELOW  OR  CALL  TOLL-FREE  1-800-642-3088 


Please  send  me  more  information  about  the  plan(s)  I have  checked  which  are  endorsed  by  the  West  Virginia 
State  Medical  Association. 


Name 


Address 


City/State 


Zip 


Business  Telephone 


□ Long  Term  Disability  Income  Protection 

□ $1,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & Dismemberment  In- 
surance 

□ Office  Overhead  Disability  Plan 

□ Professional  Liability  Insurance 


Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 


County  Societies 


CABELL 

Dr.  Carl  J.  Roncaglione,  President 
of  the  State  Medical  Association,  was 
the  guest  speaker  for  the  meeting  of 
the  Cabell  County  Medical  Society  on 
February  21. 

Doctor  Roncaglione,  of  South 
Charleston,  talked  on  “Stress  in  Med- 
icine.” 

Other  guests  included  Dr.  Lester  R. 
Bryant,  who  will  become  Dean  of  the 
Marshall  University  School  of  Med- 
icine in  July,  and  Merwyn  G.  Schol- 
ten,  Charleston,  Executive  Director  of 
the  State  Medical  Association. — Tara 
Sharma,  M.  D..  Secretary. 

JEFFERSON  " 

The  Jefferson  County  Medical  So- 
ciety met  on  January  30. 

Dr.  Konrad  C.  Nau,  family  phy- 
sician practicing  in  Harpers  Ferry, 
gave  a presentation  on  “Cardiac  Stress 
Testing.” 

New  officers  were  elected. — Wil- 
liam S.  Miller,  M.  D.,  President. 

MERCER 

The  Mercer  County  Medical  Society 
met  on  February  18  at  Frankie’s  La 
Saluta  Club  in  Bluewell. 

The  guest  speaker  was  Harold  D. 
Brewster,  Bluefield  attorney,  who  dis- 
cussed what  the  physician  might  ex- 
pect when  confronted  by  a malprac- 
tice case.  A defense  attorney,  he  ap- 
proached his  subject  from  a defense 
standpoint. 

He  also  outlined  the  procedures 
from  day  one  of  the  institution  of  a 
suit,  and  provided  helpful  hints  for 
physicians. — David  F.  Bell,  Jr.,  M.  D., 
Secretary-T  reasurer . 

McDowell 

The  McDowell  County  Medical  So- 
ciety met  on  February  27  at  Welch 
Emergency  Hospital. 

The  guest  speaker  was  Dr.  Robert 
Lapin,  Clinical  Assistant  Professor  of 
Medicine  at  Albert  Einstein  College 
of  Medicine  in  New  York  City.  His 
topic  was  “The  Fetid  Foot.” 

Doctor  Lapin  alerted  us  to  the  fact 
that  a person  with  an  ankle  and  a foot 
of  any  sort  which  would  fit  into  a 
molded  shoe  would  be  better  able  to 
walk  than  a below-knee  or  above-knee 
amputee.  He  also  discussed  infections 


and  their  management,  and  surgical 
phophylaxis. — John  S.  Cook.  M.  D., 
Secretary. 

MINGO 

The  Mingo  County  Medical  Society 
met  on  January  9 at  Williamson  Me- 
morial Hospital. 

Dr.  Carl  J.  Roncaglione,  President 
of  the  State  Medical  Association,  was 
the  guest  speaker.  He  addressed  the 
functions  of  the  Association’s  Council 
and  Constitution,  and  the  West  Vir- 
ginia Medical  Journal. 

Doctor  Roncaglione  also  urged  that 
any  malpractice  insurance  problems 
and  any  problems  encountered  by 
foreign  medical  graduates  be  for- 
warded to  the  state  level. 

The  Society  met  again  on  February 
20  at  Williamson  Memorial  Hospital. 

Mr.  Charles  Albert,  Chairman  of 
the  United  Fund,  spoke  on  his  con- 
cerns as  a private  citizen  about  the 
malpractice  insurance  crisis. 

Dr.  Diane  E.  Shafer,  who  attended 
the  special  meeting  on  February  11 
at  WVSMA  headquarters  in  Charles- 
ton, explained  the  suggestions  from  a 
public  relations  firm  which  compiled 
a packet  with  material  aimed  at  utiliz- 
ing local  help  in  the  malpractice  in- 
surance crisis. — Diane  E.  Shafer, 
M.  D.,  Secretary/Treasurer. 


DOCTORS 

If  you’d  rather  practice  medicine  than 
try  to  manage  the  practice,  CTS  has  a 
solution-a  comprehensive  Medical  Man- 
agement System  designed  exclusively 
for  physicians  by  physicians. 

CTS  offers  one  of  the  most  complete 
practice  management  systems  available. 
“Typical  Billing  Systems”  may  contain 
20-30  programs,  whereas  a full  CTS 
system  has  over  300  programs  and  can 
assist  you  in  generating  income  plus 
save  you  labor  time  and  money. 

Selected  examples  of  the  systems 
capabilities  include: 

• Receivables/Management 

• Practice  Management 

• Medical  Records 

• Appointments/Office  Scheduling 

• Medical  Dictionaries 

• Word  Processing/Transcription 

• Billing/Insurance 

• Patient  Care  Management 

CTS  MEDICAL  MANAGEMENT 
SYSTEMS 

For  further  information  please  contact 
our  Pittsburgh  Sales  Office. 

1725  Washington  Rd., 
Pittsburgh,  PA  15241,  412-464-1277 
1-800-638-2667 


Manuscript  Information 

Manuscripts  to  be  presented  for 
publication  in  The  West  Virginia 
Medical  journal  should  be  type- 
written. triple-spaced,  on  one  side 
only  of  firm  ( no  onion  skin  or 
flimsy),  standard  letter  sized  (8V2 
by  11  in.  I wThite  paper.  Wide 
margins  at  least  114  in.  on  left) 
should  he  left  free  of  typing.  On 
the  first  or  title  page  should  be 
shown  the  title  of  the  article,  the 
name  I or  names  I of  the  author, 
and  his  degrees.  Pago  should  be 
numbered  consecutively,  the  page 
number  being  shown  in  the  right 
upper  corner  along  with  the  sur- 
name of  the  author. 

Where  reference  is  made  to  gen- 
erically-designated  drugs,  the  first 
Mich  reference  must  be  followed  by 
parentheses  containing  the  most 
commonly  known  trade-name  drug 
of  that  designation.  In  addition,  a 
listing  of  all  generic  drugs  men- 
tioned in  the  article,  with  their 
trade-name  equivalents,  should  ap- 
pear at  the  end  of  the  article. 

A short  abstract  summarizing  the 
manuscript  should  be  included. 
This  should  be  typed  in  double 
space  on  a separate  page. 

Authors  are  requested  to  submit 
a copy  with  the  original. 

Illustrations  should  be  numbered 
and  their  approximate  locations 
shown  in  the  text.  Each  should  he 
identified  by  placing  on  its  back 
the  author’s  name,  its  number  and 
an  indication  of  its  “top.”  Draw- 
ings and  charts  intended  for  re- 
production should  be  done  in  black 
(India)  ink  on  pure  white.  Pho- 
tographs should  be  on  glossy  paper 
and  minimum  of  about  5 by  7 in. 
in  size.  Cost  of  printing  black  and 
white  photos  in  excess  of  4 will  be 
billed  to  author,  and  no  more  than 
25  references  will  be  published  free 
of  charge  to  the  author.  A legend 
should  be  provided  for  each  illus- 
tration and.  preferably,  attached  to 
it. 

All  scientific  material  appearing 
in  The  Journal  is  reviewed  by 
the  Editorial  Board.  Manuscripts 
should  be  mailed  to  The  Editor, 
West  Virginia  Medical  Journal, 
Box  4106,  Charleston,  W.  Va. 
25364. 
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We  retire  your  worries 
about  retirement  plans. 


Professional  Management.  Kanawha  Valley  Bank  understands  the  com- 
plexities of  retirement  planning  and  offers  these  concise  solutions. 

Our  plans  are  pre-approved  by  the  IRS  and  can  be  tailored  to  suit  your  indi- 
vidual needs,  including  profit  sharing  401(k)  and  others. 

We  provide  automatic  plan  maintenance.  As  legislative  changes  occur  we 
update  your  plan  (AT  OUR  COST)  to  ensure  compliance  with  current  regulations. 

And  our  plan  administration  is  comprehensive  and  includes  filing  of  all  gov- 
ernment documents,  preparation  of  employee  statements,  development  and  pres- 
entation of  the  retirement  program  to  your  employees,  and  maintenance  of  all 
essential  records. 

In  short  we  handle  the  details  professionally.  And  with  experience. 

Flexibility.  Kanawha  Valley  Bank  offers  investment  flexibility,  because  we 
understand  each  plan  has  different  objectives.  We  help  you  meet  yours  by  profes- 
sional funds  management  and  careful  consideration  of  ALL  investment  alterna- 
tives— not  just  a few.  Of  course, 


you  may  direct  your  own  invest- 
ments if  you  prefer. 

We  offer  complete  plan 
administration,  or  provide  you 
the  option  to  choose  any  of  our 
investment,  trustee,  or  adminis- 
trative services.  And  if  your  busi- 
ness requires  a specially  drafted 
plan,  we’ll  assist  you  with  its 
development. 

If  you’re  planning  a new 
retirement  plan,  or  aren’t  satis- 
fied with  your  existing  plan,  com- 
plete and  mail  the  coupon  today. 

Better  still,  call  us  now 
at  348-7205. 


Kanawha  Valley  BanJo.-A 

Attn:  Trust  Employee  Benefits  Department 

P0.  Box  1793 

Charleston,  West  Virginia  25326 

I want  to  stop  worrying  about  retirement 
planning  and  retirement  plans.  Please  call  me 
for  an  appointment. 


Name 


Title 


Address 


City 


State 


ZIP 


Company 


Phone 


© Kanawha  Valley  Bank 

A One  Valley  Bank 

Kanawaha  Valley  BankNA  • Box  I 793  • Charleston.  WVA  253Z6 

TWO  CONVENIENT  LOCATIONS: 

Downtown.  One  Valley  Square  at  Summers  and  Lee  (304-348-7000) 
Kanawha  City.  57th  A MacCorkle  at  Kanawha  Mall  (304-348-  I I 77) 

Member  FDIC 


The  medical 
profession  is 
constantly 
breaking  new 
ground. 


When  it’s  your  turn... 

ALPHA  ASSOCIATES  will 

design  a building  for  you. 


ALPHA  ASSOCIATES.  IACORPORATED 

ARCHITECTURE  • ENGINEERING  • DESIGN 

P.O.  Box  1250  • 209  Prairie  Ave.,  Suite  209 
Morgantown,  WV  26505  • 304-296-8216 


HIGHLAND  HOSPITAL 

56TH  & NOYES  AVE.,  S.E. 
CHARLESTON,  W.  VA.  25304 
925-4756 


MEDICAL  STAFF 

ADULT  PSYCHIATRY 

Miroslav  Kovacevich,  M.  D.  925-0693 

Charles  C.  Weise,  M.  D.  925-2159 

Thomas  S.  Knapp,  M.  D.  925-3554 

Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  Jr.,  M.  D.  925-0349 

Lee  L.  Neilan,  M.  D.  925-0349 

Edmund  C.  Settle,  Jr.,  M.  D.  925-6914 
Gina  Puzzuoli,  M.  D.  925-6914 

John  P.  MacCallum,  M.  D.  925-6966 

Sid  Lerfald,  M.  D.  344-0443 

Elma  Bernardo,  M.  D.  925-3554 

CHILD  PSYCHIATRY 

Henrietta  L.  Marquis,  M.  D.  925-3160 
Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  Jr.,  M.  D.  925-0349 

John  P.  MacCallum,  M.  D.  925-6966 


Psychiatric  treatment  for  the  emotionally 
disturbed  children  ages  5 to  13  now  avail- 
able in  new  children’s  pavilion.  Separation 
maintained  from  adult  psychiatric  care 
unit.  Now  available  also:  primary  psychi- 
atric care  for  older  adults  in  separate  unit. 
All  programs  offer: 

• Crisis  Intervention 

• Group  Therapy 

• Psychotherapy 

• Activities  & Recreational  Therapies 

• Skilled  Attention  to  Family,  Marital,  and 
Individual  Emotional  Problems 

• Special  Care  for  the  Acutely  Disturbed 
Patient 

• Staffed  by  Qualified  Psychiatrists  and 
Medical  Consultants 

• Schooling  Provided  on  Children’s  Pa- 
vilion 

• Serving  the  Community  for  Over  28 
Years 
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Present 


MPM 


1000 


MEDICAL  PRACTICE  MANAGEMENT  SYSTEMS 
Available  through  SMA  Physicians  Purchasing  Program 

•Discounts  on  IBM  and  Texas  Instruments  Hardware  ’Discounts  on  Software  ’Now  Available  on  New  IBM  PC/AT 

MPM  1000  the  complete  system  includes: 

•Hardware  (IBM  or  Texas  Instruments) 

•Software 
*T  raining 

•After  Sale  Support 

•Solo,  Group  Practice  or  Clinic  Systems 
Designed  to  work  in  all  aspects  of  practice  management 
Standard  Programs  include:  Optional  Programs  include: 


•Patient  Profiles 
•Accounts  Receivable/Billing 
•Insurance  Processing/Tracking 
•Collection  System 
•Recall  Notices 

•Full  line  of  Management  Reports 
•And  much  more  . . . 


•Word  Processing 
•General  Ledger 
•Accounts  Payable 
•Payroll 

* Inventory  Control 
•Appointment  Scheduling 


Want  more  information?  Call  or  write  for  detailed  brochure  Call  Southern  Medical  at  205  945  1840 

or 


YES! 


Curtis  1000  Information  Systems  at 
800  241-4780  in  Ga  404-491-1000 


I would  like  to  know  more  about  the  MPM  1000. 

□ SMA  Member 

□ I am  not  an  SMA  Member 


City 


State 


Zip 


Office  Phone 


Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 

2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


'FRIES  EE 


U.S.  Savings  Bonds  now 
pay  like  money  market 
accounts!  At  the  current 
rate — 10.94%- — you  could 
double  your  money  in 
less  than  seven  years. 

Just  hold  your  Bonds 
five  years  or  more  and 
get  the  new  higher  variable  rates.  Plus,  you  get  a 
guaranteed  return.  That  means  you  can  earn  a lot 
more — but  never  less  than  7 V2 % . That’s  the  kind 
of  change  anyone  can  appreciate. 

But  some  of  the  best  things  about  Savings 
Bonds  haven’t  changed.  They’re  still  as  safe  as 
ever.  They’re  still  exempt  from  state  and  local  in- 
come taxes.  And  since  Bonds  cost  as  little  as  $25, 


Barbara  Lebov 

2233  Wisconsin  Avenue  N. 

Washington,  D.C.  20CC7 
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U.S.  Savings  Bonds.  Now  paying  10.94%. 


they’re  as  affordable  as  ever. 

What’s  more,  Savings 
Bonds  remain  a great  way 
to  keep  our  country  strong. 

You  can  purchase  Bonds 
almost  anywhere.  At  neigh- 
borhood banks,  savings 
and  loans  and  credit  unions. 
Or  easier  still,  through  the  Payroll  Savings  Plan  where 
you  work.  Today,  more  than  5.5  million  Americans 
are  saving  the  easy  way — through  Payroll  Savings.  Isn’t 
it  time  you  joined  them?  That’s  a sure  way  to  appre- 
ciate how  much  Bonds  have  changed  for  the  better. 

For  yoiir  free  booklet,  write:  “50  Q&A,”  U.S.  Savings  Bonds 

n?'1mTa5hington'  US.  SAVINGS  BONDS'^ 

Paying  Better  Than  Ever  ' 


Variable  rates  apply  to  Bonds  purchased  on  and  after  1 1/1/82  and  held  at  least  5 years.  Bonds  purchased 
before  1 1/1/82  earn  variable  rates  when  held  beyond  10/31/87.  Bonds  held  less  than  5 years  earn  lower  interest. 

A public  service  of  this  publication. 


When  does 
two  equal  four? 


When  you  prescribe 

VELOSEF 

(Cephnadine  Capsules  USP) 

Two  capsules  of  Velosef  500  mg  BID 
can  be  as  effective  as  250  mg 
QID  — four  capsules  — of  the 
leading  oral  cephalosporin... 
decide  for  yourself! 

Velosef  provides  BID  effectiveness  in  upper 
and  lower  respiratory  tract  infections. . . in  uri- 
nary tract  infections,  including  cystitis  and  pros- 
tatitis. . . in  skin/skin  structure  infections  when  due 
to  susceptible  organisms. 

Please  see  prescribing  information  that  follows. 


...at  the  same  time  become  eligible  for  our 
“Computers  in  Health  Care  Drauuing.’’ 

Have  your  name  entered  for  a chance  to  win 
your  own  Office  Computer  Diagnosis  Center 
or  other  valuable  “user-friendly”  prizes. 

□ Five  [5)  Grand  Prizes . . . OFFICE  COMPUTER  DIAGNOSIS  CENTER ...  an 
IBM-PC  computer  with  software  that  encompasses  hundreds  of  diseases, 
thousands  of  symptoms!  A $5,600.00  value! 

□ Five  (53  First  Prizes ...  a briefcase-size  Hewlett-Packard  Portable 
Computer  valued  at  $3,900.00. 

□ 500  Second  Prizes ...  a copy  of  Computerizing  Your  Medical  Office: 

A Guide  for  Physicians  and  Their  Staffs  valued  at  $1 7. 50 

Just  complete  and  return  the  attached  reply  card! 


OFFICIAL  RULES:  “Computers  in  Health  Care  Drawing" 

NO  PURCHASE  NECESSARY 

(1 .)  On  an  official  entry  form  handprint  your  name,  address  and  zip  code. 
You  may  also  enter  by  handprinting  your  name,  address  and  zip  code  and 
the  words  “Velosef -Computers  in  Health  Care"  on  a 3"  x 5"  piece  of  paper 
Entry  forms  may  not  be  mechanically  reproduced.  (2.)  Enter  as  often  as 
you  wish,  but  each  entry  must  be  mailed  separately  to  "COMPUTERS  IN 
HEALTH  CARE  DRAWING,"  RO.  Box  3036,  Syosset,  NY  11775.  All  entries 
must  be  received  by  September  9, 1985  (3.)  Winners  will  be  selected 
in  random  drawings  from  among  all  entries  received  by  the 
National  Judging  Institute,  Inc. , an  independent  judging  organi- 
zation whose  decisions  are  final  on  all  matters  relating  to  this 
sweepstakes.  All  prizes  will  be  awarded  and  winners  notified  by 


mail.  Only  one  prize  to  an  individual  or  household.  Prizes  are 
nontransferable  and  no  substitutions  or  cash  equivalents  are 
allowed.  Taxes,  if  any,  are  the  responsibility  of  the  individual 
winners.  No  responsibility  is  assumed  for  lost,  misdirected  or 
late  mail.  Winners  may  be  asked  to  execute  an  affidavit  of  eligi- 
bility and  release.  (4.)  Sweepstakes  open  only  to  physicians  residing  in 
the  U S A.,  except  employees  and  their  families  of  E.R.  SQUIBB  & SONS, 
INC.,  its  affiliates,  subsidiaries,  advertising  agencies,  and  Don  Jagoda 
Associates,  Inc.  This  otter  is  void  wherever  prohibited,  and  subject  to  all 
federal,  state  and  local  laws  (5.)  For  a list  of  major  prize  winners, 
send  a stamped,  self-addressed  envelope  to:  “COMPUTERS  IN 
HEALTH  CARE”  WINNERS  LIST,  P.O.  Box  3154,  Syosset,  NY 
11775. 


VELOSEF®  CAPSULES 
Cephradine  Capsules  USP 
VELOSEF®  FOR  ORAL  SUSPENSION 
Cephradine  for  Oral  Suspension  USP 

DESCRIPTION:  Velosef  '250'  Capsules  and  Velosef  '500'  Capsules 
(Cephradine  Capsules  USP)  provide  250  mg  and  500  mg  cephradine, 
respectively,  per  capsule.  Velosef  125’  for  Oral  Suspension  and  Velosef  ‘250’ 
for  Oral  Suspension  (Cephradine  for  Oral  Suspension  USP)  after  constitution 
provide  125  and  250  mg  cephradine,  respectively,  per  5 ml  teaspoonful. 

INDICATIONS  AND  USAGE:  These  preparations  are  indicated  for  the 
treatment  of  infections  caused  by  susceptible  strains  of  designated 
microorganisms  as  follows:  Respiratory  Tract  Infections  (e  g.,  tonsillitis, 
pharyngitis,  and  lobar  pneumonia)  due  to  S.  pneumoniae  (formerly  D.  pneu- 
moniae) and  group  A beta-hemolytic  streptococci  [penicillin  is  the  usual  drug 
of  choice  in  the  treatment  and  prevention  of  streptococcal  infections,  includ- 
ing the  prophylaxis  of  rheumatic  fever;  Velosef  (Cephradine,  Squibb)  is 
generally  effective  in  the  eradication  of  streptococci  from  the  nasopharynx; 
substantial  data  establishing  the  efficacy  of  Velosef  in  the  subsequent  preven- 
tion of  rheumatic  fever  are  not  available  at  present];  Otitis  Media  due  to  group 
A beta-hemolytic  streptococci,  H.  influenzae,  staphylococci,  and  S.  pneu- 
moniae;;  Skin  and  Skin  Structures  Infections  due  to  staphylococci  and  beta- 
hemolytic  streptococci;  Urinary  Tract  Infections,  including  prostatitis,  due  to 
E.  coli,  P.  mirabilis,  Klebsiella  species,  and  enterococci  (S.  faecalis). 

Note:  Culture  and  susceptibility  tests  should  be  initiated  prior  to  and  dur- 
ing therapy. 

CONTRAINDICATIONS:  In  patients  with  known  hypersensitivity  to  the 
cephalosporin  group  of  antibiotics. 

WARNINGS:  Use  cephalosporin  derivatives  with  great  caution  in  penicillin- 
sensitive  patients  since  there  is  clinical  and  laboratory  evidence  of  partial 
cross-allergenicity  of  the  two  groups  of  antibiotics;  there  are  instances  of 
reactions  to  both  drug  classes  (including  anaphylaxis  after  parenteral  use). 

In  persons  who  have  demonstrated  some  form  of  allergy,  particularly  to 
drugs,  use  antibiotics,  including  cephradine,  cautiously  and  only  when  abso- 
lutely necessary. 

Pseudomembranous  colitis  has  been  reported  with  the  use  of 
cephalosporins  (and  other  broad  spectrum  antibiotics);  therefore, 
it  is  important  to  consider  its  diagnosis  in  patients  who  develop 
diarrhea  in  association  with  antibiotic  use.  Treatment  with  broad  spec- 


trum antibiotics  alters  normal  flora  of  the  colon  and  may  permit  overgrowth  of 
Clostridia.  Studies  indicate  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis.  Cholestyramine  and  colestipol 
resins  have  been  shown  to  bind  the  toxin  in  vitro.  Mild  cases  of  colitis  may 
respond  to  drug  discontinuance  alone.  Manage  moderate  to  severe  cases 
with  fluid,  electrolyte  and  protein  supplementation  as  indicated.  Oral  vanco- 
mycin is  the  treatment  of  choice  for  antibiotic-associated  pseudomembra- 
nous colitis  produced  by  C.  difficile  when  the  colitis  is  severe  or  is  not 
relieved  by  drug  discontinuance;  consider  other  causes  of  colitis. 

PRECAUTIONS:  General:  Follow  patients  carefully  to  detect  any  side 
effects  or  unusual  manifestations  of  drug  idiosyncrasy  If  a hypersensitivity 
reaction  occurs,  discontinue  the  drug  and  treat  the  patient  with  the  usual 
agents,  e.g.,  pressor  amines,  antihistamines,  or  corticosteroids.  Administer 
cephradine  with  caution  in  the  presence  of  markedly  impaired  renal  function. 
In  patients  with  known  or  suspected  renal  impairment,  make  careful  clinical 
observation  and  appropriate  laboratory  studies  prior  to  and  during  therapy  as 
cephradine  accumulates  in  the  serum  and  tissues.  See  package  insert  for 
information  on  treatment  of  patients  with  impaired  renal  function.  Prescribe 
cephradine  with  caution  in  individuals  with  a history  of  gastrointestinal  dis- 
ease, particularly  colitis.  Prolonged  use  of  antibiotics  may  promote  the  over- 
growth of  nonsusceptible  organisms.  Take  appropriate  measures  should 
superinfection  occur  during  therapy.  Indicated  surgical  procedures  should  be 
performed  in  conjunction  with  antibiotic  therapy. 

Information  for  Patients:  Caution  diabetic  patients  that  false  results 
may  occur  with  urine  glucose  tests  (see  PRECAUTIONS,  Drug/Laboratory 
Test  Interactions).  Advise  the  patient  to  comply  with  the  full  course  of  therapy 
even  if  he  begins  to  feel  better  and  to  take  a missed  dose  as  soon  as  possible. 
Tell  the  patient  he  may  take  this  medication  with  food  or  milk  since  G.l.  upset 
may  be  a factor  in  compliance  with  the  dosage  regimen.  The  patient  should 
report  current  use  of  any  medicines  and  should  be  cautioned  not  to  take  other 
medications  unless  the  physician  knows  and  approves  of  their  use  (see 
PRECAUTIONS,  Drug  Interactions). 

Laboratory  Tests:  In  patients  with  known  or  suspected  renal  impair- 
ment, it  is  advisable  to  monitor  renal  function. 

Drug  Interactions:  When  administered  concurrently,  the  following  drugs 
may  interact  with  cephalosporins: 

Other  antibacterial  agents  — Bacteriostats  may  interfere  with  the  bacterici- 
dal action  of  cephalosporins  in  acute  infection;  other  agents,  e g.,  amino- 
glycosides, colistin,  polymyxins,  vancomycin,  may  increase  the  possibility  of 
nephrotoxicity. 


Can  tuuo  really  equal  four? 

Find  out  today  and  participate  in  the 
VELOSEF®  Capsules  (Cephradine  Capsules  USP) 
"Computers  in  Health  Care  Draujing." 


SQUIBB 


□ Please  send  me  a clinical  trial  supply  of  40  Velosef  Capsules 
500  mg  and  enter  my  name  in  the  "Computers  in  Health 
Care  Drawing.” 


Please  type  or  print  clearly. 


Name 


Address 

City 

State 

Zip 

Signature 

MD 

□ I do  not  wish  to  receive  a trial  supply  of  Velosef  Capsules  at 
this  time,  but  please  enter  my  name  in  the  "Computers  in 
Health  Care  Drawing.” 

ALL  ENTRIES  MUST  BE  RECEIVED  BY  SEPTEMBER  9,  1985. 
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VELOSEFcapsules 

(Cephradine  Capsules  USP) 


BID 


Diuretics  (potent  "loop  diuretics,"  e g.,  furosemide  and  ethacrynic  acid) 

— Enhanced  possibility  for  renal  toxicity. 

Probenecid — Increased  and  prolonged  blood  levels  of  cephalosporins, 
resulting  in  increased  risk  of  nephrotoxicity. 

Drug/Laboratory  Test  Interactions:  After  treatment  with  cephradine,  a 
false-positive  reaction  for  glucose  in  the  urine  may  occur  with  Benedict's 
solution,  Fehling's  solution,  or  with  Clinitest®  tablets,  but  not  with  enzyme- 
based  tests  such  as  Clinistix®  and  Tes-Tape®.  False-positive  Coombs  test 
results  may  occur  in  newborns  whose  mothers  received  a cephalosporin  prior 
to  delivery.  Cephalosporins  have  been  reported  to  cause  false-positive  reac- 
tions in  tests  for  urinary  proteins  which  use  sulfosalicylic  acid,  false 
elevations  of  urinary  17-ketosteroid  values,  and  prolonged  prothrombin 
times. 

Carcinogenesis,  Mutagenesis:  Long-term  studies  in  animals  have  not 
been  performed  to  evaluate  carcinogenic  potential  or  mutagenesis. 

Pregnancy  Category  B:  Reproduction  studies  have  been  performed  in 
mice  and  rats  at  doses  up  to  4 times  the  maximum  indicated  human  dose  and 
have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to 
cephradine.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  predic- 
tive of  human  response,  use  this  drug  during  pregnancy  only  if  clearly 
needed. 

Nursing  Mothers:  Since  cephradine  is  excreted  in  breast  milk  during 
lactation,  exercise  caution  when  administering  cephradine  to  a nursing 
woman. 

Pediatric  Use:  Adequate  information  is  unavailable  on  the  efficacy  of 
b.i.d.  regimens  in  children  under  nine  months  of  age. 

ADVERSE  REACTIONS:  Untoward  reactions  are  limited  essentially  to  G.l. 
disturbances  and,  on  occasion,  to  hypersensitivity  phenomena.  The  latter  are 
more  likely  to  occur  in  persons  who  have  previously  demonstrated  hypersen- 

© 1985  E.R.  Squibb  & Sons,  Inc. 


sitivity  and  those  with  a history  of  allergy,  asthma,  hay  fever,  or  urticaria. 

The  following  adverse  reactions  have  been  reported  following  use  of 
cephradine:  G.l.  — Symptoms  of  pseudomembranous  colitis  can  appear  dur- 
ing antibiotic  therapy;  nausea  and  vomiting  have  been  reported  rarely.  Skin 
and  Hypersensitivity  Reactions  — mild  urticaria  or  skin  rash,  pruritus,  joint 
pains.  Hematologic  — mild  transient  eosinophilia,  leukopenia  and  neutrope- 
nia. Liver  — transient  mild  rise  of  SGOT,  SGPT,  and  total  bilirubin  with  no 
evidence  of  hepatocellular  damage.  Renal  — transitory  rises  in  BUN  have 
been  observed  in  some  patients  treated  with  cephalosporins:  their  frequency 
increases  in  patients  over  50  years  old.  In  adults  for  whom  serum  creatinine 
determinations  were  performed,  the  rise  in  BUN  was  not  accompanied  by  a 
rise  in  serum  creatinine.  Others  — dizziness,  tightness  in  the  chest,  and 
candidal  vaginitis. 

DOSAGE:  Adults  — For  respiratory  tract  infections  (other  than  lobar 
pneumonia)  and  skin  and  skin  structure  infections:  250  mg  q 6 h or  500  mg 
q.  12  h.  For  lobar  pneumonia:  500  mg  q.  6 h or  1 g q.  12  h.  For  uncompli- 
cated urinary  tract  infections:  500  mg  q.  12  h;  for  more  serious  UTI,  including 
prostatitis,  500  mg  q,  6 h or  1 g q.  12  h.  Severe  or  chronic  infections  may 
require  larger  doses  (up  to  1 g q.  6 h).  For  dosage  recommendations  in 
patients  with  impaired  renal  function,  consult  package  insert. 

Children  over  9 months  of  age  — 25  to  50  mg/kg/day  in  equally  divided 
doses  q.  6 or  12  h.  For  otitis  media  due  to  H.  influenzae:  75  to  100  mg/kg/day 
in  equally  divided  doses  q.  6 or  12  h but  not  to  exceed  4 g/day.  Dosage  for 
children  should  not  exceed  dosage  recommended  for  adults.  There  are  no 
adequate  data  available  on  efficacy  of  b.i.d.  regimens  in  children  under  9 
months  of  age. 

For  full  prescribing  information,  consult  package  insert. 

HOW  SUPPLIED:  250  mg  and  500  mg  capsules  in  bottles  of  24  and  100 
and  Unimatic®  unit-dose  packs  of  100. 125  mg  and  250  mg  for  oral  suspen- 
sion in  bottles  of  100  ml  and  200  ml. 
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The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

1306  Kanawha  Boulevard,  East  • P.  O.  Box  2271 
Charleston,  WV  25328  • Phone  (304)  343-4371 

Toll  Free:  1-800-642-3049 

A 35-BED  HOSPITAL 

ACCREDITED  BY  JCAH 
AND  APPROVED  BY  MEDICARE  & MEDICAID 

OPHTHALMOLOGY 

OTOLARYNGOLOGY 

HEAD  & NECK  SURGERY 

A New  Commitment  to  Quality  Care  . . . Every  Day! 


Eye,  Ear,  Nose  & Throat 
Physicians  & Surgeons  of  Charleston,  Inc. 


(Formerly  A Division  of  the  Eye  & Ear  Clinic  of  Charleston,  Inc.) 

1306  KANAWHA  BOULEVARD,  EAST  • P.  O.  BOX  3107 
CHARLESTON,  WV  25331  • PHONE:  (304)  343-4371 
Toll  Free:  1-800-642-3049 


OPHTHALMOLOGY 

Milton  J.  Lilly,  Jr.,  M.D. 
Robert  E.  O’Connor,  M.D. 
Moseley  H.  Winkler,  M.D. 
Samuel  A.  Strickland,  M.D 


E.E.N.T. 

John  A.  B.  Holt,  M.D. 


OTOLARYNGOLOGY- 
HEAD  AND  NECK 
SURGERY 

Romeo  Y.  Lim,  M.D. 

Nabil  A.  Ragheb,  M.  D. 

R.  Austin  Wallace,  M.D. 


(ALL  PHYSICIANS  ARE  BOARD  CERTIFIED) 


CATARACT  SURGERY  (INTRAOCULAR  LENSES) 
RETINAL  & VITREOUS  SURGERY 
OPHTHALMIC  PLASTIC  SURGERY 
FLUORESCEIN  ANGIOGRAPHY 
KRYPTON/ARGON  LASER  PHOTOCOAGULATION 
STRONTIUM  90  BETA  IRRADIATION 
ORTHOPTICS 

ULTRASOUND  (A  & B SCAN) 


HEAD  AND  NECK  SURGERY 

MAXILLO-FACIAL  PLASTIC  SURGERY 

RECONSTRUCTIVE  SURGERY 

ENDOSCOPY 

CO. LASER 

SPEECH  THERAPY 

AUDIO  VESTIBULAR  LABORATORY 

ALLERGY 
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At  las*- 

You  can  keep  a 
larger  slice  of  your  own  pie! 


You  make  the  pie,  but  the  tax  guys  get  the  biggest  slice. 
Until  now,  that  is.  Now  you  can  use  the  tax  advantages  of 
the  401  (k)  Retirement  Plan  to  defer  (and  deduct!)  up  to 
25%  of  your  salary,  and  not  have  to  do  the  same  thing  for 
your  employees.  In  fact,  with  a 401  (k)  Plan,  employees 
make  their  own  contributions!! 

You  can  convert  your  existing  KEOGH  or  corporate  plan 
to  a 401  (k),  or  have  a 401  (k)  plan  in  addition  to  any  other 
retirement  plan  you  currently  maintain.  You  can  even 
continue  your  I.R.A.  along  with  your  401  (k). 

So  find  out  more  about  401  (k)  Retirement  Plans.  Check 
with  your  tax  advisor.  If  he  or  she  has  attended  one  of  the 
401  (k)  seminars  offered  by  The  National  Bank  of  Com- 
merce, they’ll  have  the  information  you  need.  Or,  call  us 
directly.  We’ll  be  glad  to  show  you  how  the  401  (k)  (or 
other  plans  such  as  KEOGH’s  or  SEP's)  could  be  your 
O K.  to  keeping  a larger  slice  of  your  pie. 

r\ 

The  National 
Bank  of  Commerce 

One  Commerce  Square  Charleston.  WV  25322 
Member  FDIC 

Setting  the  pace 
for  your  better  tomorrows. 

Employee  Benefits  Division 
348-4505  or  348-4504 


THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  232  3600  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B L.  VanPelt,  M.  D. 

P.  R.  Hedges,  M.  D. 

T.  G.  Kenamond,  M.  D. 

J.  Holloway,  M.  D 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  O.  (New  Martinsville) 
Cardiovascular 

R.  N.  Lewis,  M D (St.  Clairsville) 

A.  M.  Valentine,  M D 
W.  E.  Noble,  M.  D. 

Gastroenterology 
T.  E.  Chvasta,  M D 
L R Cain,  M.  D 
Hematology/ Oncology 
C A Vasquez,  M.  D 
Nephrology /Hypertension 
D L Latos,  M.  D 
M H Drews,  M.  D 
Pulmonary 
C.  Begley,  M.  D 
GENERAL  SURGERY 
C D Hershey,  M.  D 
E C Voss.  M.  D 

J.  H Mahan,  M.  D (St  Clairsville) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford,  M D. 

ORTHOPEDICS 

E.  L.  Barrett,  M D 
R.  S Glass,  M.  D. 

UROLOGY 

D C.  Trapp,  M.  D. 


GYNECOLOGY/OBSTETRICS 

R.  W.  Leibold,  M.  D. 

R.  T Brandfass,  M.  D, 

T A Athari,  M.  D. 

J W.  Campbell,  M D. 

C.  V.  Porter.  M.  D. 

R.  A Porterfield,  M.  D 
(St.  Clairsville) 

OPHTHALMOLOGY 
W.  F Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangillnan,  M.  D 
DERMATOLOGY 

K.  W.  Waterson,  M.  D 
OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 
W A Tiu,  M.  D. 

R.  G.  Villanueva,  M.  D 
RADIOLOGY 

Valley  Radiologist,  Inc 
FAMILY  PRACTICE 

R.  A.  Porterfield,  M.  D 
(St.  Clairsville) 

G L Cholak,  M D.  (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (New  Martinsville) 
NEUROSURGERY 

F.  J.  Payne,  M.  D 
NEUROLOGY 

H.  L.  Kettler,  M.  D 

S.  G Christopher,  M.  D 
W.  Zyznewsky,  M D 

J.  G Tellers,  M D 
Neuropathology 
S.  Govindan.  M.  D 


PSYCHIATRY 

S D Ward.  M D. 

D H Smith,  M D 
D P Hill,  M D 
J.  G Tellers.  M D 

Pediatric  Psychiatry 
V Stein,  M D 

ANCILLARY  SERVICES 
Optical 

W E Schul,  Optician 

Speech  Therapy/Audiology 
J.  P.  Frum,  M.  S,  SPA 
Biofeedback  Laboratory 
M G Simon.  P A 
Electrology/Cosmetic  Therapy 
J E Beserock,  R E 
Allergy/Cytotoxic  Food  Testing 
K Gorney,  M.  T 

TECHNOLOGISTS 

Electrocardiography 

B Maguire,  R N 
B Muklewicz,  R N 

Electroencephalography 

J.  Stone,  R N . CMET 
J Green,  R N 
Roentgenology 
E Forester,  R T 
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Classified 


WESLEYAN  SUMMER  GIFTED  PRO- 
GRAM — A residential  program  July  14-27, 
1985,  for  students  now  in  seventh  or  eighth 
grade  who  score  in  the  top  3%  on  national 
standardized  tests,  or  who  have  been 
identified  as  gifted.  Classes  are  taught  in 
mathematics,  physics  with  laboratory,  crea- 
tive writing,  and  social  science.  Computer 
skills  are  integrated  into  the  classes.  Stu- 
dents are  supervised  by  counselors  in  their 
dormitory  and  enjoy  a full  recreational  pro- 
gram. Write  Co-Directors  Joseph  E.  Wiest, 
Ph.D.  and  Jeanie  Wiest,  M.  D.,  WVWC  Gift- 
ed Program,  PO  Box  89,  WVWC,  Buck- 
hannon,  WV  26201. 


PEDIATRICIAN,  ORTHOPEDIST  and  OB- 

GYN  needed  for  replacement  positions  in 
21-doctor  multi-specialty  group  in  North- 
Central  Iowa  city  of  30,000.  Service  area 
of  90,000.  New  medical  facilities.  Excel- 


lent schools  and  quality  family-living  en- 
vironment. Plentiful  recreational  oppor- 
tunities. Salary  guarantee  plus  incentive. 
All  corporate  fringes.  Contact  Administra- 
tor, Fort  Dodge  Medical  Center,  P.C.,  300 
South  Kenyon  Road,  Fort  Dodge,  IA  50501 
(515)  573-4141. 


INTERNAL  MEDICINE  PHYSICIAN 
NEEDED  — Excellent  opportunity  for 
qualified  doctor  to  serve  the  community 
with  other  hospital-based  specialists  in- 
cluding pediatrician,  internist,  OB-GYN, 
general  surgeon,  family  practitioner,  uro- 
logist, and  E.N.T.  Jackson  General  Hos- 
pital is  located  conveniently  in  a small 
community  35  miles  from  the  state  capital 
along  a major  highway.  Join  the  active 
medical  staff  of  a 95-bed  non-profit  acute 
care  and  alcohol  rehabilitation  facility. 
JCAH  accredited  hospital.  Competitive 
salary  guarantee  first  year,  relocation  ex- 
penses paid  and  professional  help  in  set- 
ting up  practice. 


MEDICAL  DIRECTOR  PSYCHIATRIST  — 
Outstanding  oppty.  for  dynamic,  highly 
skilled  psychiatrist.  The  qualified  candi- 
date will  be  appointed  part-time  med. 
director  for  the  newly  reorganized  57- 
bed  psychiatric  svc.  of  a 375-bed  com- 
munity hospital.  A second  psychiatrist, 
preferably  bd.  chg.  cert,  in  chi  d psy- 
chiatry is  also  being  sought.  Parkers- 
burg is  part  of  a metropolitan  area  of 
165,000  which  is  under-served  by  prvt. 
prac.  psychiatrists.  Excel,  potential  to 
develop  large  prvt.  prac.  Strong  sup- 
port offered  by  hosp.  in  assisting 
selected  candidates  estab.  a sucess- 
ful  prac.  An  EOE.  Please  send  resume 
to  Arthur  Maher,  Saint  Joseph  Hospital, 
19th  St.  & Murdoch  Ave.,  Parkersburg, 
WV  26101. 


Openings  At 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 

In  Internal  Medicine  & Family  Practice  To  Associate  With 

Radiology: 

Internal  Medicine: 

Family  Practice: 

Halberto  G.  Cruz,  M.  D. 

Karl  J.  Myers,  Jr.,  M.  D. 

Charles  L.  Arnett,  M.  D. 

Wm.  A.  SanPablo,  M.  D. 

Jonathan  D.  Moss,  M.  D. 

Pathology: 

Pediatrics: 

R.  Gregory  Juckett,  M.  D. 

Fulvio  Franyutti,  M.  D. 

Surgery: 

E.  G.  Kreider,  M.  D. 

Contact:  E.  G.  Kreider,  M.  D. 

J.  W.  Woodford,  M.  D. 

Dentistry: 

Telephone:  (304)  457-2800 

Boyd  R.  Wickizer,  M.  D. 

Glenn  B.  Poling,  D.  D.  S. 

(800)  346-2800 

SAINT  MARY'S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-696-2550 

Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed,  Sub- 
stance Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D. 

697-7036 

J.  V.  Ottaviano,  M. 

D. 

525-7851 

K.  M.  Fink,  M.  D. 

525-8191 

L.  C.  Smith,  M.  D. 

697-7036 

R.  W.  Hibbard,  M.  D. 

697-4752 

M.  M.  Bateman,  M. 

D. 

526-0580 

F.  Hoback,  M.  D. 

697-7036 

M.  Rosenbaum,  M. 

D. 

526-0580 

D.  H.  Webb,  M.  D. 

697-7955 

R.  A.  Kayser,  M.  D. 

526-0580 

J.  Corcella,  M.  D 

525-7851 
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GREENBRIER  PHYSICIANS,  INC 

A Muitispecialty  Clinic 

Greenbrier  Valley  Medical  Arts  Building 

Ronceverte/Fairlea/Lewisburg,  West  Virginia 

1-800-642-5161  or  304-647-5115 

INTERNAL  MEDICINE 

OBSTETRICS/GYNECOLOGY 

PSYCHOLOGY 

Robert  K.  Modlin,  M.  D. 

James  L.  Pfeiff,  M.  D. 

Connie  Bradley-Mann,  Ph.  D. 

Helen  R.  Perez,  M.  D. 

Robert  L.  Wheeler,  M.  D. 

Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

EAR,  NOSE  & THROAT 

ANCILLARY  SERVICES 

SURGERY 

Amir  A.  Alidina,  M.  D. 

Physical  Therapy 

Tom  Moore,  R.  T. 

General  & Vascular 

OPHTHALMOLOGY 

Wood  McCue,  R.  T. 

H.  P.  Dinsmore,  M.  D. 

General  A Thnrarir 

Robert  K.  Scott,  II,  M.  D. 

Respiratory  Therapy 

B.  L.  Plybon,  M.  D. 

PEDIATRICS 

James  D.  Creasman,  R.R.T. 

ORTHOPEDIC  SURGERY 

Conrad  D.  Tamea,  Jr.,  M.  D. 

William  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S. 

Audiology 

Gary  M.  Vandevander,  M S. 

James  W.  Banks,  M.  D. 

RADIOLOGY 

FAMILY  GENERAL  PRACTICE 

Charles  Weinstein,  M.  D. 

ADMINISTRATION 

Sandra  W.  Ayers,  Business  Manager 

Joseph  E.  Shaver,  M.  D. 

UROLOGY 

E.  T.  Cobb,  M.  D. 

Kyle  F.  Fort,  M.  D. 
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COMPLETE 
LABORATORY  , , 
DOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE® 

flurazepam  HCI/Poche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 6 

• More  total  sleep  time16 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights2-4 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy251012 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients. 
Contraindicated  during  pregnancy. 


DALMANE 

flurazepam  HCI/Poche 

References:  1.  Kales  J et  a/:  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971  2.  Kales  A et  al:  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A et  al: 

Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al:  Clin  Pharmacol  Ther  32: 781  -788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR:  J Am  Geriatr  Soc 
27: 541-546,  Dec  1979.  6.  Kales  A,  Kales  JD:  J Clin 
Pharmacol  3:140-150,  Apr  1983  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27:355-361, 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971.  9.  Amrein  R et  al:  Drugs  Exp  Clin 
Res  9(1):85-99,  1983.  10.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatt  DJ 
et  al:  Sleep  5(Suppl  1):S18-S27,  1982.  12.  Kales  A 
et  al:  Pharmacology  26: 121-137  1983. 


DALMANE*  @ 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/ 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  tor  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients.  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mq  or  30  mg 
flurazepam  HCI. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 
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Health  Care  Expo  ’85  is  the  most  comprehensive 
educational  program  and  exhibition  of  its  kind 
ever  undertaken.  For  one  week  this  summer,  partici- 
pants will  gather  from  around  the  world  to  engage  in 
accredited  programs,  to  attend  open  multidisciplinary 
seminars  and  symposia,  and  to  visit  acres  of  the  most 
exciting  and  interesting  health  care  exhibits  in  the 
world  today. 

An  unprecedented  opportunity  to 
enrich  your  practice 

More  than  three  hundred  one-hour  courses 
providing  Category  I CME  credits  in  thirty- 
four  subject  areas  will  be  offered  during  the 

-i 


lllllllll 


week.  Designed  by  the  Continuing  Education  Division  of 
Georgetown  University  School  of  Medicine,  the  program 
features  a distinguished,  multidisciplinary  faculty  from 
throughout  the  country  who  will  discuss  state-of-the-art 
advances  in  a wide  range  of  specialty  and  family  practice 
areas.  Each  day’sprogrammingprovides  registrants,  their 
families,  or  guests,  with  a rich  choice  of  topics  that  can  be 
selected  according  to  their  personal  and  professional 
interests.  Courses  and  exhibits  may  be  arranged  on 
a daily  and/or  weekly  basis  to  maximize  time 
utilization  and  provide  either  an  intensely 
P focused  learning  experience  or  a broad  over- 
view of  current  developments.  Call  or  write 
now  for  full  details. 


I 

I 

I 
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HealthCareExpo’85 

Please  send  me  a Registration  Packet,  including  information  on  travel  and  lodging  arrangements. 


Name 

Street  Address 

City 

(Area  Code 



State 

ZIP 

Country 

Telephone  Number 

MAIL  TO:  Health  Care  Expo  85,  404  Park  Avenue  South,  N.Y.,  N.Y.  10016 

or  CALL  TOLDFREE  FOR  IMMEDIATE  RESPONSE:  ( 800  ) 22 1 3987 
within  New  York  State  (212  ) 532-9400 
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Join  the  Best  and  the  Brightest 
at  the  Health  Capital  of  the  World 


WASHINGTON,  D.C.  CONVENTION  CENTER— AUGUST  18-24, 1985 

• Accredited  courses  for  physicians,  nurses  • Health  lectures  for  the  lay  public 

and  allied  health  care  professionals 

• Informative  industry  health  care  exhibits  for  the  • Presentations  by  government  experts 

whole  family 


• Displays  by  leading  federal  agencies  and  voluntary  • Enjoy  the  relaxing  and  stimulating  vacation  surroundings 
associations  (including  NIH,  ACS,  AHA)  of  Washington,  D.C. 

■ 1 CME  Courses  — 1 — - 111  — 

Aerospace  Medicine/Allergy/Arthritis/Cardiology/Computers  in  Medicine/Cancer:  (Colon,  Breast,  Gyn,  Melanoma,  Lung,  Prevention)/Diabetes/Ethics  in  Medi- 
cine/Gastroenterology/Infectious Diseases/Lasers/Neurology/Obstetrics/Pain/Pre  & Post  Operative  Care/Sexually  Transmitted  Disease/Sports  Medicine/Trauma/Travel 
Medicme/Uroiogy/vascuiar  Surgery  Distinguished  Board  of  Advisors 

Rufus  R.  Hessberg,  MD,  Aerospace  Medical  Ass'n./Sanford  C.  Milwit,  American  Cancer  Society /John  G.  Leonardy,  MD,  American  College  of  Allergists/Robert  S.  Bolan, 
PhD,  American  Diabetes  Ass’n./lrving  S.  Wright,  MD,  American  Federation  for  Aging  Research/Linda  Hiddemen  Barondess,  American  Geriatrics  Society /Dudley  H. 

Hafner,  American  Heart  Ass’n./Fred  L.  Allman,  Jr.,  MD,  American  Orthopedic  Society  for  Sports  Medicine/Dallas  F Whaley,  CAE/American  Rheumatism  Ass’n/Arthur 
Ulene,  MD,  Chairman,  Lifetime;  Commentator,  NBC  Today  Show/  Matthew  E McNulty,  Jr.,  ScD,  The  Medical  Ctr.,  Georgetown  University/George  E.  Schreiner  MD,  Dir., 
Nephrology  Div.,  Georgetown  Univ.  Medi.  Ctr./R.  Adams  Cowley,  MD,  Maryland  Inst.  EMS/Howard  Ennes,  Natl.  Ctr.  for  Health  Education/Edward  H Van  Ness,  Natl. 

Health  Council,  Inc./Mary  Larkin,  RN,  Natl  Intravenous  Therapy  Ass  n.,  lnc./C.  Joseph  Stetler,  Pharmaceutical  Manufacturers  Ass'n./Gerald  P Murphy,  MD,  Roswell  Park 
Memorial  institute/Howard  A.  Rusk,  Jr.,  President,  World  Rehabilitation  Fund,  Inc. /Hon.  Paul  Rogers,  National  Council  on  Patient  Information  and  Education/Franklin 
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120  mg  160  mg 


The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ay-erst  Laboratories 


Once-daily  INDERAL  LA  (propranolol  HCI) 
a\'oidsthe  risk  of  diuretic-induced  ECG  ab- 
normalities due  to  hypokalemia.1  J In  addi- 
tion, INDERAL  LA  preserves  potassium 
balance  without  additive  agents  or  supple- 
ments while  providing  simple,  well-tolerated 
therapv  with  broad  cardiovascular  benefits. 


Once-daily  INDERAL  LA 
for  the  cardiovascular 
benefits  of  the  world's 
leading  beta  blocker 

Simply  start  with  80  mg  once  daily.  Dosage 
may  be  i ncreased  to  1 20  mg  to  1 60  mg  once 
daily  as  needed  to  achieve  additional  control. 


Like  conventional  INDERAL  tablets, 
INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 
bradycardia,  heart  block  greater  than  first 
degree,  and  bronchial  asthma. 


Once-daily  INDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 


- ease  see  ore’  summary  of  prescribing  information 
cr  tne  next  page  for  further  derails 


Once-daily 

For  beta'binktdilNDERAL  LA 

(PROPRANOLOL  HCI)  L<CAPSULESG 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION , SEE  PACKAGE  CIRCULAR.) 
INDERAL1  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg.  120  mg.  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta  adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80, 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect.  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output.  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic 
use  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  head  at 
any  given  level  of  effod  by  blocking  the  catecholamine-induced  increases  in  the  head  rate, 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic 
pressure  and  systolic  election  period  The  net  physiologic  effect  of  beta-adrenergic  blockade 
is  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity 

In  dosages  greater  than  requited  for  beta  blockade.  INDERAL  also  exeds  a quinidme-like 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  signifi- 
cance of  the  membrane  action  in  the  treatment  of  arrhythmias  is  uncedain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital  For  example,  in  patients  with  severely 
damaged  heads,  adequate  ventricular  function  is  maintained  by  vidue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  sub|ect  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypedension.  it  may  be  used  alone  or  used  in  combination  with  other  antihypedensive 
agents,  padicularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypedensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  staded  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypedrophic  subaodic  stenosis,  especially  for  treatment  of  exedional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus 
bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
poding  circulatory  function  in  patients  with  congestive  head  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
oved  congestive  head  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  head 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  head 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  repods  of  exacerbation  of 
angina  and  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  head  disease  who  are  given  propranolol  for  other 
indications 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  maior  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  head  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe- 
sia and  surgical  procedures. 


The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayerst  Laboratories 


INDERAL  (propranolol  HCI).  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g 
dobutamme  or  isoproterenol  However,  such  patients  may  be  subiect  to  protracted  severe 
hypotension  Difficulty  in  stading  and  maintaining  the  headbeat  has  also  been  repoded  with 
b6t3  blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  cedain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more 
difficult  to  adiust  the  dosage  ol  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  cedain  clinical  signs  of  hypedhyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hypedhyroidism,  including  thyroid  storm  Propranolol  does  not  distod  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
repoded  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypedensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  head  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pme  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vedigo,  syncopal  attacks,  orodhostatic 
hypotension 

Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects  at  any  of  the  dosage 
levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension, paresthesia  of  hands  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium.  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronies  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  lime  needed  tor  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 

ANGINA  PECTORIS — Dosage  must  be  individualized  Starling  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
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A case  of  midline  granuloma  is 
presented.  Midline  granuloma  is  a 
disease  of  progressive  destruction  of 
the  mid-facial  structures  which  leads 
invariably  to  death  unless  treated. 
The  diagnosis,  histopathological  vari- 
ants, treatment,  and  similar  diseases 
are  discussed. 

Midline  granuloma  is  one  of  many 
names  given  to  a rare  spectrum 
of  entities  whose  common  feature  is 
progressive  destruction  of  the  nose 
and  paranasal  sinuses.  Necrotizing 
lesions  of  the  upper  airway  have  an 
extensive  and  varied  differential 
diagnosis.  Our  discussion  will  con- 
sider those  diseases  of  still  undeter- 
mined etiology. 

We  will  present  a case  of  midline 
granuloma,  then  discuss  the  variants 
of  this  disease,  with  particular  refer- 

Table 

Various  Names  Used  to  Describe  Midline 
Granuloma 

1.  malignant  granuloma 

2.  granuloma  gangraenescens 

3.  progressive  lethal  granulomatous  ul- 
ceration 

4.  lethal  midline  granuloma 

5.  polymorphic  reticulosis 

6.  midline  malignant  reticulosis 

7.  idiopathic  midline  granuloma 

8.  idiopathic  midline  destructive  disease 

9.  midline  (nonhealing)  granuloma 


ence  to  their  histopathological  dif- 
ferences and  similarities,  as  well  as 
their  relationship  to  other  similar 
diseases. 

Case  Report 

C.  M.  is  a 63-year-old,  white  male 
first  seen  by  the  West  Virginia  Uni- 
versity Department  of  Otolaryngology 
in  May  of  1983  with  a three-month 
history  of  gradually  worsening  “sinus” 
trouble.  One  month  prior  to  presenta- 
tion, he  noticed  a gradually  enlarging 
“swelling”  on  the  left  side  of  his  nose, 
associated  with  left  nasal  obstruction. 
He  had  occasional  epistaxis,  but  no 
pain.  He  had  no  weight  loss,  nor  had 
he  noticed  other  systemic  symptoms. 
His  past  medical  history  was  essen- 
tially unremarkable.  He  did  not  smoke 
nor  drink  alcohol;  however,  he  did 
chew  tobacco. 

On  physical  examination,  the  eyes 
and  ears  were  unremarkable.  Ex- 
amination of  the  nose  revealed  a non- 
erythematous,  nontender  protuberance 
of  the  left  side  with  tumor  evident  in 
the  left  nostril.  The  patient  was  en- 
dentulous;  otherwise,  examination  of 
the  oropharynx,  hypopharynx,  neck, 
and  remaining  body  was  unremark- 
able. 

Laboratory  data  demonstrated  as 
normal  were  the  platelet  count,  elec- 
trolytes, BUN,  creatinine,  urinalysis, 
EKG  and  chest  X-ray.  The  CBC  was 
significant  only  for  a mild  normo- 
chromic, normocytic  anemia.  He  also 
had  a borderline  elevated  fasting  glu- 
cose. His  FTA-ABS  was  normal. 
Routine  cultures  of  the  nasal  lesion 
revealed  several  coagulase  positive 
staphylococci  and  several  alpha  hem- 
olytic streptococci.  Cultures  for  AFB 
and  fungi  were  negative.  An  immune 
workup  was  done  showing  depression 
of  T-cell  function.  A CT  scan  of  the 
head  showed  a mass  of  the  left  maxil- 
lary sinus  and  nasal  cavity. 

Diagnostic  Procedures 

A presumptive  diagnosis  of  cancer 
of  the  maxillary  sinus  was  made,  but 
multiple  biopsy  attempts  revealed 


only  inflammatory  changes  without 
evidence  of  neoplastic  change.  The 
patient  was  then  presented  to  ENT 
Tumor  Conference  and,  though  the 
diagnoses  of  Wegener’s  granuloma- 
tosis and  midline  granuloma  were  en- 
tertained, it  was  felt  that  a definite 
neoplasm  had  to  be  ruled  out.  There- 
fore, to  obtain  more  biopsy  material, 
a left  Caldwell-Luc  and  ethmoidec- 
tomy  were  done  without  complica- 
tions. 

The  histopathological  examination 
showed  an  angiocentric  polymorpho- 
cellular infiltrate,  with  atypical  cells 
showing  occasional  mitoses.  The 
lesion,  in  consultation  with  the  Armed 
Forces  Institute  of  Pathology,  wTas  in- 
terpreted as  consistent  with  lethal  mid- 
line granuloma. 

Radiation  Therapy 

The  patient  wTas  referred  to  the 
West  Virginia  University  Radiation 
Therapy  Department  where  he  re- 
ceived 5,000  rads  in  25  fractions  with 
a 4 MeV  linear  accelerator  from  June 
to  July.  1983.  During  the  course  of 
radiation  therapy,  he  developed  a left 
oroantral  fistula.  The  left  eye  w1 2 3 4 5 6 7 8 9as 
included  in  the  portal,  and  though 
vision  remained  intact,  he  did  develop 
a radiation  conjunctivitis.  Otherwise, 
except  for  a mild  mucositis,  he  is  now 
asymptomatic,  without  residual  dis- 
ease, and  wdthout  evidence  of  recur- 
rence. 


Figure  1.  CT  scan  showing  mass  in 
left  nasal  cavity  and  maxillary  sinus. 
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Figure  2.  Histology  showing  polymorphocellular  infiltrate  with  atypical  cells. 


Discussion 

Historically,  McBride,15  in  1897, 
described  a case  of  rapid  destruction 
of  the  mid-facial  structures  which  led 
to  the  death  of  the  patient. 

In  1933,  Stewart22  described  10 
patients  with  this  disease.  He  de- 
scribed three  clinical  stages.  The 
first,  or  prodromal  stage,  which  could 
last  as  long  as  four  years,  generally 
consisted  of  a watery  or  serosanguine- 
ous  discharge  from  the  nose.  The  sec- 
ond stage  was  characterized  by  pain- 
less, relentless  destruction  of  the  mid- 
facial structures,  leading  to  the  termi- 
nal stage  and  death  from  infection, 
hemorrhage,  or  inanition  12  to  18 
months  after  the  initiation  of  the  de- 
structive process.  Classically,  there 
was  no  involvement  of  other  organ 
systems.  This  description  is  now  con- 
sidered appropriate  for  what  is  called 
midline  granuloma. 

In  1939,  Wegener  described  a dis- 
ease of  ulcerative  lesions  of  the  upper 
respiratory  system  which  was  as- 
sociated with  systemic  symptoms, 
particularly  glomerulitis.  Since  then, 
there  has  been  continued  debate 
about  the  etiology,  similarities  and 
treatment  of  midline  granuloma  and 
Wegener’s  granulomatosis. 

Within  the  spectrum  of  the  disease, 
midline  granuloma,  there  are  three 
types  of  lesions  which  have  been  de- 
fined histologically,  and  to  some  de- 
gree, clinically.  It  must  be  pointed 
out,  however,  that  the  dividing  lines 
are  indistinct,  transition  forms  exist, 
and  one  type  has  been  noted  to 
evolve  into  another.1,17  The  three  his- 
tological classifications  are  as  follows: 

1)  Idiopathic  midline  granuloma 
(idiopathic  midline  destructive  dis- 
ease23). Histologically,  this  lesion  is 
characterized  by  necrosis  with  an 
acute  and  chronic  inflammatory  in- 
filtrate. 

2)  Polymorphic  reticulosis.8  (We 
consider  the  term  midline  malignant 
reticulosis  more  histologically  correct, 
but  for  the  sake  of  consistency  with 
the  literature  we  will  continue  to  use 
the  term  polymorphic  reticulosis.) 
Histologically,  this  lesion  is  char- 
acterized by  an  angiocentric  polymor- 
phocellular infiltrate  showing  varying 
numbers  of  atypical  cells  with  oc- 
casional mitotic  figures.  This  was  the 


histological  pattern  seen  in  our  pa- 
tient. 

3 )  Extra  nodal  lymphoma.  This 
lesion  is  a previously  characterized 
lymphoma  which  presents  in  an  extra 
nodal  location  within  the  upper 
respiratory  system. 

Our  discussion  will  center  mostly 
on  the  first  two  types  which  we  will 
now  collectively  refer  to  as  midline 
granuloma. 

Typical  Presentation 

Midline  granuloma  can  affect 
nearly  all  ages,  usually  occurring  in 
the  fourth  to  sixth  decades.  Both 
sexes  are  represented,  though  in  most 
studies  reviewed,  the  occurrence  in 
males  was  more  frequent. 

Although  midline  granuloma  can 
present  in  a clinically  diverse  manner, 
the  typical  presentation  is  with  unila- 
teral nasal  obstruction  or  stuffiness. 
Often  a history  of  chronic  “sinus  trou- 
ble ' is  given.  This  prodromal  period 
can  often  last  years,  which  is  in  con- 
trast to  the  more  rapid  onset  of  de- 
struction in  extra  nodal  lymphomas.18 

Some  investigators  feel  that  during 
this  prodromal  phase  some  patients 
with  polymorphic  reticulosis  have 
systemic  complaints  ( fever,  malaise, 
etc.)  which  are  out  of  proportion  to 
the  objective  clinical  signs.16,18  How- 
ever, this  was  not  the  case  in  our  pa- 
tient, and  has  not  been  the  experience 
of  the  authors.  The  disease  then  en- 


ters the  destructive  phase,  as  pre- 
viously described,  which  leads  in- 
variably to  death  unless  properly 
treated. 

The  diagnosis  of  midline  gran- 
uloma is  made  on  the  basis  of  clinical 
and  histological  presentation.  It  is 
also  a diagnosis  of  exclusion,  parti- 
cularly idiopathic  midline  granuloma. 
Other  laboratory  studies  are  of  little 
benefit  in  diagnosis.  The  ESR  is  gen- 
erally elevated.16,17  There  may  be  a 
mild  normochromic,  normocytic  ane- 
mia, as  was  demonstrated  in  our  pa- 
tient. Sinus  x-rays  usually  show  only 
mild  diffuse  mucosal  thickening, 
though  frequently  a mass  may  be 
demonstrated.8,16 

Very  little  has  been  written  about 
the  immunological  status  of  these  pa- 
tients, though  delayed  hypersensitivity 
has  been  demonstrated  in  patients 
with  lymphomatoid  granulomatosis11 
( lymphomatoid  granulomatosis  is 
probably  diffuse  polymorphic  retic- 
ulosis as  will  be  discussed). 

Etiology  Not  Known 

The  etiology  of  midline  granuloma 
is  not  known.  Most  investigators  now 
feel  that  polymorphic  reticulosis  is 
a type  of  neoplasm.  The  cell  of  origin 
of  these  atypical  cells  is  unknown. 
Evidence  exists  that  they  may  be 
transformed  T-cells10  or  histi- 
ocytes.3,18 In  individual  patients,  the 
histological  pattern  of  a polymorpho- 
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cellular  infiltrate  has  been  noted  to 
evolve  into  the  monomorphic  pattern 
of  a classifiable  lymphoma.9,17  Also, 
polymorphic  reticulosis  has  the  poten- 
tial to  disseminate  to  other  organs, 
most  commonly  affecting  the  lungs, 
skin,  GI  tract,  CNS  and  kidneys,  in 
decreasing  order  of  frequency. 

Idiopathic  midline  granuloma  (idi- 
opathic midline  destructive  disease), 
as  previously  noted,  histologically 
consists  of  necrosis  with  acute  and 
chronic  inflammation.  No  atypical 
cells  are  noted.  This  pattern  has  not 
been  demonstrated  to  disseminate  to 
other  parts  of  the  body.  Some  inves- 
tigators feel  this  represents  a lesion 
distinct  from  polymorphic  retic- 
ulosis,23 and  represents  an  overwhelm- 
ing inflammatory  response  to  an  un- 
known antigen.  Others,  including  the 
authors,  feel  that  the  lesion  is  identi- 
cal to  polymorphic  reticulosis,  only 
the  atypical  cells  have  not  been  dem- 
onstrated on  the  biopsy  specimen. 

Treatment 

The  treatment  of  idiopathic  midline 
granuloma  and  polymorphic  retic- 
ulosis, which  is  localized  in  the  nasal 
cavity  and  paranasal  sinuses,  is  high- 
dose  radiation  therapy  (5,000  rads). 
The  prognosis  with  this  type  of  treat- 
ment is  excellent,7,8,9,23  with  long-term 
remissions  and  probable  cures  to  be 
expected.  Low-dose  radiation  therapy, 
however,  often  leads  to  recurrence. 

Localized  extra  nodal  lymphoma 
does  not  have  this  excellent  response 
to  high-dose  radiation  therapy  (ap- 
proximately 40-per  cent  five-year  sur- 
vival in  one  study ) .8  Even  more  dis- 
mal is  the  prognosis  for  patients  with 
disseminated  polymorphic  reticulosis. 
Rarely,  dramatic  remissions  have 
been  obtained  with  cytotoxic  agents 
and  steroids  but  life  expectancy  can 
generally  be  measured  in  months. 

Closely  Linked  Diseases 

There  are  other  diseases  closely 
linked  to  midline  granuloma.  Fore- 
most among  these  is  Wegener’s  gran- 
ulomatosis. Though  these  diseases 
are  now  generally  considered  to  be 
distinct  entities,  there  are  some  in- 
vestigators who  feel  they  are  variants 


of  the  same  disease.  Wegener’s  gran- 
ulomatosis is  characterized  by: 

1 ) Necrotizing  granulomas  with 
vasculitis  of  the  upper  and  lower 
respiratory  systems, 

2)  systemic  vasculitis,  and 

3)  focal  necrotizing  glomerulone- 
phritis. 

This  disease  can  be  differentiated 
from  midline  granuloma  on  clinical 
and  histological  grounds.1'  The  le- 
sions of  the  upper  respiratory  tract 
are  usually  more  ulcerative  than  de- 
structive. The  disease  is  generally 
systemic  but  a limited  form,  generally 
isolated  to  the  lungs,  does  seem  to 
exist.3 

The  lesions  in  the  kidney  in  Wege- 
ner’s granulomatosis  and  polymorphic 
reticulosis  also  differ.  The  lesions  in 
Wegener’s  granulomatosis  show  a 
focal  glomerulonephritis,  whereas  kid- 
ney involvement  in  polymorphic  re- 
ticulosis is  limited  to  nodular  infil- 
trates, much  as  would  be  seen  in 
lymphoma  of  the  kidney.  Middle  ear 
disease  is  seen  in  Wegener’s  gran- 
ulomatosis but  not  in  polymorphic 
reticulosis.  Both  diseases  can  have 
pulmonary  lesions,  with  the  clinical 
presentation  of  multiple  nodules  (like 
metastases)  being  similar.  These  le- 
sions can  be  differentiated  histologic- 
ally, however.  Wegener’s  granuloma- 
tosis is  characterized  by  necrotizing 
granulomas  and  angitis.  Definite 
granulomas  and  giant  cells  are  not 
seen  in  polymorphic  reticulosis  nor 
idiopathic  midline  granuloma.  Al- 
though cellular  infiltration  of  vessel 
walls  is  seen,  a true  vasculitis  is  not. 
The  histological  diagnosis  can  be  ex- 
tremely difficult  if  the  biopsy  speci- 
men is  inadequate  to  demonstrate 
these  changes  and  only  inflammatory 
changes  are  seen. 

Therapy  Differs 

Differentiation  of  these  diseases, 
however,  is  extremely  important  be- 
cause therapy  differs.  As  previously 
mentioned,  radiation  therapy  is  indi- 
cated in  midline  granuloma;  however, 
radiation  therapy  is  of  little  benefit 
in  Wegener’s  granulomatosis.  Mean 
survival  averages  five  months  in  un- 
treated Wegener’s  granulomatosis  with 
renal  involvement;3  however,  dramatic 


remissions  have  been  obtained  with 
cyclophosphamide  (Cytoxan)  and 
corticosteroids. 

Other  related  diseases  are  worth 
mentioning.  Lymphomatoid  gran- 
ulomatosis was  described  in  1973, 13 
and  is  a disease  of  primarily  pul- 
monary origin  with  dissemination  to 
other  sites.  Histologically,  it  is  iden- 
tical to  polymorphic  reticulosis  and 
probably  represents  the  same  dis- 
ease,7,17,21 only  presenting  in  different 
locations. 

We  would  also  like  to  mention  pul- 
monary angitis  and  granulomatosis, 
which  is  an  inflammatory  disease  lo- 
calized to  the  lung.  The  histological 
presentation  is  an  inflammatory  infil- 
trate without  necrosis.20  This  disease 
responds  well  to  chorambucil.  It  is 
probably  not  related  to  midline  gran- 
uloma, though  a questionable  relation- 
ship exists  with  Wegener’s  gran- 
ulomatosis. 

Summary 

In  summary,  midline  granuloma 
consists  of  a confusing  spectrum  of 
entities  whose  common  feature  is  pro- 
gressive destruction  of  the  mid-facial 
structures.  The  study  of  this  disease 
has  been  hampered  by  both  its  infre- 
quent occurrence  and  by  the  confusing 
picture  it  presents.  Reviewing  the 
literature  is  complicated  by  the  many 
names  which  have  been  applied  to 
this  disease,  with  a resulting  lack  of 
clarity  regarding  which  histological 
pattern  is  being  discussed.  However, 
proper  diagnosis  can  lead  to  satisfy- 
ing, long-term  remissions  through  the 
proper  treatment  of  an  otherwise  fatal 
disease. 
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A retrospective  analysis  of  98  con- 
secutive percutaneous  transhepalic 
cholangiograms  with  a thin  needle  in 
87  patients  was  performed.  The  over- 
all success  rate  for  entering  the  bile 
ducts  uas  94.8  per  cent  (100  per  cent 
in  obstructed  cases,  72  per  cent  in 
nonobstructed  cases).  These  results 
are  similar  to  previously  reported 
series.  Percutaneous  transhepatic 
cholangiography  (PTC)  is  a well-ac- 
cepted, safe  and  effective  method  in 
examining  the  biliary  system  and  in 
the  differentiation  of  obstructive  and 
nonobstructive  jaundice.  It  also  is  a 
useful  procedure  in  predicting  the  site 
and  cause  of  obstruction. 

Percutaneous  transhepatic  cholan- 
giography has  been  utilized  in: 
the  differentiation  of  obstructive  ( sur- 
gioal  I jaundice  and  parenchymal  non- 
obstructive  (medical)  jaundice;  de- 
fining the  site  of  obstruction  and  es- 
tablishing the  probable  cause  of  ob- 
struction; evaluating  postcholecystec- 
tomy patients;  evaluating  the  biliary 
enteric  anastomosis,  and  defining  the 
biliary  anatomy  both  as  a preopera- 
tive procedure  and  for  percutaneous 
biliary  drainage.1,18  Our  experience 
with  98  cholangiograms  with  the  thin 
needle  is  reported  here.  The  success 
of  thin-needle  cholangiography  in  dif- 
ferentiating obstructive  and  nonob- 
structive causes  of  jaundice  is  demon- 
strated. 

Materials  and  Methods 

A retrospective  review  of  98  per- 
cutaneous cholangiograms  in  87  pa- 
tients was  performed  for  diagnostic 
accuracy  and  for  complications.  Ul- 
trasound was  used  prior  to  each  pro- 
cedure to  evaluate  the  biliary  ducts 
by  differentiating  between  dilated  and 


nondilated  biliary  systems  and  by  siz- 
ing the  common  hepatic  duct  and 
common  bile  duct.19,26  The  upper 
limits  of  normal  for  size  of  the  com- 
mon hepatic  duct  and  common  bile 
duct  used  for  preprocedural  diagnosis 
were  five  mm  and  seven  mm,  respec- 
tively. Ultrasound  has  been  shown  to 
be  a successful  screening  procedure  in 
patients  with  jaundice,25  especially 
when  evaluated  in  the  light  of  chem- 
ical tests.2  However,  if  there  was 
clinically  suspected  obstructive  dis- 
ease or  clinical  concern  of  biliary 
tract  disease,  percutaneous  cholangio- 
graphy was  per.„.med  despite  a lack 
of  evidence  for  intrahepatic  or  ex- 
trahepatie  obstruction  by  ultrasound. 

Each  patient  was  evaluated  by  a 
surgeon  prior  to  the  procedure  be- 
cause of  the  risk  of  complications  re- 
quiring surgical  management  and  for 
the  management  of  biliary  drainage 
catheters  in  those  patients  who  had  a 
drainage  procedure  following  the 
cholangiogram.  Abnormal  clotting 
times  were  felt  to  be  a contraindica- 
tion to  the  procedure,28  and  these 
were  corrected  with  appropriate  blood 
components  prior  to  the  procedure.  In 
addition,  those  patients  with  obstruc- 
tion as  indicated  by  ultrasound  and 
chemical  tests  routinely  received  pro- 
phylactic antibiotics  for  coverage  of 
gram-positive  and  gram-negative  aer- 
obes.29'30 Those  patients  without  such 
an  indication  for  obstruction  did  not 
routinely  receive  preprocedural  anti- 
biotics. 

The  technique  used  is  similar  to 
that  reported  by  others.2'8'11  The  pa- 
tient was  placed  in  a supine  position. 
The  puncture  site  was  localized  in  the 
midaxillary  line  by  fluoroscopic  ex- 
amination or  by  ultrasonic  examina- 
tion at  a point  inferior  to  the  excur- 
sion of  the  right  hemidiaphragm  with 
a maximum  inspiratory  effort.  The 
puncture  site  was  prepared  and  draped 
in  a sterile  manner.  Local  anesthesia 
was  utilized  both  subcutaneously  and 
deep  to  the  liver  capsule. 

The  22-gauge  needle  was  directed 
under  fluroscopic  guidance  towards 
the  medial  aspect  of  the  right  hem- 
idiaphragm approximately  four  cm 
superior  to  the  inferior  liver  edge  and 
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parallel  to  the  table  top.  The  needle 
was  advanced  during  mid-inspiration 
of  a shallow  breath.  The  needle  was 
withdrawn  slowly  under  fluoroscopic 
guidance  at  approximately  two-mm 
intervals,  and  .1  ml  doses  of  contrast 
were  injected  at  each  interval.  On  sub- 
sequent attempts,  the  direction  of  the 
needle  was  varied  superiorly  and  in- 
feriorly,  and  then  anteriorly  and  pos- 
teriorly. 

In  the  biliary  tree  the  contrast 
flowed  towards  the  porta  hepatis,  and 
the  branching  ducts  were  visualized. 
The  needle  tract  and  the  hepatic  lym- 
phatics often  showed  a characteristic 
tract  and  beaded  appearance,  respec- 
tively.31 The  contrast  usually  dis- 
persed quickly  in  the  hepatic  arteries, 
hepatic  veins  or  portal  veins.  The 
maximum  attempts  in  any  individual 
case  were  nine.  Radiographs  were 
taken  in  supine  and  oblique  projec- 
tions. Occasionally,  an  upright  radio- 
graph was  required  to  visualize  the 
distal  site  of  obstruction.32 

Results 

Table  1 illustrates  the  success  rate 
of  demonstrating  the  bile  ducts  in  98 
procedures.  The  bile  ducts  were  vis- 
ualized, and  the  diagnosis  of  obstruc- 
tion was  established  by  PTC  correctly 
in  80  of  80  patients  with  obstruction 
( 100  per  cent ) . Nonobstructed  ducts 
were  visualized,  and  the  diagnosis  of 
nonobstruction  was  established  by 
PTC  correctly  in  13  of  18  patients 
(72  per  cent).  The  final  diagnosis  in 
our  five  failures  to  visualize  the  ducts 
was  nonobstruction.  The  overall  suc- 
cess rate  of  visualizing  the  bile  ducts 
and  differentiating  obstructive  from 
nonobstructive  jaundice  was  94.8  per 
cent. 

The  final  diagnosis  in  the  success- 
ful patients  was  determined  by  sur- 
gery, biopsy,  autopsy  or  PTC.  The 
specific  pathologic  diagnosis  included 
cholelithiasis  in  20  patients,  car- 


cinoma of  the  pancreas  in  19  patients, 
“benign”  strictures  in  15  patients, 
hepatocellular  disease  in  15  patients, 
metastatic  disease  of  biliary  tract  in 
12  patients,  cholangiocarcinoma  in 
two  patients  and  carcinoma  of  the 
gallbladder  in  one  patient.  In  the  five 
failures,  the  final  diagnoses  included 
sclerosing  cholangitis  diagnosed  by 
ERCP,  acute  serositis  of  gallbladder 
confirmed  by  surgery,  abdominal  pain 
of  unknown  etiology  in  a post-chole- 
cystectomy patient,  abdominal  pain  of 
unknown  etiology,  and  AMML  by 
bone  marrow  biopsy. 

As  well  as  differentiating  obstruc- 
tive from  nonobstructive  jaundice, 
fine  needle  cholangiography  is  useful 
in  predicting  normal  ducts,  tumor  or 
stone  in  as  often  as  93  per  cent  of 
cases.28  However,  it  may  be  difficult 
to  differentiate  stones  from  stricture 
as  the  eccentric  displacement  of  the 
lumen  of  the  bile  duct  and  the  ir- 
regular stricture  often  seen  with  ma- 
lignancy may  occur  with  stones  or 
sclerosing  cholangitis,  and  benign-ap- 
pearing strictures  may  be  caused  by 
tumor.28  In  fact,  carcinoma  of  the 
bile  ducts  should  be  considered  in  all 
cases  of  obstructive  jaundice  where 
there  is  stenosis  or  occlusion  of  bile 
ducts.33  In  this  series,  the  diagnosis 
of  benign  stricture  was  made  correctly 
in  all  but  one  case  because  of  the  cor- 
relation with  previous  histories  of 
cholecystectomy  or  biliary  enteric  an- 
astomosis. In  this  one  case,  a benign 
stricture  due  to  a choledochal  cyst 
was  incorrectly  diagnosed  by  PTC  as 
a stone  (Figure  1).  In  the  remainder 
of  the  cases,  tumor,  stone  and  normal 
ducts  were  identified  correctly  in  all 
but  six  cases.  In  one  case,  an  im- 
pacted stone  was  identified  incorrectly 
as  a stricture  due  to  tumor  (Figure 
2 1 , and  five  cases  were  failures  in 
nonobstructed  patients.  Hence,  the 
differentiation  of  tumor,  stone,  benign 
stricture  or  normal  ducts  was  correct 


Table  1.  Success  of  Demonstrating  Bile  Ducts  By  PTC 


Final  Diagnosis 

Number 

Success 

Failure  To 
Visualize 
Ducts 

Number  of 
Attempts 
(average) 

Per  Cent 

Obstruction 

80 

80 

0 

1-4  (2) 

100% 

Non-Obstruction 

18 

13 

5 

1-9  (6) 

72% 

Total 

98 

93 

5 

1-9 

94.8% 

in  80  of  87  patients  (92  per  cent). 
Problems  in  determining  the  level  of 
block  also  have  been  reported,34,35 
but  this  did  not  pose  a problem  in  this 
series. 

Various  complications  following 
fine  needle  cholangiography  have 


Figure  1.  Percutaneous  transhepatic 
cholangiography  demonstrates  saccular 
dilatation  of  the  common  duct.  We 
thought  there  was  a filling  defect  in  the 
dilated  segment,  most  probably  a stone. 
Surgery  proved  it  to  be  a choledochal 
cyst. 


Figure  2.  Percutaneous  transhepatic 
cholangiography  demonstrates  a stric- 
ture (arrow)  in  the  distal  common  bile 
duct,  which  looked  suspicious  for  ma- 
lignancy. Surgery  proved  it  to  be  be- 
nign and  accompanied  with  impacted 
stone. 
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been  reported  including  fever,  ab- 
dominal pain,  bile  peritonitis,  peri- 
toneal hemorrhage,  penumothorax, 
death,  pancreatitis,  sepsis,  drug  reac- 
tion, pancreatic  pseudocyst,  hemo- 
bilia,  endotoxic  shock,  hypotension, 
gallbladder  puncture,  duodenal  punc- 
ture, hemopericardium,  liver  abscess, 
subphrenic  abscess,  and  hemotho- 
rax.5’8,12,29,35  Table  2 lists  the  com- 
plications in  this  series.  Transient 
febrile  reactions  lasting  one  to  two 
days  occurred  most  often  in  17.3  per 
cent  of  cases.  Four  cases  involved 
puncture  of  the  gallbladder,  and  one 
of  these  cases  developed  bile  perito- 
nitis. The  remaining  three  cases  of 
gallbladder  puncture  and  two  cases  of 
duodenal  puncture  occurred  without 
adverse  effects.  Bile  peritonitis,  hy- 
potension and  three  cases  of  sepsis 
were  the  only  significant  complica- 
tions. In  addition,  one  of  the  cases 
of  sepsis  was  septic  prior  to  the  pro- 
cedure. The  overall  complication  rate 
was  33  per  cent. 

Discussion 

The  success  rate  of  demonstrating 
the  bile  duct  by  percutaneous  trans- 
hepatic  cholangiography  and  differ- 
entiating obstructive  from  nonobstruc- 
tive jaundice  reported  in  this  series  is 
similar  to  previously  reported  studies 
(Table  3 ).  The  ability  to  differentiate 
tumor,  stone,  benign  stricture  and  nor- 


mal ducts  also  was  comparable  to 
other  series.28  The  overall  complica- 
tion rate  is  higher  than  previous  re- 
ports; 2,8,1 1,15,1 7 however,  most  of  the 
complications  were  incidental  and 
not  serious  ones.  In  addition,  at  least 
40  per  cent  of  the  patients  in  this 
series  underwent  percutaneous  biliary 
drainage  catheter  placement  following 
the  percutaneous  transhepatic  chol- 
angiogram.  Hence,  a number  of  the 
complications  may  be  a consequence 
of  the  biliary  drainage  procedure 
rather  than  the  fine  needle  cholangio- 
gram.  Fine  needle  cholangiography 
is  a well-accepted,  safe,  rapid  and 
effective  method  for  evaluating  the 
biliary  system  and  for  differentiating 
surgical  obstructive  jaundice  from 
parenchymal  nonobstructive  medical 
jaundice.  Furthermore,  there  is  a 
high  rate  of  success  in  predicting  the 
site  of  obstruction  and  the  cause  of 
obstruction. 
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Table  2.  Complications  in  98  Procedures 


Obstruction 

Non-Obstruction 

Total 

Total 
Per  Cent 

Fever 

14 

of  80  (17.5%) 

3 of 

18  (16.6%) 

17 

17.3% 

Sepsis 

2 

of  80  ( 2.5%) 

1 of 

18  ( 5.5%) 

3 

3% 

Bile  Peritonitis 

0 

1 of 

18  ( 5.5%) 

1 

1% 

Gallbladder  Puncture 

3 

of  80  ( 3.7%) 

1 of 

18  ( 5.5%) 

4 

4% 

Duodenal  Puncture 

0 

2 of 

18  (11%) 

2 

2% 

Hypotension 

1 

of  80  ( 1.2%) 

0 

1 

1% 

Transient  Abdominal  Pain 

3 

of  80  ( 3.7%) 

1 of 

18  ( 5.5%) 

4 

4% 

Subcutaneous  Hematoma 

0 

1 of 

18  ( 5.5%) 

1 

1% 

Table  3.  Success  Rates 
Series 

of  Demonstrating  Bile  Ducts  by  PTC  in  Different  Reported 

Number 

Obstruction  Non-Obstruction 

Overall 

1.  Okuda  et  al.  (11) 

314 

91.5% 

67.5% 

85.3% 

2.  Ferucci  et  al.  (2) 

50 

100.0% 

82.0% 

92.0% 

3.  Jander  et  al.  (8) 

103 

98.5% 

65.7% 

87.4% 

4.  Present  Report 

98 

100.0% 

72.0% 

94.8% 
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Volvulus  of  the  transverse  colon  is 
an  extremely  rare  condition.  It 
has  been  estimated  that  volvulus  of 
the  colon  accounts  for  approximately 
three  to  five  per  cent  of  all  large 
bowel  obstruction  in  the  United 
States.  Furthermore,  volvulus  of  the 
transverse  colon,  according  to  Kerry 
and  Ranson’s  series,  comprises  only 
four  per  cent  of  all  colonic  volvu- 
lus.18,30,32  In  1932,  Kallio  first  re- 
viewed a collected  series  of  18  cases 
of  volvulus  of  the  transverse  colon  in 
Scandinavian  literature.  17  Since  that 
time  there  have  been  only  49  cases 

reported  in  the  English  medical  litera- 
ture 2,3.5-10,12,14-17,19-32 

Zinkin  et  al.  reported  a case  of 
volvulus  of  the  transverse  colon  with 
congenital  malfixation  of  the  right 
colon  and  duodenum.31  Various  con- 
genital malformations  of  the  colon 
have  been  known  to  be  triggered  by 
acquired  factors  for  development  of 
volvulus. 4,18,29,32  There  have  been  no 
reported  cases,  however,  of  volvulus 
of  the  transverse  colon  caused  by  con- 
genital malrotation  of  the  colon  dur- 
ing pregnancy  with  partial  distal 
colonic  obstruction. 

Traditionally,  volvulus  of  the  trans- 
verse colon  and  the  cecum,  unlike  vol- 
vulus of  the  sigmoid,  have  been 
treated  by  emergency  laparotomy  and 
definitive  colonic  resection  or  fixation 
regardless  of  the  patient’s  general  pre- 
operative status.  Recently,  there  have 
been  reports  of  successful  colono- 
scopic decompression  and  detorsion 
of  the  transverse  or  the  right  colon.  It 
has  been  further  emphasized  that 
colonoscopic  reduction  of  volvulus  of 
the  transverse  colon  has  a definite 
place  as  an  emergency  measure  in 


critically  ill  patients  to  avoid  life- 
threatening,  urgent  laparotomy.1,13,15 

The  purpose  of  this  paper  is  to 
present  an  unusual  case  of  acute 
volvulus  of  the  transverse  colon  and 
to  review  and  discuss  the  pathophy- 
siology and  management. 

Report  of  a Case 

A 26-year-old,  pregnant,  white 
woman  was  admitted  to  United  Hos- 
pital Center  in  February,  1982,  12 
hours  after  the  onset  of  the  left  upper 
quadrant  abdominal  pain,  nausea  and 
vomiting.  Approximately  10  years 
prior  to  the  current  admission  she  first 
began  having  intermittent,  crampy 
pain  in  the  left  upper  quadrant  of  the 
abdomen  with  nausea  and  vomiting. 

In  September,  1981,  the  patient  was 
admitted  to  the  Family  Medicine  De- 
partment of  United  Hospital  Center 
for  evaluation  of  the  pain.  A barium 
enema  study,  during  an  episode  of  her 
pain,  revealed  that  the  mid  transverse 
colon  was  twisted  on  itself  and  par- 
tially obstructed  the  column  of 
barium,  showing  an  “ace  of  spades” 
appearance.  A conservative  treatment 
was  elected  by  her  attending  phy- 
sician and  she  was  discharged  from 
the  hospital.  The  patient  continued 
to  have  frequent  episodes  of  abdom- 
inal cramping  with  mild  to  moderate 
abdominal  distension. 

She  became  pregnant  in  October, 
1981,  with  the  last  menstrual  period 
being  10/10/81  with  an  estimated 
date  of  confinement  of  07/07/82.  At 
26  weeks’  gestation,  she  began  ex- 
periencing severe  left  upper  quadrant 
abdominal  pain  with  nausea  and 
vomiting.  She  also  developed  a feel- 
ing of  pressure  in  her  pelvic  area 
which  raised  the  question  of  prema- 
ture labor.  On  physical  examination, 
the  patient  was  markedly  dehydrated 
and  distressed  due  to  persistent  nausea 
and  vomiting.  However,  she  was  afe- 
brile and  had  normal  vital  signs. 
Her  gravid  abdomen  measured  23cm 
and  the  fetus  head  was  palpable  in 
the  right  midportion  of  the  fundus. 
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Fetal  heart  tones  were  auscultated  at 
140/min.  Peristaltic  waves  could  be 
visualized  in  the  left  upper  quadrant 
with  moderate  tenderness.  Rectal  ex- 
amination revealed  an  empty  ampulla. 
Plain  abdominal  films  showed  mod- 
erately distended  loops  of  bowel  in 
the  left  upper  quadrant.  She  was  in- 
itially treated  conservatively  with 
nothing  by  mouth,  nasogastric  suc- 
tion and  total  parenteral  nutrition. 

Closed  Loop  Obstruction 

As  the  patient  continued  to  have 
severe  abdominal  pain,  I was  asked 
to  see  the  patient  as  a surgical  con- 
sultant. At  this  time  the  abdomen 
was  found  to  be  markedly  distended 
with  visible  loops  of  dilated  bowel 
beneath  the  epigastric  and  the  left 
costal  margin.  A barium  enema  ex- 
amination revealed  a high-grade, 
closed  loop  obstruction  in  the  mid 
transverse  colon  compatible  with 
volvulus.  Because  of  the  complex 
status  of  her  pregnancy,  we  decided 
to  attempt  reduction  of  the  volvulus 
by  means  of  colonoscopy.  With  the 
patient  lightly  sedated  and  lying  on 
her  left  side,  the  120-cm  single-chan- 
nel colonoscope  was  introduced  into 
the  unprepared  bowel.  The  endo- 
scope was  easily  passed  through  the 
rectosigmoid  colon,  the  descending 
colon  and  the  splenic  flexure.  When 
the  distal  transverse  colon  was 
reached,  it  was  noted  that  the  colonic 
mucosa  was  characteristically  twisted 
with  moderate  mucosal  hyperemia  and 
edema.  There  was  no  evidence  of 
ischemia  or  gangrene  of  the  colonic 
mucosa. 

The  tip  of  the  colonoscope  was  cau- 
tiously and  very  slowly  advanced  us- 
ing minimal  insufflation  and  irriga- 
tion. The  colonoscope  was  easily  ad- 
vanced into  the  right  colon  and  a 
large  volume  of  enteric  contents  and 
gas  was  removed  by  suction.  The 
endoscope  was  then  left  in  place  for 
10  minutes  in  order  to  maintain  the 
detorsion,  and  was  gradually  with- 
drawn. During  the  procedure  the  pa- 
tient was  able  to  pass  flatus  around 
the  colonoscope.  Upon  completion  of 
colonoscopic  detorsion  she  experi- 
enced complete  relief  of  the  abdom- 
inal symptoms.  The  patient  was  ob- 
served closely. 


She  did  very  well  over  the  next  30 
hours  until  she  again  suddenly  began 
having  abdominal  pain  with  nausea 
and  vomiting.  At  this  point  an  urgent 
laparotomy  was  felt  to  be  necessary 
even  though  she  was  pregnant.  Dur- 
ing the  laparotomy  a typical  clock- 
wise, 240-  to  360-degree  tortion  of 
the  transverse  colon  with  closed  loop 
obstruction  was  noted.  It  was  also 
interesting  to  note  that  there  was  a 
congenital  embryological  malrotation 
of  the  cecum,  which  was  located  in 
the  right  upper  quadrant  area  of  the 
abdomen. 

Markedly  Elongated  Loop 

A markedly  elongated  and  redun- 
dant loop  of  colon  consisting  of  the 
assumed  ascending  colon  and  the 
transverse  colon  was  located  in  the 
epigastric  and  the  left  upper  quad- 
rant area.  The  cecum  was  loosely 
fixed  to  the  right  upper  quadrant  lat- 
eral peritonium  by  a thin  fibrous 
membrane.  The  splenic  flexure  was 
fixed  by  the  splenocolic  ligament,  and 
the  cecum  and  the  splenic  flexure 
were  found  to  be  rather  closely  ap- 
proximated. The  sigmoid  colon,  which 
was  also  somewhat  redundant,  was 
found  to  be  compressed  by  the  preg- 
nant uterus  causing  partial  distal  ob- 
struction. 

A counterclockwise  detorsion  of  the 
volvulus  was  carried  out,  and  the 
transverse  colon  which  was  markedly 
elongated  and  dilated  was  resected 
with  primary  anastomosis.  The  pa- 
tient tolerated  the  procedue  very  well 
and  continued  to  do  well.  She  sub- 
sequently had  a normal  delivery. 

Discussion 

It  is  generally  known  that  volvulus 
of  the  transverse  colon  is  extremely 
rare  because  of  broad  fixation  at  the 
splenic  and  hepatic  flexures.  Kerry 
and  Ranson,  in  1969,  reviewed  306 
cases  of  colonic  volvulus  and  stated 
that  the  transverse  colon  was  involved 
in  only  four  per  cent.18  Eisenstat, 
Raneri  and  Mason,  in  1977,  found  an 
incidence  of  9.6  per  cent  in  a review 
of  52  cases  with  colonic  volvulus.8 

Normally,  the  mesentery  of  the 
transverse  colon  is  relatively  short  and 
fixed  along  a broad  base  with  a wide 
fixation  at  the  splenic  and  hepatic 
flexures  (Figure  1).  A fusion  be- 


tween the  transverse  mesocolon  and 
the  posterior  surface  of  the  greater 
omentum  from  the  stomach  offers  fur- 
ther stability.  Therefore,  the  occur- 
rence of  volvulus  of  the  transverse 
colon  is  very  rare. 

Gerwig,  in  1955,  Zinkin,  in  1979, 
and  other  authors  listed  three  con- 
genital factors  which  predispose  to 
volvulus  of  the  transverse  colon.  The 
factors  include  a free  right  colon, 
elongation  or  absence  of  the  trans- 
verse mesocolon  with  freely  mobile 
bowel,  and  long  narrow  attachments 
of  the  hepatic  and  splenic  flexures. 
Zinkin  et  al.  further  stated  that  the 
transverse  colon  is  a part  of  the  em- 
bryologic  midgut  which  normally  un- 
dergoes rotation  and  subsequent  fixa- 
tion during  the  sixth  to  twelfth  week 
of  gestation.  A failure  of  the  mesen- 
teries to  fix  posteriorly  results  in  a 
freely  mobile  right  colon.32 

Physiological  and  mechanical  fac- 
tors involving  volvulus  of  the  trans- 
verse colon  were  well  reviewed  by 
McGowan  and  Boley.2,21  Jones  and 
Jones  further  listed  some  acquired 
etiologic  factors  combined  with  the 
above  mentioned  congenital  anoma- 
lies.16 In  regard  to  physiologic  fac- 
tors, many  other  authors  have  stated 
that  chronic  constipation  promotes 
an  elongation  and  redundancy  of  the 
transverse  colon.  They  also  suggested 
that  some  type  of  partial  obstruction 
of  the  distal  colon  predisposes  volvu- 
lus of  the  transverse  colon  which  has 
been  previously  elongated. 3’5,6,8’14’16, 
20, 21, 24,25, 32  jn  regarcJ  to  a mechanical 


Figure  1.  Normal  points  of  fixation 
of  transverse  colon. 
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trigger  point  of  colonic  volvulus, 
Chang,  in  1974,  reported  a two-year- 
old  child  who  repeatedly  developed 
acute  volvulus  of  the  sigmoid  colon 
which  was  presumably  triggered  by 
mesenteric  lymphadenopathy.4 

In  our  oase,  there  was  a congenital 
malrotation  of  the  cecum  which  was 
located  in  the  right  upper  quadrant 
area.  The  ascending  colon  and  the 
transverse  colon  were  found  in  the 
upper  abdomen  with  enormous  elon- 
gation and  redundancy.  We  believe 
that  the  volvulus  of  the  congenitally 
anomalous,  redundant  transverse  colon 
was  mechanically  triggered  by  partial 


Figure  2.  Congenital  hyporotation  of 
the  cecum  was  noted.  A typical,  360-de- 
gree, clockwise  volvulus  of  the  trans- 
verse colon  was  found.  The  sigmoid 
colon  was  somewhat  redundant  and  was 
compressed  by  the  pregnant  uterus. 


Figure  3.  After  detorsion,  the  enor- 
mously redundant  transverse  colon  with 
abnormal  points  of  fixation  was  noted. 


obstruction  of  the  distal  colon.  The 
sigmoid  colon  was  somewhat  redun- 
dant and  was  compressed  by  the  preg- 
nant uterus  (Figures  2,  3). 

Symptomatology 

Regarding  the  symptomatology,  the 
literature  revealed  that  about  50  per 
cent  of  the  cases  had  had  similar  at- 
tacks with  milder  symptoms  in  the 
past.  It  is  also  stated  that  patients 
with  an  acute  fulminating  course  of 
volvulus  of  the  transverse  colon  us- 
ually have  a sudden  onset  of  severe, 
steady  abdominal  pain  with  early 
vomiting.32 

Since  her  childhood,  our  case  had 
had  intermittent  left  upper  quadrant 
cramping  with  moderate  abdominal 
distension  constipation.  The  symptoms 
had  usually  been  relieved  by  having 
explosive  bowel  movements.  It  is  be- 
lieved that  these  episodes  may  rep- 
resent the  development  of  a 180-de- 
gree twist  of  the  colon  with  subse- 
quent spontaneous  detorsion.  In  Au- 
gust, 1981,  during  her  first  hospital- 
ization, the  patient  most  likely  de- 
veloped a 360-degree  volvulus  for  a 
short  period  of  time.  Perhaps  the 
patient  should  have  undergone  defini- 
tive, elective  resection  of  the  colon 
at  that  time.  In  April,  1982,  during 
her  second  admission,  a spontaneous 
detorsion  did  not  occur,  presumably 
because  the  distal  colon  was  partially 
obstructed  by  the  external  compres- 
sion of  the  pregnant  uterus. 

Unlike  volvulus  of  the  sigmoid 
colon,  an  immediate  definitive  opera- 
tion has  been  the  treatment  of  choice 
for  volvulus  of  the  transverse  colon. 
This  was  simply  because  the  site  of 
the  torsion  was  not  accessible  by  the 
rectum. 

Colonoscopic  reduction  of  volvulus 
of  the  transverse  colon  was  first  re- 
ported by  Joergensen  et  al.  in  1979. 
He  stated  that  the  endoscopic  reduc- 
tion of  volvulus  of  the  transverse 
colon  has  a place  as  an  emergency 
treatment  in  patients  with  other 
severe  concomitant  problems.13,15 

In  our  case,  an  emergency  colono- 
scopic reduction  of  the  volvulus  was 
performed  for  the  following  reasons: 

1 )  A definite  clinical  and  radio- 
graphic  diagnosis  was  available. 


2 ) Clinically,  there  was  no  evi- 
dence of  ischemia,  gangrene  or 
perforation. 

3 ) The  26-week  pregnancy  led  us 
to  attempt  a colonoscopic  re- 
duction, hoping  that  an  elec- 
tive definitive  interval  colon  re- 
section could  be  carried  out 
after  her  natural  delivery. 

Following  the  successful  colono- 
scopic detorsion  of  the  volvulus,  the 
patient  was  completely  asymptomatic 
for  36  hours,  but  then,  unfortunately, 
the  patient  again  developed  volvulus 
of  the  colon.  At  this  point,  despite 
the  risk  of  stimulating  labor,  surgical 
intervention  was  felt  to  be  indicated. 
At  the  laparotomy  the  affected  seg- 
ment of  the  bowel  wall  was  only 
minimally  edematous  and  without 
gangrene  or  ischemic  changes.  The 
preliminary  colonoscopic  reduction 
is  most  likely  responsible  for  this 
finding. 

Various  Surgical  Procedures 

Various  surgical  procedures  have 
been  described  for  volvulus  of  the 
transverse  colon.  3’5>6>8. 14,16,19,22  32 
Zinkin  stated  that  if  there  is  any 
question  of  ischemia,  the  involved 
bowel  should  be  resected  and  two 
ends  should  be  exteriorized  as  a 
colostomy  and  a mucous  fistula.  It 
is  also  stated  that  when  the  vascular 
supply  is  not  compromised,  definitive 
resection  with  primary  anastomosis  is 
preferred  to  simple  detorsion  and 
fixation.21,32 

In  our  case,  definitive  resection  of 
the  transverse  colon  with  primary 
anastomosis  was  carried  out  (Figure 

4 ) . In  view  of  her  pregnancy,  it  was 
very  fortunate  that  we  were  able  to 
avoid  a colostomy  and  a mucous  fis- 
tula with  the  resection.  The  safety  of 
primary  anastomosis,  of  course,  de- 
pends on  the  condition  of  the  bowel. 
We  strongly  feel  that  the  preliminary 
colonoscopic  reduction  of  the  volvulus 
was  responsible  for  preserving  a 
bowel  wall  that  we  could  anastomose. 

We  feel  that  preliminary  colono- 
scopic detorsion  should  be  attempted 
not  only  for  critically  ill  patients,  but 
also  for  proximal  colonic  volvulus  in 
general,  unless  there  is  an  evidence  of 
compromised  bowel  wall  integrity.  A 
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Figure  4.  Resection  of  the  transverse 
colon  with  primary  anastomosis  was 
carried  out.  (cecum,  left  arrow;  splenic 
flexure,  right  arrow) 

subsequent  elective  interval  resection 
of  the  colon  can  then  be  carried  out. 

Summary 

Volvulus  of  the  transverse  colon  is 
a rare  condition.  An  unusual  case 
of  volvulus  of  the  transverse  colon  in 
a pregnant  patient  associated  with 
congenital  malrotation  is  reported.  A 
preliminary  colonoscopic  detorsion 
and  decompression  was  carried  out, 
and  she  subsequently  underwent  re- 
section of  the  transverse  colon  with 
primary  anastomosis.  Pathophysi- 
ology, symptomatology,  and  manage- 
ment of  volvulus  of  the  transverse 
colon  were  discussed.  A preliminary 
emergency  colonoscopic  detorsion  of 
the  volvulus  of  the  transverse  colon  is 
indicated  in  patients  with  pregnancy 
or  concomitant  disease  states  which 
would  increase  operative  risk. 
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In  My  Opinion 


Too  Many  Inspections 


Who  among  us  has  not  from  time 
to  time  wanted  mightily  to  contribute 
a Golden  Fleece  award  to  a govern- 
mental agency?  Inspections  are  my 
pet  candidates.  I submit  that  one 
place  to  cut  the  health  care  budget  is 
in  duplication  of  governmental  inspec- 
tions — with  due  respect  to  Ralph 
Nader. 

Green  Acres  Regional  Center  is  a 
private,  non-profit  facility  for  the 
mentally  retarded,  situated  in  Cabell 
County  on  the  Ohio  River,  10  miles 
north  of  Huntington.  It  provides  resi- 
dential care  for  37  adult  retardates, 
sheltered  workshop,  and  special  educa- 
tion classes  and  day  care  programs  for 
another  100  participants  who  are  bus- 
sed from  the  Wayne  County  line  in 
the  south  to  Mason  County  in  the 
north. 

Medical  care,  general  and  specia- 
lized, is  provided  by  John  Marshall 
Medical  Services  in  Huntington  and 
by  on-site  weekly  sick  call  visits  by 
volunteer  physicians  from  the  Mar- 
shall University  Pediatric  Department. 
Two  R.N.s  and  five  L.P.N.s  are  em- 
ployed full  time. 

Green  Acres  has  been  fully  ac- 
credited for  eight  years  by  the  Joint 
Commission  on  Accreditation  of  Hos- 
pitals and  by  the  Accreditation  Coun- 
cil for  Developmental  Disabilities,  an 
offshoot  of  the  Joint  Commission.  In 
1984,  two  surveyors  spent  three  days 
at  Green  Acres,  always  a useful  visit 
for  updating  programs  and  sharing 


experiences  in  the  care  and  training 
of  retarded  citizens. 

27  Inspectors 

In  addition,  during  this  same  year, 
various  governmental  agencies  sent  27 
inspectors  for  a total  of  27  days.  This 
is  equivalent  to  a month  when  one  or 
more  staff  members  were  required  to 
absent  themselves  from  direct  patient 
care  for  the  benefit  of  the  inspectors. 
Is  it  possible  that  the  well  being  of 
these  patients  was  improved  to  a de- 
gree equal  to  the  loss  of  a care-giver’s 
time?  Inspections  are  important  and 
necessary — but  so  many! 

The  Department  of  Health  was  re- 
sponsible for  more  than  half,  seven 
visits  by  16  people  who  spent  15  days, 
most  for  inspection  of  “Intermediate 
Care  Facility/Mentally  Retarded”  in- 
volving the  28  patients  in  residence. 
The  excuse  is  that  each  of  the  seven 
inspectors  is  involved  in  a different 
sub-division:  behavioral,  program, 

physical  plant,  nursing,  and  pharmacy. 
Presumably,  each  must  inspect  sep- 
arately, or  at  least  have  a separate 
area  of  expertise.  Perhaps  inspectors 
should  be  trained  in  more  than  one 
area  and  be  appropriately  licensed  for 
an  inspector's  job. 

With  the  current  system,  one  wond- 
ers how  many  people  and  days  it 
would  take  to  inspect  a 300-bed  fa- 
cility. An  interesting  paradox  here  is 
the  Health  Department’s  dual  role.  It 
is  responsible  for  inspections  of  priv- 
ate health  care  facilities,  and  at  the 
same  time  is  responsible  for  manage- 
ment of  the  state’s  residential  facili- 


ties for  the  mentally  retarded,  none  of 
which  is  nationally  accredited  as  is 
Green  Acres.  Logically,  the  Health 
Department’s  inspectors  should  rec- 
ommend closure  of  Health  Depart- 
ment-operated facilities  because  of 
gross  deficiencies. 

Duplication 

Of  course  the  taxpayer  has  long  ago 
given  up  hope  of  expecting  coopera- 
tion of  one  state  agency  with  an- 
other. Vocational  Rehabilitation  made 
monthly  inspections  of  the  workshop 
in  May,  June  and  July,  1984,  going 
over  much  the  same  ground  as  the 
Department  of  Health.  One  of  Green 
Acres’  major  workshop  projects  is 
bottling  spring  water — which  also  re- 
quires inspections,  one  each  by  na- 
tional and  state  agencies. 

Remaining  inspections,  involving 
six  people  in  seven  days,  were:  Day 
Care  Providers  Licensing,  State  Fire 
Marshal,  Hartley  Court  Monitor, 
School  and  Federal  lunch  programs 
and,  periodically,  Cabell  Huntington 
Health  Department. 

Inspections  are  useful  and  neces- 
sary but.  please,  a little  moderation. 

M.  G.  Stemmermann,  M.  D., 

Volunteer 

Huntington 


We  welcome  contributions  to  In  My 
Opinion.  Submissions  should  be  addressed 
to  Stephen  D.  Ward.  M.  D.,  Editor,  The 
West  Virginia  Medical  Journal,  Box  4106, 
Charleston,  West  Virginia  25364. 
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Beware  Of  ‘Hold  Harmless’  Clause 


The  delivery  of  medical  care  is 
changing  rapidly  as  a result  of  the 
“pro  competition"  philosophy  being 
promoted  by  many  interests.  Cali- 
fornia physicians,  more  than  any  other 
group,  have  probably  had  more  ex- 
perience with  these  not  so  new  ideas. 

It  is  essential  that  physicians  un- 
derstand what  “hold  harmless”  may 
mean  to  them  in  preferred  provider 
organizations  (PPOs)  as  well  as  un- 
der the  blues  and  other  business  en- 
tities proposing  to  contract  medical 
care  delivery  through  the  use  of  phy- 
sicians’ services.  The  California  Med- 
ical Association  published  in  January, 
1985,  a revised  edition  of  “The  Phy- 
sician’s Contracting  Handbook."  The 
book  covers  the  subject  in  five  parts: 
contracting  and  professional  liability, 
physician’s  contracting  and  the  anti- 
trust laws,  issues  in  physician’s  con- 
tracts, questions  to  ask  about  a con- 
tract, and  conclusions  and  where  to 
go  for  help. 

Each  area  is  thoroughly  doc- 
umented and  raises  many  questions 
regarding  the  impact  of  such  arrange- 
ments upon  the  physician  and  his  pa- 
tient in  terms  of  legal,  ethical  and  fi- 
nancial responsibilities.  Each  phy- 
sician contemplating  such  a move  is 
well  advised  to  avail  himself  of  the 
information  contained  in  this  booklet. 

Physician  Responsible 

The  “hold  harmless”  doctrine  in 
which  contractual  shift  in  liability  oc- 
curs is  one  of  the  most  pertinent.  In 
the  fine  print  in  many  contract 
policies  this  doctrine  is  either  specif- 
ically implied  and/ or  goes  without 
saying  in  the  event  that  it  is  not  men- 
tioned at  all.  These  “hold  harmless” 
clauses  essentially  state  that  if  any- 
thing bad  happens,  the  physician  has 
agreed  to  assume  full  responsibility. 
This  includes  not  only  the  liabilities 
resulting  from  the  practice  of  med- 
icine, but  also  the  payment  for  the 


patient's  hospital  and  medical  bills 
when  retrospective  reviews  have  de- 
cided that  treatment  was  either  un- 
necessary or  inappropriate. 

Management  of  the  business  entities 
will  hold  themselves  harmless  for  dam- 
ages that  may  result  from  medical  de- 
cisions made  by  physicians  even 
though  there  may  have  been  an  ele- 
ment of  influence  by  the  entity  affect- 
ing the  manner  in  which  treatment 
wras  provided. 

Practice  Patterns  Changed 

It  is  likely  that  the  degree  of  ex- 
posure would  be  greater  on  prospec- 
tive utilization  review  measures  than 
on  retrospective  measures.  This  means 
the  payer  influences  medical  decisions 
more  directly  when  it  refuses  to  pre- 
certify an  admission  than  when  it  re- 
fuses retrospectively  to  pay  for  an  ad- 
mission. When  there  are  penalties  for 
being  outside  the  norms  established 
by  the  PPO  or  other  business  entity, 
both  prospective  as  well  as  retrospec- 
tive reviews  change  practice  patterns 
primarily  by  causing  physicians  to 
render  fewer  services  or  to  keep  their 
patients  in  the  hospital  for  fewer  days, 
the  only  manner  in  which  such  con- 
tracted medical  services  saves  money. 
When  this  occurs,  such  entities  may  be 
hit  with  suits  because  of  the  rationing 
of  medical  care  required  by  such 
policies. 

Will  “hold  harmless”  clauses,  re- 
gardless of  their  language,  stand  up  in 
court?  It  is  possible  that  under  such 
a legal  challenge  these  clauses  may 
be  struck  down.  Then  again  they  may 
not  be,  and  therein  lies  the  risk.  Ulti- 
mately, common  sense  dictates  that 
legislation  will  be  required  to  prohibit 
these  organizations  from  holding 
themselves  harmless  when  their  in- 
fluence upon  the  manner  in  which 
medical  services  are  provided  is  vir- 
tually complete. 


Legislation  also  will  be  required  to 
prohibit  liability  carriers  from  refus- 
ing coverage  for  liabilities  incurred 
under  contracts  with  “hold  harmless” 
clauses.  Unless  specifically  autho- 
rized, a physician  is  actually  practic- 
ing bare  when  practicing  under  “hold 
harmless"  clauses.  Will  any  of  the 
liability  insurance  carriers  be  willing 
to  cover  physicians  practicing  under 
“hold  harmless”  clauses?  California 
physicians  have  learned  that  HMOs’ 
savings  in  medical  care  costs  come 
from  keeping  patients  out  of  the  hos- 
pital. In  the  event  of  a maloccurrence, 
will  lawyers  argue  effectively  in  court 
that  PPO  standards  must  be  lower 
whether  they  are  or  not? 

A prudent  physician  should  not 
sign  any  contracts  that  have  “hold 
harmless”  clauses  or  fail  to  mention 
the  issue  at  all.  A wise  physician 
should  discuss  every  contract  with 
legal  counsel  in  case  the  long-term  re- 
sult of  signing  turns  out  to  be  far 
from  harmless. 

/M  D . 

Carl  J.  Roncaglione,  M.D.,  President 
West  Virginia  State 
Medical  Association 
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Editorials 


Competition  ‘Solution’  Failed  To  Cut  Costs 


Fifteen  years  ago,  a light  year  in 
Medicine,  they  said  that  competition 
was  what  was  needed  to  hold  dowrn 
those  medical  care  costs  which  were 
outpacing  other  not  insignificant  in- 
flationary trends  in  the  Consumer 
Price  Index.  The  solution  — full 
speed  ahead  in  medical  school  con- 
struction and  medical  student  subsidy! 
These  would  hold  down  costs. 

Half  an  eon  or  so  later,  seven  or 
eight  years  ago,  they  discovered  that, 
in  practice,  increasing  the  number  of 
doctors  did  not  hold  down  medical 
care  costs  because  the  consumer  had 
an  insatiable  appetite  for  medical 
care.  A screeching  of  bureaucratic 
tires  was  heard  along  with  the  smell 
of  rubber.  At  sea,  engine  rooms  of 
the  ponderous  medical  education  ves- 
sel rang  with  signals  for  “full  re- 
verse.” 

Whatever  law  of  physics  holds  that 
a body  in  motion  tends  to  stay  in  mo- 
tion held  sway  in  Medicine  in  spite 
of  the  screeching  and  backwatering 
brought  about  by  funding  cutbacks  in 
medical  education.  More  physicians 
satisfied  more  of  the  ravenous  ap- 
petite for  medical  care,  and  medical 
care  costs  moved  smartly  ahead. 

Then  a funny  thing  happened.  The 
medical  care  component  of  the  Con- 

Lions  vs.  Lambs 

There  is  a generally  prevailing  at- 
titude that  money  spent  on  health 
care  goes  into  the  pockets  of  phy- 
sicians and  that  countless  physicians 
are  growing  wealthy  from  government 
programs.  Very  few  statements  could 
be  further  from  the  truth. 

A look  at  the  West  Virginia  De- 
partment of  Human  Services  monthly 
publication  “Human  Services  Statis- 


sumer  Price  Index  figure  dropped 
from  about  20  per  cent  a year  to  11 
per  cent,  then  to  10  per  cent  and  nine 
per  cent  and  now  to  six  per  cent.  What 
is  peculiar  is  that  the  drop  in  medical 
care  inflation  rates  has  paralleled  the 
overall  Consumer  Price  Index  infla- 
tionary rate  drop  from  12  per  cent 
down  to  the  present  approximate  four 
per  cent. 

Could  it  be  that  medical  care  infla- 
tionary cost  spirals  were  influenced 
by  the  same  profligate  fiscal  policies 
affecting  every  other  segment  of  the 
economy?  For  the  politician,  perish 
the  thought!  It  is  too  convenient  to 
blame  the  whole  mess  on  the  greedy 
doctors. 

Doctors  all  along  have  just  been 
doing  what  they  were  supposed  to  be 
doing — taking  care  of  people  in  the 
best  way  they  know  how.  This  is  ex- 
pensive because  the  material  and  the 
facilities  we  use  to  save  lives  and 
ease  pain  are  expensive.  No  one  has 
yet  appeared  who  will  tell  us  on  whom 
we  should  conserve  expenses  by  with- 
holding certain  care. 

In  the  absence  of  someone  volun- 
teering to  tell  us  whom  to  cut  out  of 
the  medical  benefit  system,  we  can 


tics”  reveals  some  very  interesting  in- 
formation. Three  of  these  documents 
arrived  at  once  in  a recent  day’s  mail. 
They  contain  figures  for  November 
and  December,  1984,  and  for  January, 
1985. 

In  those  three  months  West  Vir- 
ginia Medicaid  paid  out  $35,251,177 
for  all  health  care  services.  In  rounded 
figures,  $16  million  (45.4%)  went 


expect  the  costs  to  keep  going  up  for 
several  reasons:  the  only  way  of 

eliminating  the  potential  for  medical 
care  costs  is  to  bury  the  prospective 
patient;  it  takes  more  time  and  re- 
sources to  get  an  old  person  better, 
and  we  are  enabling  more  people  to 
grow  old;  we  are  getting  better  at 
our  work;  and  we  are  an  integral  part 
of  the  economic  system  and  what  af- 
fects others  affects  us. 

Competition  has  produced  some  re- 
sults in  Medicine.  Doctors  are  now 
grouchier,  more  clannish,  more  sus- 
picious of  one  another,  and  they  en- 
joy their  work  less.  Competition  has 
failed  to  control  medical  care  costs 
but  who  knows  what  benefits  these 
other  accomplishments  might  bestow 
on  the  medical  care  component  of  the 
Consumer  Price  Index  in  the  future? 

In  the  next  era  or  two  we  could 
see  so  many  doctors  quitting  that  we 
will  have  returned  to  that  long  for- 
gotten age  where,  it  is  said,  the  phrase 
medical  care  competition  did  not  ex- 
ist, medical  care  costs  were  reason- 
able, patients  were  well  cared  for,  and 
doctors  were  stimulated  by  their  work 
and  found  Medicine  exciting  and  were 
happy. 


to  nursing  home  care;  $9.7  million 
(27.5%)  went  to  hospital  care.  Phy- 
sicians came  in  a weak  third  with  $3.4 
million  paid  (9.8%)  while  phar- 
macy services  commanded  $2.6  mil- 
lion ( 7.4%  ).  “Other  care”  accounted 
for  $2.3  million  (6.7%).  The  re- 
maining money,  $1.2  million,  went  for 
such  diverse  services  as  “outpatient” 
home  health,  special  services,  inde- 
pendent lab,  special  clinics,  screen- 
ing, transportation,  Title  XVIII,  etc. 

Physicians,  so  often  the  brunt  of 
criticism  regarding  the  cost  of  the 


The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements 
made  by  authors  or  in  communications  submitted  to  this  Journal  for  publication.  The  author 
shall  be  held  entirely  responsible.  Editorials  printed  in  The  Journal  do  not  necessarily  reflect 
the  official  position  of  the  West  Virginia  State  Medical  Association. 
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Medicaid  program,  received  in  one 
quarter  of  a year  just  under  10  per 
cent  of  the  dollars  expended  for  health 
care. 

Figures  on  invoices  paid  and  de- 
nied are  even  more  striking.  In  the 
same  three  months,  physicians  sub- 
mitted 230,314  invoices  for  services 
rendered  to  Medicaid  patients.  Only 
170,579  of  these  were  paid;  39,408 
(17.1%)  were  denied  while  20,327 
were  pended  due  to  errors.  One  would 
assume  some  of  the  pended  bills  will 
be  paid  in  future  months  and  others 
will  be  denied.  The  amount  paid  out 
on  the  170,579  invoices  was  $3,051,- 
812  or  an  average  of  $17.89  per  in- 
voice. Multiplying  this  amount  by  the 
denied  claims  means  that  the  phy- 
sicians of  West  Virginia  gave  some 
$705,000  in  unreimbursed  care  in 


those  three  months.  The  actual  fig- 
ure would  be  higher,  of  course,  since 
the  figures  used  here  reflect  only  ac- 
tual payouts  rather  than  the  amounts 
billed  on  the  invoices  rendered. 

Interestingly,  during  the  same  per- 
iod a total  of  16,709  invoices  from 
nursing  homes  were  processed  with  no 
denials  and  a payout  of  $16,042,967, 
an  average  of  $906  per  invoice.  Hos- 
pitals submitted  11,295  invoices  and 
received  payment  for  7,201  at  $9,- 
403,106,  an  average  of  $1,305  per  in- 
voice. Another  1,085  hospital  in- 
voices (9.6%)  were  denied.  The  rest 
were  pended.  Pharmacies  submitted 
301.895  invoices  and  received  pay- 
ment for  263,921  of  them  totalling 
$2,608,421  or  $9.88  per  invoice.  The 
denial  rate  for  pharmacy  services  was 
10.9%. 


Either  nursing  homes,  hospitals 
and  pharmacies  do  a better  job  of 
submitting  invoices  than  physicians 
do,  or  else  it  is  easier  for  Medicaid 
officials  to  deny  physician  invoices  for 
services  which  physicians  have  already 
rendered  to  needy  patients.  Whatever 
the  reason,  physicians  must  tell  this 
story  to  patients  and  public  alike. 

Public  criticism  of  Vermont  phy- 
sicians has  all  but  disappeared  when 
it  was  made  known  that  more  dollars 
were  spent  on  administration  of  the 
Medicaid  program  each  of  the  past 
several  years  than  was  spent  on  phy- 
sicians providing  the  care! 

Physicians  are  treating  the  poor 
and  needy  of  West  Virginia  for  a 
lamb's  share  of  the  money  and  a lion’s 
share  of  the  criticism. 


Physicians  Are  Actively  Policing  Themselves 


Recently  there  has  been  a great 
deal  of  discussion  concerning  the  med- 
ical malpractice  situation.  One  ques- 
tion which  has  been  repeatedly  raised 
is  what  are  we  the  physicians  doing  to 
police  ourselves. 

To  begin  with,  a fair  amount  of 
policing  has  occurred  before  we  even 
hang  up  our  shingle.  The  admissions 
process  to  medical  school  is  an  ardu- 
ous one.  Following  graduation  and 
prior  to  licensure,  every  state  requires 
passage  of  a standardized  examina- 
tion. Most  of  us  also  take  a second 
and  in  most  cases,  more  difficult,  ex- 
amination for  our  specialty  board 
certification. 

Many  hospital  staffs  are  beginning 
to  require  board  certification  as  a 
qualification  for  active  staff  member- 
ship, and  the  process  of  granting  hos- 
pital privileges  is  also  becoming  in- 
creasingly stringent. 

There  are  only  two  bodies  which 
can  actively  affect  a physician’s  activi- 
ties. One  is  the  state  Board  of  Medi- 
cine, which  is  a state  agency  and  has 
no  affiliation  with  any  of  the  medical 
societies  and  relatively  little  input 
from  the  practicing  physicians.  The 
other  area  where  policing  can  and 
does  actively  occur  is  at  the  level  of 
the  hospital  staff.  This  is  done 
through  a variety  of  committees. 


At  the  recommendation  of  these 
committees  and  ultimately  the  execu- 
tive committee  of  the  medical  staff,  a 
physician's  hospital  privileges  can  be 
limited  or  suspended.  This,  of  course, 
is  pending  final  approval  by  the  hos- 
pital’s administration  and  board  of 
directors. 

In  our  community,  responsible  phy- 
sicians and  hospital  boards  are  reluc- 
tant to  carry  out  disciplinary  actions 
because  of  fear  of  litigation  from  the 
accused  physician.  Allow  me  to  cite 
an  example. 

Several  of  my  colleagues  devoted 
many  hours  to  giving  due  process  to 
an  offending  physician  several  years 
ago.  After  the  action  had  occurred, 
the  offending  physician  brought  a 
multimillion  dollar  suit  against  the 
hospital  and  all  the  physicians  in- 
volved. As  you  can  see,  conscientious 
efforts  on  our  part  can  be  thwarted  by 
the  court  system. 

The  state  Board  of  Medicine  cer- 
tainly has  the  authority  to  restrict  or 
curtail  a physician’s  activity  by  sus- 
pending bis  or  her  medical  license  . . . 

There  are  a number  of  positive 
measures  which  a state  board  could 
take,  such  as  an  oral  examination  in 
his  specialty  for  physicians  who  the 
board  feels  to  be  carrying  on  question- 


able practices,  remedial  courses  in 
pharmacology  for  physicians  who  are 
felt  to  be  improperly  prescribing,  and 
continuing  education  in  physician  re- 
sponsibility. 

There  is  one  other  body  in  the  state 
which  has  been  active  in  peer  review, 
and  that  is  the  West  Virginia  Medical 
Institute,  which  has  been  active  for 
more  than  10  years  primarily  working 
in  the  area  of  hospital  review.  This 
agency  has  done  a great  deal  to  im- 
prove the  quality  of  care  in  our  state’s 
hospitals. 

As  you  can  see,  we  are  indeed  mak- 
ing an  attempt  to  police  our  own 
ranks.  It  bothers  me  that  we  are  criti- 
cized when  members  of  other  profes- 
sions are  doing  a great  deal  less.  It 
is  not  an  easy  task  for  any  profession 
to  police  itself.  However,  it  is  for  the 
good  of  that  profession  as  a whole 
that  such  policing  be  done. 

We  have  been  and  are  making  an 
attempt  in  Medicine.  Given  a strong 
Board  of  Medicine  and  some  protec- 
tion to  hospital  staff  committees,  we 
will  do  more.  — F.  T.  Sporck,  M.  D., 
Charleston , Letter  to  the  Editor, 
Charleston  Daily  Mail,  March  11, 
1985. 
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General  News 


Experts  To  Address  Convention 


Auto  Injuries  To  Be  Examined 


James  L.  Frost,  M.  D. 


A comprehensive  examination  of 
automobile  accident  injuries  will  be 
provided  for  state  doctors  during  the 
WVSMA’s  118th  Annual  Meeting  Au- 
gust 14-17  in  Charleston. 

Three  of  the  speakers  for  the  Thurs- 
day afternoon,  August  15,  general 
session,  “Epidemiology  and  Preven- 
tion of  Motor  Vehicle  Accident  In- 
juries,” were  announced  by  the  Pro- 
gram Committee. 

James  L.  Frost,  M.  D.,  Associate 
Professor  of  Pathology  and  Head  of 
the  Autopsy  Service  at  West  Virginia 
University  School  of  Medicine,  will 
discuss  “Epidemiology  of  Motor  Ve- 
hicle Injury.” 

David  E.  Martin,  M.  S.,  Director  of 
Automotive  Safety  Engineering,  En- 
vironmental Research,  General  Motors 
Corporation,  Warren,  Michigan,  will 
speak  on  “Prevention  of  Motor  Ve- 
hicle Injury:  The  Friendly  Interior 
and  Seat  Belts.” 

“The  Change  in  National  Injury 
Rates  Following  Seat  Belt  Enactment" 
will  be  the  title  of  the  talk  by  Robert 


David  E.  Martin,  M.  S. 


N.  Green,  M.  D.,  LL.B.,  Associate 
Professor  of  Medicine  and  Lecturer  in 
Law,  University  of  Western  Ontario. 
London,  Ontario,  Canada. 

Doctor  Radin  Moderator 

Moderating  the  session  will  be 
Eric  L.  Radin,  M.  D.,  Professor  and 
Chairman  of  the  WVU  Department  of 
Orthopedic  Surgery,  who  also  is 
Chairman  of  the  Program  Committee. 

The  general  scientific  sessions  and 
exhibits  will  be  located  in  the  Charles- 
ton Civic  Center,  and  the  two  sessions 
of  the  House  of  Delegates  and  various 
meetings  of  the  Association’s  sections 
and  affiliated  societies  will  be  held  at 
the  nearby  Charleston  Marriott. 

As  announced  earlier,  other  general 
session  discussion  subjects  will  in- 
clude reimbursement,  Thursday  morn- 
ing; upper  GI  problems,  Friday  morn- 
ing, and  exercise,  Saturday  morning. 

Deputy  Chief  Medical  Examiner 

Doctor  Frost,  who  has  been  at  WVU 
since  1977,  also  is  Associate  Profes- 


sor of  Neurology  and  Deputy  Chief 
Medical  Examiner,  State  of  West  Vir- 
ginia. 

A native  of  Baltimore,  he  was  grad- 
uated from  Princeton  University,  and 
received  his  M.  D.  degree  in  1957 
from  Johns  Hopkins  University.  He 
interned  and  took  his  residency  in 
pathology  at  Johns  Hopkins.  After 
three  years  of  service  with  the  U.  S. 
Air  Force,  he  completed  a postdoc- 
toral research  fellowship  in  pathology 
at  Johns  Hopkins,  and  then  held  teach- 
ing posts  there,  at  the  University  of 
Maryland,  and  at  Vanderbilt  Univer- 
sity. 

The  forensic  pathologist  was  Dep- 
uty Medical  Examiner,  Cook  County, 
in  Chicago,  before  coming  to  WVU. 
He  also  is  Medical  Examiner  for 
Monongalia  County. 

Engineering  Degrees 

Martin,  who  has  held  his  present 
position  at  General  Motors  since 
1974,  received  his  B.  S.  degree  in 
mechanical  engineering  in  1953  from 
the  University  of  Illinois,  and  his 
M.  S.  degree  in  theoretical  and  applied 
mechanics  in  1956  from  that  univer- 
sity. 


Robert  N.  Green,  M.  D.,  LL.B. 
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Following  graduation,  he  joined 
GM  Research  Laboratories  as  a re- 
search engineer,  progressing  to  As- 
sistant Head,  Vehicle  Research  De- 
partment, in  charge  of  vehicle  safety 
research,  by  1967. 

His  work  has  taken  him  into  such 
areas  as  stress  analysis,  the  mechanical 
behavior  of  materials,  studies  of  in- 
jury threshold  levels  of  the  human 
body,  occupant  dynamics,  vehicle 
crash  behavior,  and  accident  injury 
statistics. 

Accident  Reconstruction  Expert 

Doctor  Green,  who  also  is  Coroner 
for  the  Province  of  Ontario,  has  been 
personally  involved  in  the  investiga- 
tion and  reconstruction  of  more  than 
2,000  automobile  accidents,  more  than 
one  third  of  these  involving  fatalities. 
He  qualified  in  the  Ontario  Supreme 
Court  as  an  expert  witness  in  accident 
reconstruction  and  human  tissue  in- 
jury patterns  in  more  than  50  court 
appearances. 

Doctor  Green  has  held  a number 
of  posts  in  automotive  and  traffic 
medicine.  These  include:  National 
Medical  Officer  for  The  Canadian 
Automobile  Sports  Club  for  10  years, 
Past  President  of  the  American  As- 
sociation for  Automotive  Medicine, 
V ice  President  for  North  America  of 
the  International  Association  of  Ac- 
cident and  Traffic  Medicine,  and  Lec- 
turer in  Accident  Reconstruction  and 
Traffic  Safety  at  the  Ontario  Police 
Colleges,  Aylmer  and  Brampton,  On- 
tario. 

The  automotive  medicine  expert  re- 
ceived his  M.  D.  degree  in  1958  from 
McGill  University  in  Montreal,  in- 
terned at  Winnipeg  General  Hospital, 
was  certified  in  internal  medicine  in 
1967,  and  earned  his  LL.B.  degree  in 
1984  from  the  University  of  Western 
Ontario. 

Doctor  Green  is  the  author  or  co- 
author of  five  books  and  a number  of 
articles  concerning  traffic  injuries, 
safety  and  related  subjects. 

AMA  President  to  Speak 

Dr.  Harrison  L.  Rogers,  who  will 
be  installed  as  President  of  the  Ameri- 
can Medical  Association  in  June,  as 
announced  previously,  will  address  the 


first  session  of  the  House  Wednesday 
afternoon,  August  14.  Doctor  Rogers, 
of  Atlanta,  is  a general  surgeon. 

Other  general  session  speakers  an- 
nounced previously  include: 

Thursday  Morning  — “Reimburse- 
ment Symposium,”  Carolyne  K.  Davis, 
previously  announced  speaker  has  can- 
celled because  of  scheduling  problems. 
Another  speaker  will  be  announced. 

F riday  Morning  — “Symposium  on 
Medical  Treatment  of  Upper  GI  Prob- 
lems,” Ronald  D.  Gaskins,  M.  D.,  As- 
sociate Professor  of  Medicine  and  Sec- 
tion Chief,  Gastroenterology,  WVU, 
“Lise  and  Misuse  of  Endoscopy  in 
Upper  Gastrointestinal  Disorders;” 
Richard  W.  McCallum,  M.  D.,  As- 
sociate Professor  of  Medicine,  Yale 
LIniversity,  “Chest  Pain  of  Esopha- 
geal Origin,  Diagnosis  and  Manage- 
ment,” and  “Peptic  LUcer  Disease, 
Alternatives  in  Therapy;”  and  Rich- 
ard J.  Seime,  Ph.D.,  Associate  Pro- 
fessor and  Section  Chief,  Psychology, 
Department  of  Psychiatry,  WVU, 
“Functional  Vomiting  Syndromes:” 

Saturday  Morning  — Session  on 
“Cardiovascular  Effects  of  Exercise,” 
Sandy  Burkart,  PT,  Ph.D.,  Professor 
and  Chairman,  Department/ Division 
of  Physical  Therapy,  WVU,  “Exercise 
Equipment  for  Home  and  Rehabilita- 
tion;” and  William  T.  Stauber,  Ph.D., 
Associate  Professor  of  Physiology  and 
Neurology,  Department  of  Physiology. 
WVU,  “When  Does  Exercise  Become 
a Disease?” 

Convention  Schedule 

Convention  activities  will  begin 
with  a 2 P.M.  meeting  of  the  Associa- 
tion’s Executive  Committee  on  Tues- 
day, August  13;  the  usual  precon- 
vention meeting  of  the  Council  at 
9:30  A.M.  on  Wednesday,  and  the 
opening  session  of  the  House  at 
2:45  P.  M.  on  Wednesday. 

The  first  general  session  will  be 
held  immediately  following  9 A.  M. 
opening  exercises  on  Thursday. 

General/ scientific  sessions  will  of- 
fer hour-for-hour  Category  1 credit. 

Dr.  David  Z.  Morgan  of  Morgan- 
town will  be  inaugurated  as  President 
to  succeed  Dr.  Carl  J.  Roncaglione 


of  South  Charleston  during  the  sec- 
ond and  final  House  session  Saturday 
afternoon. 

Auxiliary  to  Meet 

The  Annual  Meeting  of  the  Aux- 
iliary to  the  State  Medical  Associa- 
tion, with  Esther  H.  I Mrs.  Harry  S., 
Jr.)  Weeks  in  charge  as  the  Auxil- 
iary’s President,  again  will  run  con- 
currently with  the  Association’s  con- 
vention. 

Serving  on  the  Program  Committee 
with  Doctor  Radin  are  Doctor  Mor- 
gan; Drs.  Jack  H.  Baur,  Huntington; 
Richard  C.  Rashid,  South  Charleston; 
Aarom  Boonsue,  Point  Pleasant,  and 
Doctor  Gaskins. 

More  specific  information  relative 
to  the  1985  general  session  topics 
and  speakers  will  be  provided  in  up- 
coming issues  of  The  Journal. 


Residency  Sites  For  MU 
Graduates  Announced 

Forty-four  per  cent  of  the  graduat- 
ing class  of  the  Marshall  University 
School  of  Medicine  will  serve  resi- 
dencies in  West  Virginia,  and  another 
25  per  cent  will  take  residencies  in  ad- 
joining states,  Dean  Robert  W.  Coon. 
M.  D.,  has  announced. 

Eight  of  the  34  graduating  seniors 
will  be  in  family  practice  residencies, 
seven  in  internal  medicine,  six  in 
psychiatry,  and  smaller  numbers  in 
other  fields,  he  said. 

“We  were  especially  pleased  to  find 
that  27  of  our  seniors  got  their  first 
or  second  choice  in  the  National  Resi- 
dency Matching  Program,”  he  said. 
“This  is  a good  indication  to  us  that 
our  students  have  what  it  takes  to 
compete  in  the  ‘real  world.’ 

“We  also  were  able  to  recruit  ex- 
cellent students  to  our  residency  pro- 
gram here  at  Marshall,  which  is  of 
course  a vital  concern  for  us,”  he 
added.  “Nine  of  our  graduates  will  be 
staying  here  for  their  residencies.” 

The  Marshall  School  of  Medicine 
graduates  (by  hometown  I,  their  res- 
idency sites  and  their  specialties  are: 

Athens  — Geno  V.  Romano,  Uni- 
versity of  Florida/ Alachua  General 
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Hospital,  Gainesville,  family  practice; 
Charleston  — Sara  L.  Casto,  Medical 
University  of  South  Carolina,  Charles- 
ton, psychiatry;  Karen  Johnson  Heyd, 
Marshall  University  Affiliated  Hos- 
pitals, family  practice;  Charles  C. 
McCormick,  Charleston  Area  Medical 
Center  (CAMC),  family  practice;  and 
Melanie  A.  Stephenson,  CAMC,  in- 
ternal medicine;  Fairmont  — Joedy  L. 
Daristotle,  West  Virginia  University 
Hospital,  surgery;  Follansbee  — An- 
drew H.  Schindzielorz,  MU  Affiliated 
Hospitals,  internal  medicine;  Glenville 


Review  A Book 


The  following  books  have  been  re- 
ceived by  the  Headquarters  Office  of 
the  State  Medical  Association.  Med- 
ical readers  interested  in  reviewing 
any  of  these  volumes  should  address 
their  requests  to  Editor,  The  West 
Virginia  Medical  Journal,  Post  Office 
Box  4106,  Charleston  25364.  We’ll 
be  happy  to  send  the  books  to  you, 
and  you  may  keep  them  for  your  per- 
sonal libraries  after  submitting  to  The 
Journal  a review  for  publication. 

Current  Medical  Diagnosis  and 
Treatment,  1985,  edited  by  Marcus  A. 
Krupp,  M.  D.;  Milton  J.  Chatton, 
M.  D.;  and  David  Werdegar,  M.  D. 
Ph.D.  1,087  pages.  Price  $27.50. 
Lange  Medical  Publications,  Los  Al- 
tos, California  94022.  1985. 

Treating  Type  A Behavior  and 
Your  Heart,  by  Meyer  Friedman, 
M.  D.;  and  Diane  Ulmer,  R.N.,  M.S. 
272  pages.  Price  $15.95.  Alfred  A. 
Knopf,  201  East  Fiftieth  Street,  New 
York  City  10022.  1984. 

Every  Womans  Pharmacy,  William 
F.  Rayburn,  M.  D.;  Frederick  P. 
Zuspan,  M.  D.;  and  Jeanne  T.  Fitz- 
gerald. 258  pages.  Price  $9.95. 
Doubleday  & Company,  Inc.,  245  Park 
Avenue,  New  York  City  10167.  1984. 

Coma  Arousal:  The  Family  as  a 
Team,  by  Edward  B.  LeWinn,  M.  D. 
Price  $13.95.  Doubleday  & Company, 
Inc.,  245  Park  Avenue,  New  York 
City  10167.  1985. 


— Carol  Ann  Foster,  Good  Samaritan 
Medical  Center,  Phoenix,  Ariz.,  psy- 
chiatry; 

Huntington  — David  R.  Ayers,  MU 
Affiliated  Hospitals,  family  practice; 
Denise  L.  Baisden,  MU  Affiliated  Hos- 
pitals, family  practice;  Cheryl  L. 
Cook,  Ohio  State  University  Hos- 
pitals, Columbus,  pediatrics;  Scot  D. 
Hines,  MU  Affiliated  Hospitals,  inter- 
nal medicine;  Victor  F.  Nease,  CAMC, 
psychiatry;  Michael  J.  Nerenberg, 
Akron  ( Ohio  I City  Hospital,  emer- 
gency medicine;  Danny  A.  Rader. 
Emory  University  School  of  Medicine, 
Atlanta,  psychiatry;  Stephanie  A. 
Skolik,  University  of  Tennessee  Me- 
morial Hospital,  Knoxville,  transition- 
al; Helen  R.  Thornton,  St.  Margaret 
Memorial  Hospital,  Pittsburgh,  family 
practice;  and  Kevin  W.  Yingling, 
Cincinnati  General  Hospital,  internal 
medicine;  Hurricane  — Scott  L.  Hen- 
son, University  of  Virginia  Medical 
Center,  Charlottesville,  neurosurgery; 

Ironton,  Ohio  — Kevin  J.  Willis, 
MU  Affiliated  Hospitals,  family  prac- 
tice; Leon  — Lowell  C.  Shinn,  North 
Carolina  Baptist  Hospital,  Winston- 


Salem,  obstetrics/ gynecology;  Lesage 
— Simon  K.  Chang,  MU  Affiliated 
Hospitals,  obstetrics/gynecology;  Ma- 
thias — Dean  H.  Woodard,  CAMC, 
surgery;  Morgantown  — Sharon 
Pritchard  Frey,  State  University  of 
New  York  Upstate  Medical  Center, 
Syracuse,  internal  medicine;  E.  Rhett 
Jabour,  Charles  F.  Kettering  Memorial 
Medical  Center,  Kettering,  Ohio,  in- 
ternal medicine;  Mullens  - — F.  Mark 
Goodwin,  MU  Affiliated  Hospitals, 
surgery;  Pickaway  — Terry  G.  Pritt, 
WVU  Hospital,  psychiatry;  Poca  — 
Pierre  Istfan,  MU  Affiliated  Hospitals, 
internal  medicine;  Princeton  — John 
J.  Snidow,  Wayne  State  University 
Affiliated  Programs,  Detroit,  radio- 
logy; South  Point,  Ohio  — James  P. 
Viglianco,  Riverside  Methodist  Hos- 
pital, Columbus,  Ohio,  surgery;  Syl- 
vester — Nancy  L.  Joseph,  United 
Hospital  Center,  Clarksburg,  family 
practice;  Wheeling  — David  R.  Nun- 
ley, University  of  Kentucky  Medical 
Center,  Lexington,  pediatrics;  Whit- 
man — Ted  B.  Vance,  Medical  Uni- 
versity of  South  Carolina,  Charleston, 
anesthesiology;  and  Williamson  — - 
Lea  Ann  Moricle,  Georgetown  Uni- 
versity, Washington,  D.C.,  psychiatry. 


Thirty-nine  physicians  representing  the  Academy  of  Medicine  of  Parkersburg 
traveled  by  charter  bus  on  Tuesday,  March  26,  to  the  State  Capitol  Building  in 
Charleston  in  support  of  the  professional  liability  bill  endorsed  by  WVSMA.  The 
group  met  with  the  Speaker  of  the  House,  attended  a session  of  the  Legislature,  and 
some  of  the  doctors  testified  before  the  Senate  Judiciary  Committee  in  favor  of 
the  bill  (S.B.  348).  (See  also  the  following  two-page  legislative  photo  layout). 
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News  Conference,  Senate  Hearing: 
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A news  conference  was  sponsored  by 
WVSMA  on  March  26  at  the  State  Cap- 
itol Building  in  Charleston  to  promote 
the  WVSMA-endorsed  Senate  bill 
(SB  348)  on  professional  liability.  The 
photo  (left)  shows,  at  the  speakers’ 
table,  from  left,  Del.  Pat  R.  Hamilton 
(D-Fayette),  a co-sponsor  of  the  House 
companion  bill  (HB  1742);  Dr.  Carl  J. 
Roncaglione  of  South  Charleston,  As- 
sociation President,  and  Dr.  Aaron  D. 
Cottle  of  Spencer,  one  of  five  state  doc- 
tors who  spoke  in  favor  of  the  bill  dur- 
ing the  news  conference. 


Some  150  doctors  from  throughout 
West  Virginia,  perhaps  the  most  ever, 
converged  on  the  State  Capitol  Build- 
ing on  March  26  to  voice  support  for 
SB  348.  Following  the  WVSMA  news 
conference  (above  photo),  a large  num- 
ber of  doctors,  lawyers  and  other  in- 
terested parties  surged  into  the  Senate 
Judiciary  Committee  room  at  the  Cap- 
itol Building  for  a public  hearing  on 
the  bill. 


In  the  photo  on  the  left,  Dr.  Daniel  A. 
Mairs  (right)  of  Charleston  testifies  on 
behalf  of  SB  348  during  the  news 
conference.  Listening  are,  from  left, 
Senator  Gerald  W.  Ash  (D-Monongalia), 
one  of  the  three  sponsors  of  the  bill, 
Delegate  Hamilton  and  President  Ron- 
caglione (see  also  photo,  top  left). 
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Malpractice  Bill,  State  Capitol 


WSMA  President  Roncaglione  speaks 
for  SB  348  shortly  after  the  Senate 
Judiciary  Committee  convened  for  a 
hearing  on  the  bill.  Shortly  after  Doctor 
Roncaglione’s  testimony,  the  hearing 
was  moved  to  the  Senate  Chamber  be- 
cause of  the  large  crowd. 


Speaking  for  the  YVVSMA  in  support 
of  SB  348  and  answering  questions 
for  media  representatives  during  the 
news  conference  were,  from  left,  Drs. 
Herbert  D.  Stern,  Logan;  Anne  C.  D. 
Hooper,  Mullens;  Doctor  Cottle  (see  also 
photo,  top  left),  and  David  M.  McLel- 
lan,  Fairmont. 


Prior  to  the  Senate  Judiciary  Commit- 
tee hearing  on  SB  348,  a long  line  of 
doctors,  lawyers  and  others  formed  to 
“sign  up”  to  speak  for  or  against  the 
bill.  The  hearing,  moved  to  the  Senate 
Chamber,  as  noted,  was  continued  to 
April  1 at  6 P.  M.  because  of  the  large 
number  of  those  testifying.  Approxi- 
mately 20  doctors  testified  for  the  bill 
at  the  first  hearing  on  March  26. 


MAY,  1985,  VOL.  81,  107 


Continuing 

Education 

Activities 


Here  are  the  continuing  medical  ed- 
ucation activities  listed  primarily  by 
the  Marshall  University  and  West 
Virginia  University  Schools  of  Med- 
icine for  part  of  1985,  as  compiled  by 
Charles  W.  Jones,  Ph.D.,  MU  Director 
of  Continuing  Medical  Education; 
Robert  E.  Kristofco,  WVU  Assistant 
to  the  Dean/Continuing  Medical  Ed- 
ucation, and  J.  Zeb  Wright,  Ph.D., 
Coordinator,  Continuing  Education, 
Department  of  Community  Medicine, 
WVU  Charleston  Division.  The  sched- 
ule is  presented  as  a convenience  for 
physicians  in  planning  their  continu- 
ing education  program.  (Other  na- 
tional, state  and  district  medical  meet- 
ings are  listed  in  the  Medical  Meetings 
Department  of  The  Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are  held 
on  the  WVU  Morgantown,  Charleston 
and  Wheeling  campuses.  Further  in- 
formation about  CME  activities  may 
be  obtained  from:  Office  of  Continu- 
ing Medical  Education,  MU  School  of 
Medicine,  Huntington  25701;  Di- 
vision of  Continuing  Education,  WVU 
Medical  Center,  3110  MacCorkle  Ave- 
nue, S.  E.,  Charleston  25304;  Office 
of  Continuing  Medical  Education, 
WVU  Medical  Center,  Morgantown 
26506;  or  Office  of  Continuing  Med- 
ical Education,  Wheeling  Division, 
WVU  School  of  Medicine,  Ohio  Val- 
ley Medical  Center.  2000  Eoff  Street, 
Wheelin  26003. 

West  Virginia  University 

May  10-11,  Wheeling,  Annual  On- 
cology Conference 

May  14-15,  Charleston,  Hazardous 
Materials:  Emergency  Medicine 

Management 

May  22,  Charleston,  3rd  Annual  WV 
Conference  on  Infectious  Diseases 

June  1,  Charleston,  Wildwater  Surgi- 
cal Conference 


June  7-8,  Morgantown,  Anesthesia 
Update  ’85  (WV  State  Society  of 
Anesthesiologists ) 

June  14-15,  Morgantown,  Ob/Gyn 
Teaching  Days 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center/ 
Charleston  Division 

Cabin  Creek , Cabin  Creek  Medical 
Center,  Dawes,  2nd  Wednesday, 
8-10  A.  M.  — May  8,  “Pain,”  Rob- 
ert Hoy,  Pharm.  D. 

Gassaway,  Braxton  Co.  Memorial 
Hospital,  1st  Wednesday,  7-9  P.  M. 
— May  1,  “Hormones  in  Post- 
Menopausal  Patients,”  George  L. 
Grubb,  M.D. 

June  5,  “Diagnosis  of  Hematological 
Cancers,”  Anthony  Murgo,  M.D. 

Madison,  Boone  Co.  Career  Center, 
2nd  Tuesday,  7-9  P.  M.  — May  14, 
“Medications:  Special  Considera- 

tions for  the  Elderly,”  Daniel  B. 
MacCallum,  M.D. 

Oak  Hill , Plateau  Vocational  Center 
( Oyler  Exit,  N 19)  4th  Tuesday, 
7-9  P.  M.  — May  28,  “Update 
Chemotherapy  Protocols,”  Thomas 
F.  Hogan,  M.D. 

Princeton,  Community  Hospital  Board 
Room,  4th  Thursday,  6:30-8:30 
P.  M.  — May  23,  “Treatment  of 
Shock”  (speaker  to  be  announced) 

Welch,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  P.  M.  — 
May  15,  “Dermatology  in  the  El- 
derly,” Robert  B.  Point,  M.D. 

June  19,  “Arrhythmias,”  Stafford 
Warren,  M.D. 

Whitesville,  Raleigh-Boone  Medical 
Center,  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — May  22,  “Estrogen  Re- 
placement,” L.  D.  Curnutte,  M.  D. 

Williamson,  Williamson  Memorial 
Hospital,  1st  Thursday,  6:30-8:30 
P.  M.  — May  2,  “Pharmacology  of 
Depression”  (speaker  to  be  an- 
nounced) 

June  6,  “Estrogen  Replacement 
Therapy:  Post-Menopausal  Osteo- 
porosis,” John  T.  Chambers,  M.D. 


Infectious  Diseases,  Risky 
Materials  Programs 

Programs  on  hazardous  materials 
and  infectious  diseases  will  be  among 
CME  offerings  in  Charleston  in  May. 

A one-day  course,  “Hazardous  Ma- 
terials: Emergency  Medical  Manage- 
ment,” will  be  held  on  May  15  at  the 
West  Virginia  University  Medical 
Center  Auditorium. 

Designed  for  emergency  room 
nurses,  physicians,  pre-hospital  care 
providers  and  emergency  response 
personnel,  the  course  will  provide  an 
overview  of  the  basic  medical,  indus- 
trial and  community  concerns  of 
handling  hazardous  materials. 

Guest  faculty  members  will  be  Au- 
drey S.  Bomberger,  R.N.,  Ph.D.,  Lt. 
Col.,  United  States  Army  Reserves. 
Director  of  Hospital  Education.  Mc- 
Kay-Dee Hospital  Center,  Ogden. 
Utah:  and  James  W.  Bowman,  Con- 
sultant, Safety  and  Occupational 
Health  Division,  DuPont  Company. 
Wilmington,  Delaware. 

Panel  of  Nine 

They  will  be  joined  by  two  Charles- 
ton doctors  and  a nine-member  panel 
of  people  in  emergency  and  related 
services,  and  Congressman  Bob  Wise. 

Sponsors  are  Charleston  Area  Med- 
ical Center  (CAMC)  and  WVU  Med- 
ical Center/ Charleston  Division. 

The  “Third  Annual  West  Virginia 
Conference  on  Infectious  Diseases,” 
scheduled  for  May  22  at  the  Charles- 
ton Marriott,  is  planned  for  primary 
health  care  providers,  emergency  phy- 
sicians, nurse  clinicians  and  PAs. 

The  faculty  of  seven  will  include 
three  out-of-state  physicians  — Drs. 
Raphael  Dolin,  Professor  of  Medicine 
and  Head,  Infectious  Disease  Unit, 
University  of  Rochester  (New  York); 
Calvin  M.  Kunin,  Pomerence  Pro- 
fessor of  Medicine,  Ohio  State  Uni- 
versity; and  Dw’ight  Powell,  Associate 
Professor  of  Pediatrics  and  Chief.  In- 
fectious Disease  Section,  Ohio  State. 

Sponsors  are  CAMC,  Marshall  Uni- 
versity School  of  Medicine  and  WVU 
Medical  Center/Charleston  Division. 

For  registration  and  other  informa- 
tion concerning  either  program,  con- 
tact the  CAMC  Department  of  Con- 
tinuing Education  (304-348-9580). 
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Medical  Malpractice  Commission 
Created  By  67th  Legislature 


By  Dee  Phillips 

Editor  s Note:  The  following  three 
stories  were  written  by  Dee  Phillips, 
WVSMA  Manager  of  Government  Re- 
lations, immediately  after  the  closing 
of  the  West  Virginia  Legislature  on 
April  13. 

The  67th  West  Virginia  Legislature 
ended  its  regular  60-day  session  April 
13,  leaving  physicians  with  a joint  in- 
terim commission  to  study  medical 
malpractice.  Both  houses  passed  a res- 
olution, namely  House  Concurrent 
Resolution  54  and  Senate  Concurrent 
Resolution  44,  that  creates  a Special 
Interim  Commission  on  Medical  Mal- 
practice. 

The  structure  of  the  Commission 
and  its  members  varies  in  both  res- 
olutions but  will  be  resolved  by  the 
Joint  Committee  on  Government  and 
Finance  when  that  committee  meets 


Physicians  Have 
Legislative  Friends 

There  is  no  doubt  that  there  are 
legislative  adversaries  to  the  tort  re- 
forms asked  for  by  the  West  Virginia 
State  Medical  Association.  The  bills 
containing  the  1985  State  Medical  As- 
sociation’s position  papers,  SB-348, 
HB-1571  and  HB-1742,  remained  bot- 
tled up  in  their  assigned  Judiciary 
committees  in  both  houses  during  the 
1985  session.  Not  only  the  opponents 
but  the  supporters  of  this  legislation 
were  identified  in  those  committees. 

On  April  5,  the  House  Health  and 
Welfare  Committee  originated  a bill. 
HB-2131,  that  created  a medical  mal- 
practice review  panel.  This  committee 
felt  the  need  to  act  on  a form  of  mal- 
practice legislation  this  session  as  it 
was  apparent  that  the  House  Judiciary 
Committee  would  not  consider  mal- 
practice legislation.  The  bill  was 
recommended  to  the  floor  for  passage 
where  it  died  on  the  House  calendar. 

Senators  and  Delegates  who  worked 
directly  in  support  of  medical  mal- 
practice legislation  this  past  session 
are  listed  below.  While  this  list  is 


in  May.  Five  members  from  each 
house,  as  outlined  in  both  resolutions, 
are  appointed  by  the  Senate  President 
and  House  Speaker,  with  each  house 
leader  designating  a co-chairman. 

The  House  Resolution  calls  for  an 
additional  10  members  of  the  public 
that  include  two  each  from  the  Bar 
Association,  Trial  Lawyers  Associa- 
ion,  Hospital  Association,  Medical  As- 
sociation and  Insurance  Industry. 

The  Senate  Resolution  differs  from 
the  House  in  that  eight  members  from 
the  public  on  the  commission  include 
two  each  from  the  Medical  Associa- 
tion, legal  community,  private  cit- 
izens, the  Insurance  Commissioner, 
and  a representative  from  the  in- 
surance industry. 

The  Commission,  as  stated  in  both 
resolutions,  shall  report  its  findings 
and  recommendations  to  the  Legisla- 
ture in  the  1986  regular  session. 


inconclusive  of  the  support  for  med- 
ical malpractice  reforms,  it  is  indica- 
tive of  the  friends  physicians  have  in 
the  67th  Legislature. 

Physicians’  friends  include:  Sen- 

ators Gerald  W.  Ash,  D-Preston 
County;  Bruce  Williams,  D-Wyoming 
County;  Vernon  C.  Whitacre,  D- 
Hampshire  County;  Delegates  Irvine 
“K.O.”  Damron,  D-Mingo  County: 
Pat  R.  Hamilton,  D-Fayette  County; 
Patricia  Mastrantoni,  D - Hancock 
County;  Roy  E.  Givens,  D-Brooke 
County;  Thais  F.  Blatnik.  D-Ohio 
County;  David  McKinley,  R-Ohio 
County;  Bill  Carmichael,  R-Jackson 
County;  Richard  Flanigan,  D-Mercer 
County;  and  Barbara  Hatfield,  D-Ka- 
nawha  County. 


1985  Legislation 
Affecting  Medicine 

Over  1,800  bills  were  introduced 
in  both  houses  of  the  1985  legislative 
session,  of  which  nearly  200  were  re- 
lated to  health  care.  Generally,  no 
more  than  20  per  cent  of  the  bills  in- 
troduced become  law. 


Governor  Arch  Moore  signed  a bill 
into  law  the  last  day  of  the  session  that 
creates  a new  business  franchise  tax 
to  phase  out  the  Business  and  Occupa- 
tion tax.  The  effective  date  of  the 
business  tax  revision  bill  is  1987. 

Physicians  practicing  under  a part- 
nership arrangement  will  pay  a fran- 
chise tax  of  .55  per  cent  on  net  equity. 
This  new  tax  is  estimated  to  result  in 
a decrease  of  approximately  53  per 
cent  in  business  taxes  physicians  now 
pay  under  the  Business  and  Occupa- 
tion tax.  Physicians  operating  alone 
will  pay  a personal  income  tax  and 
physicians  practicing  under  a corpora- 
tion will  be  subject  to  a corporate  net 
income  tax  of  .975  per  cent. 

Some  health-related  legislation  that 
passed  this  session  to  be  signed  into 
law  by  Governor  Moore  include  he 
following: 

• Creation  of  an  indigent  care  fund 
matched  with  equal  amounts  by 
the  State  and  acute  care  hos- 
pitals, except  for  state  and  fed- 
eral operated  hospitals.  A six- 
million-dollar  fund  is  expected  to 
be  generated.  The  hospital’s  as- 
sessment will  be  based  on  the 
ratio  of  Medicaid  revenues  to 
gross  patient  revenues. 

• A requirement  of  all  insurers  to 
notify  the  insured  in  writing 
within  15  days  whether  a claim 
has  been  accepted  or  denied  and 
payment  received  within  90  days 
or  a penalty  of  interest  of  the 
current  prime  rate  plus  one  per 
cent  will  be  assessed.  This  bill 
provides  that  should  the  benefits 
due  the  claimant  be  assigned, 
then  notice  is  not  required,  and 
should  the  benefits  be  payable 
directly  to  the  claimant,  then 
notice  to  the  health  care  provider 
is  not  required. 

• In  addition  to  the  annual  bill  re- 
quiring an  updated  listing  of  con- 
trolled substances,  another  drug, 
buprenorphine,  was  added  the 
last  day  of  the  session  to  Sched- 
ule Five  of  the  controlled  sub- 
stance list,  and  new  drugs  may 
be  added  to  the  list  during  in- 
terim legislative  committee  meet- 
ings. 
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• Amended  certificate  of  need  law 
to  increase  minimum  levels  for 
capital  expenditures  and  major 
medical  equipment  and  include 
annual  operating  expenses  for 
new  health  services.  Exemptions 
were  modified  to  include  private 
offices  of  physicians  in  their  pur- 
chases of  major  medical  equip- 
ment or  creation  of  new  services 
which  are  covered  when  initiated 
by  hospitals. 

• Provides  foreign  doctors  who 
hold  temporary  licenses  one  point 
toward  their  score  on  the  licens- 
ure examination  for  every  year 
they  have  practiced  in  this  state, 
up  to  a maximum  of  five  points. 
A physician  with  a temporary 
permit  who  fails  to  pass  the 
licensure  examination  before  July 
1,  1985,  shall  not  obtain  any 
further  permits. 

• Removed  the  requirement  that  a 
licensed  pharmacist  must  be  a 
U.  S.  citizen. 

• Removed  civil  liability  for  “Good 
Samaritans”  who  come  to  the  aid 
of  crime  victims. 

• Established  a reporting  proce- 
dure to  medical  and  emergency 
personnel  on  hazardous  material, 
harmful  effects  of  exposure  and 
the  proper  recommended  emer- 
gency medical  treatment. 

• Creation  of  a central  registry  for 
reports  of  major  spinal  cord  in- 
juries. 

• Requires  information  on  adverse 
reactions  to  pertussis  vaccine  to 
be  provided  prior  to  vaccination 
and  recording  of  the  administra- 
tion of  the  vaccine  to  an  indi- 
vidual and  any  adverse  reactions 
to  the  county  health  officer. 

If  you  are  interested  in  copies  of 
the  above  mentioned  legislation  or  any 
legislation  that  was  considered  this 
past  session,  please  contact  Dee  Phil- 
lips, Manager  of  Government  Rela- 
tions, West  Virginia  State  Medical  As- 
sociation, P.0.  Box  4106,  Charleston 
25364  or  call  925-0342. 


MU  Survey  Shows  Elderly 
At  More  Tetanus  Risk 

A recent  survey  has  shown  that 
tetanus  protection  among  the  rural 
elderly  often  is  inadequate,  Marshall 
University  School  of  Medicine  re- 
searchers reported  in  the  February  is- 
sue of  the  Southern  Medical  Journal. 

Dr.  Kenneth  Scher,  Associate  Pro- 
fessor of  Surgery  and  principal  au- 
thor of  the  article,  said  the  study  was 
prompted  by  the  fact  that  three  cases 
of  tetanus  occurred  in  the  area  in  a 
five-year  period. 

“We  took  immunization  histories 
of  540  consecutive  patients,  and 
found  that  222  of  them  were  at  in- 
creased risk  for  tetanus,”  he  said.  “Of 
that  group,  29  per  cent  had  never 
been  immunized.  40  per  cent  were  of 
uncertain  or  incomplete  status,  and 
30.5  per  cent  had  been  immunized 
more  than  10  years  ago. 

“The  elderly,  persons  living  in 
rural  areas,  and  persons  with  no  mili- 
tary service  were  particularly  likely 
to  be  unprotected,”  he  said. 

In  two  of  the  three  cases  reported 
in  the  study,  patients  had  been  given 
tetanus  toxoid,  which  Doctor  Scher 
noted  does  not  protect  an  inad- 
equately immunized  person  at  the  time 
of  injury.  One  patient  had  no  ap- 
parent wound,  a finding  not  uncom- 
mon in  tetanus  cases. 

“The  study’s  findings  underline  the 
importance  of  using  human  tetanus 
immunoglobulin  for  passive  immuni- 
zation in  patients  who  do  not  have 
up-to-date  tetanus  protection,”  he 
said.  “This  provides  immediate  pro- 
tection for  the  patient.  wTho  should 
then  receive  standard  immunizations 
as  well.” 

Patricipating  in  the  study  with 
Doctor  Scher  were:  Alfred  Baldera, 
M.D.,  a resident  in  the  Department 
of  Family  and  Community  Health: 
William  E.  Wheeler,  M.D.,  Assistant 
Professor  of  Surgery;  Robert  B. 
Walker,  M.D.,  Associate  Professor  of 
Family  and  Community  Health,  and 
Charles  W.  Jones,  Ph.D.,  Associate 
Professor  of  Family  and  Community 
Health. 


Medical  Meetings 


May  2-5— WV  Chapter,  Am.  College  of  Sur- 
geons, White  Sulphur  Springs. 

May  11-17— Am.  Gastroenterological  Assoc., 
New  York  City. 

May  12-15— Am.  Lung  Assoc.,  Anaheim,  CA. 

May  13-16— Am.  College  of  Obstetricians  & 
Gynecologists,  Washington,  DC. 

May  18— WVSMA  Loss  Control  Seminar, 
Morgantown. 

May  18-24— Am.  Psychiatric  Assoc.,  Dallas. 

May  20-23— Am.  Lung  Assoc.,  Miami  Beach. 

May  21-24— University  Assoc,  for  Emergency 
Medicine,  Kansas  City,  MO. 

May  26-31— XIII  World  Congress  of  Oto- 
rhinolaryngolgy,  Miami  Beach. 

May  27-29— Am.  Society  for  Laser  Medicine 
& Surgery,  Orlando,  Fla. 

June  13-17— AMA  Hospital  Medical  Staff 

Section,  Chicago. 

June  15— WVSMA  Loss  Control  Seminar, 
Charleston. 

June  16-18— Am.  Diabetes  Assoc.,  Baltimore. 

June  16-20— Annual  Meeting  of  AMA  House, 
Chicago. 

July  13— WVSMA  Loss  Control  Seminar,  Oak 
Hill. 

Aug.  14-17— 118th  Annual  Meeting,  WV 
State  Medical  Assoc.,  Charleston. 

Sept.  9-12— Am.  College  of  Emergency  Phy- 
sicians, Las  Vegas. 

Sept.  21— WVSMA  Loss  Control  Seminar, 
Morgantown. 

Sept.  29-Oct.  3— Am.  Academy  of  Ophthalm- 
ology, San  Francisco. 

Oct.  10-13— Am.  Society  of  Internal  Medi- 
cine, Washington,  DC. 

Oct.  10-13— Am.  Academy  of  Family  Phy- 
sicians, Anaheim,  CA. 

Oct.  13-18— Am.  College  of  Surgeons,  Chi- 
cago. 

Oct.  19— WVSMA  Loss  Control  Seminar, 
Oak  Hill. 

Oct.  27-31— Am.  College  of  Chest  Physi- 
cians, New  Orleans. 

Nov.  2— WVSMA  Loss  Control  Seminar, 
Charleston. 
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NOW  WHEN  YOU  ENTER 
THE  WORLD  OF 
BMW  SPORTS  SEDANS, 
YOUCAN  BRING 
YOUR  ENTIRE  FAMILY. 

Typically,  2-door  sports  sedans  have  been  the  exclusive  province 
of  drivers  with  no  real  use  for  the  backseat. 

The  new  BMW  4-door;  3-Series  sports  sedans  have  opened  their 
doors  to  a more  diverse  group:  those  who  desire  exhilarating  perform- 
ance, but  have  something  special  to  put  in  the  backseat— a family. 

If  youd  like  to  test-drive  one  of  our  new  4-door  BMW’s,  bring  your 
entire  family  to  visit  us. 


© 1985  BMW  of  North  America  Inc.  The  BMW  trademark  and  logo  are  registered 


Harvey  Shreve,  Inc. 

ROUTE  60,  WEST  ST.  ALBANS  722-4900 


WVU  Medical 
Center  News 


Compiled  from  material  furnished  by  the 
Medical  Center  News  Service,  Morgantown, 
W.  Va. 


‘Chronic  Patienthood’ 
Triggers  Chronic  Pain 

Chronic  pain  patients  are  notori- 
ously hard  to  treat  because  in  most 
cases  they  are  seeking  a cure  for  an 
untreatable  illness. 

What  they  really  need  to  be  cured 
of,  according  to  Richard  A.  DeVaul, 
M.  D.,  Dean  of  the  School  of  Med- 
icine, is  “chronic  patienthood.” 

Doctor  DeVaul,  whose  specialty  is 
psychiatry,  is  co  - author  of  The 
Chronic  Pain  Patient:  Evaluation  and 
Management,  published  recently  by 
S.  Karger,  an  international  medical 
book  firm.  His  co-author  is  neuro- 
surgeon Philip  L.  Gildenberg,  a for- 
mer colleague  of  Doctor  DeVaul  at 
the  University  of  Texas  Medical 
School  in  Houston. 

“The  book  offers  primary  care  phy- 
sicians a step-by-step  approach  to  pa- 
tients with  chonic  pain  when  the  cen- 
tral issue  is  rehabilitation  by  the  pa- 
tient, not  cure  by  the  doctor,”  Doctor 
DeVaul  said. 

American  Phenomenon 

Doctors  DeVaul  and  Gildenberg  say 
many  observers  consider  chronic  pain 
to  be  “an  American  phenomenon  that 
occurs  because  patients  are  too  free 
to  see  their  physicians  and  the  phy- 
sicians are  too  free  to  prescribe  pain 
medications.” 

Patients  build  up  unrealistic  ex- 
pectations of  what  physicians  — or 
highly-advertised  pills  - — can  do,  and 


doctors  may  not  be  willing  to  let  pa- 
tients take  enough  responsibility  for 
management  of  the  problem. 

Both  may  then  overreact  “to  the 
frustration  of  not  having  these  un- 
realistic expectations  fulfilled  and 
may  embark  on  inappropriate  and 
self-destructive  programs  wdiich  may 
lead  to  chronic  pain,  over-medication, 
enforced  self-restriction  of  activity, 
and  perpetuation  of  regression  and 
disability.” 


Versatile  ND:YAG  Laser 
Having  Good  Results 

Act  I:  Former  heart  attack  victim 
now  on  anticoagulants  is  brought  into 
WV  U Hospital  emergency  room  vom- 
iting blood.  Quick  check  by  ER  phy- 
sician indicates  bleeding  may  be  com- 
ing from  the  stomach.  Gastroenter- 
ologist Firas  Al-Kawas,  M.  D.,  is 
called,  does  an  upper  endoscopic  ex- 
amination that  confirms  a vessel  in 
the  stomach  is  the  source  of  the  bleed- 
ing and,  shortly  after,  uses  Nd:  YAG 
laser  to  coagulate  the  lesion.  Bleeding 
stops. 

Act  II:  WVU  clinic  patient  with 

cancer  of  the  esophagus  cannot  even 
swallow  saliva  because  of  the  obstruc- 
tion, and  she  cannot  receive  any  more 
radiation  treatments.  After  two  ses- 
sions of  Nd:YAG  laser  application  by 
Doctor  Al-Kawas,  tumor  is  burned 
through,  esophagus  is  open  and  pa- 
tient swallows  normally. 

Act  III:  Skilled  application  of  the 

laser  has  cured  first  patient  of  his 
bleeding,  thus  avoiding  surgery  for 
which  he  is  a very  high-risk  candi- 
date. While  not  cured,  second  patient 


is  comfortable,  can  lead  a more  nor- 
mal life  and  her  treatment  can  be  re- 
peated as  often  as  needed. 

But  the  drama  doesn’t  end  there. 
In  such  instances  at  WVU,  it’s  just 
beginning. 

The  Nd:YAG  laser  has  been  used 
for  therapeutic  endoscopy  at  the  Med- 
ical Center  since  last  December.  It 
continues  to  benefit  selected  patients 
who  have  bleeding  from  ulcers, 
tumors  or  from  vessels  in  the  stomach 
or  large  bowel,  as  well  as  those  with 
esophageal,  stomach  or  colon  ob- 
structions from  cancer. 

“The  majority  of  our  patients  have 
had  very  good  results  from  the  treat- 
ment.” Doctor  Al-Kawas  said. 

Complications  Explained 

An  Assistant  Professor  and  mem- 
ber of  the  WVU  faculty  since  1982, 
he  received  his  medical  degree  from 
Damascus  University  in  Syria  and 
completed  a residency  in  medicine  at 
Georgetown  University. 

Doctor  Al-Kaw^as  said  that  com- 
plication possibilities  are  always  ex- 
plained to  patients. 

“We  do  not  say  that  in  every  situa- 
tion patients  should  have  the  laser  and 
not  go  to  surgery.  It  depends  on  the 
indications.  For  certain  cancer  pa- 
tients who  cannot  have  surgery,  it’s 
at  least  a palliative  treatment. 

“We  think  all  those  who  bleed  from 
what  we  call  arteriovenous  malforma- 
tions of  the  stomach  or  large  bowel, 
unless  it’s  unusually  severe,  should 
lave  the  laser  treatment.  Also,  those 
who  bleed  from  ulcers  and  are  bad 
surgical  risks.” 
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Call  On  Someone 
\5u  Can  Trust. 


Because  you  want 
to  entrust  your  patients  to 
the  best  professional  care, 

Saint  Albans  is  a logical 
choice  for  your  psychiatric 
referrals. 

Since  1916,  Saint 
Albans  Psychiatric  Hospital 
has  provided  a spectrum 
of  care  for  emotional 
disorders. 

Today,  we  also  offer 
specialized,  fully  accredited 
programs  for  adolescents, 
alcoholics,  and  substance 
abusers.  We  have  special 
programs  for  senior  adults 
and  treatment  of  eating 
disorders.  And  we  offer  day 
treatment  as  an  alternative 
to  hospitalization. 

Care  is  provided  by  our  medical  and  professional  staffs  in  a beautiful, 
modern  hospital  secluded  along  the  New  River.  Admission  can  be  arranged 
24  hours  a day.  And  all  programs  and  services  are  approved  for  Blue  Cross, 
Medicare,  Champus,  and  most  commercial  insurance  carriers. 

At  Saint  Albans,  we've  built  our  reputation  on  the  trust  of  referring 

Saint  Albans 
Psychiatric  Hospital 

Private,  Not  For  Profit 
Psychiatric  Care 


physicians  who  want  the  best  for  their 
patients.  That's  why  you  can  refer  to 
Saint  Albans  with  confidence. 


ieir^^ 

A 


P.O.  Box  3608  Radford.  Virginia  24143 
1-800-368-3468 

Active  Medical  Staff: 


Rolfe  B.  Finn,  M.D. 

Medical  Director 
Davis  G.  Garrett,  M.D. 
Hal  G.  Gillespie.  M.D. 
G.  Paul  Hlusko,  M.D. 
William  D.  Keck,  M.D. 
Ronald  L.  Myers,  M.D. 


Basil  E.  Roebuck,  M.D. 
O.  LeRoyce  Royal.  M.D 
Morgan  E.  Scott,  M.D. 
Don  L.  Weston,  M.D. 
Psychiatric  Consultant 
D.  Wilfred  Abse.  M.D. 


County  Societies 


McDowell 

The  McDowell  County  Medical  So- 
ciety met  on  March  13  at  Stevens 
Clinic  Hospital  in  Welch. 

Dr.  Richard  E.  Kleinmann  of 
Charleston  was  the  guest  speaker.  The 
title  of  his  talk  was  “Diabetes  Up- 
date.” He  discussed  criteria  for  diag- 
nosis of  Type  I and  Type  II  diabetes 
mellitus. — John  S.  Cook,  M.  D.,  Sec- 
retary. 

MINGO 

Dr.  Joseph  H.  Talley  of  Grover, 
North  Carolina,  was  the  guest  speaker 
for  a special  CME  meeting  of  the 
Mingo  County  Medical  Society  on 
March  6 at  Williamson  Memorial 
Hospital. 

A family  physician.  Doctor  Talley 
discussed  “Antibiotics  for  the  Pri- 
mary Care  Physician.” 

The  Society  held  its  business  meet- 
ing on  March  13  at  the  hospital.  Din- 
ner was  served  by  the  Auxiliary. — 
Diane  E.  Shafer,  M.  D.,  Secretary/ 
Treasurer. 

MONONGALIA 

Dr.  Ralph  0.  Dunker,  neurosur- 
geon at  West  Virginia  University 
School  of  Medicine,  was  the  principal 
speaker  for  the  meeting  of  the  Mon- 
ongalia County  Medical  Society  on 
March  5. 

Doctor  Dunker’s  topic  was  “Sur- 
gical Treatment  of  Pituitary  Tumors.” 

Several  members  spoke  on  the 
medical  malpractice  legislation  being 
sponsored  by  the  State  Medical  As- 
sociation.— Robert  L.  Murphy,  Execu- 
tive Secretary. 

WESTERN 

WVSMA  President  Carl  J.  Ron- 
caglione,  M.  D.,  of  South  Charleston, 
and  Mrs.  Roncaglione  were  guests  of 
honor  at  the  meeting  of  the  Western 
Medical  Society  on  March  12  at  Jack- 
son  General  Hospital  in  Ripley. 

Doctor  Roncaglione  gave  a very 
comprehensive  talk  about  the  malprac- 
tice insurance  crisis,  emphasizing  that 
physicians  must  become  more  active 
in  politics,  and  that  they  should  talk 
to  patients  and  state  legislators  about 
the  cost  of  malpractice  insurance. — 
Ali  H.  Morad,  M.  D.,  Secretary. 


Just  wait 
you  see 
the  changes 
we’re  making 


The  excellence  of  Hardings  in-patient  treat- 
ment of  adolescents  and  adults  is  recognized 
coast  to  coast.  Today,  thanks  to  more  flexible 
medical  and  specialty  hospital  staffing,  Hard- 
ing is  able  to  provide  the  same  quality  of  care 
for  your  patients  requiring  crisis  stabilization 
and  short-term  hospital  treatment. 


The  result  is  that  we're  seeing  more  patients 
sooner . . . more  successfully.  As  a matter 
of  record,  38%  of  all  patients  admitted  during 
1984  were  treated  in  Harding's  crisis  stabiliza- 
tion and  short-term  program. 

Our  commitment  to  long-term  treatment  re- 
mains undiminished.  But  now  you  can  think  of 
Harding  for  all  your  psychiatric  referral  needs. 


Since  1916, 

Harding  is  here 

Contact: 

Director  of  Admissions 
The  Harding  Hospital 

445  East  Granville  Road 
Worthington,  Ohio  43085 


614/885-5381 

A Blue  Cross  Member  Hospital 
JCAH  Accredited 


Need  A 
Temporary 
Physician? 

You  can  take  time  off 
while  your  practice 
keeps  working! 

Lease  CompHealth 
physicians  for  your 
vacations,  CME’s  or  for 
supplementary  help. 

★ 

Want  Free  Time 
While  You 
Practice 
Medicine? 

Join  CompHealth’s 
Locum  Tenens 
Physician  Group. 

★ 

For  further  information 
about  temporary  coverage 
or  locum  tenens  practice 
opportunities, 
call: 

412/741-3310 

23  CompHealth 

A Physician  Group 

★ 

WILSON  ROSS, 
Regional  Administrator 

114  Centennial  Avenue 
Sewickley,  PA  15143 
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GROUP  INSURANCE  SPONSORED 
BY  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIA  TION  FOR 
MEMBERS  AND  THEIR  EMPLOYEES 


McDonough  Caperton  Shepherd  Association  Group  ad- 
ministers group  insurance  at  a substantial  savings  for 
members,  their  families,  and  their  employees  on  behalf  of  the 
West  Virginia  State  Medical  Association. 


McDonough 

Caperton 

Shepherd 

Association 

Group 


Our  Group  Plans  include 

• Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  income  up  to  $500  a week  when  you 
are  disabled. 

• $1,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1,000,000  per  person.  Choice 
of  deductibles  ($1 00-$250-$500-$l ,000).  Employees  are  eligible. 

• Hospital  Money  Plan 

Pays  up  to  $100  a day  when  you  or  a family  member  is  hospital- 
ized. 

• Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for  spouses,  and  $10,000 
for  children.  Employee  may  apply  for  up  to  $100,000. 

• $100,000  Accidental  Death  & Dismemberment  Insurance 

Around  the  clock  protection  — 24  hours  a day . . . 365  days  a year 
. . . worldwide. 

• Office  Overhead  Disability  Plan 

Pays  your  office  expenses  up  to  $5,000  per  month  while  you  are 
disabled. 

• Professional  Liability  Insurance 


SEND  THE  COUPON  BELOW  OR  CALL  TOLL-FREE  1-800-642-3088 


Please  send  me  more  information  about  the  plan(s)  I have  checked  which  are  endorsed  by  the  West  Virginia 
State  Medical  Association. 


Name 


Address 


City/State 


Zip 


Business  Telephone 


□ Long  Term  Disability  Income  Protection 

□ $1 ,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & Dismemberment  In- 
surance 

□ Office  Overhead  Disability  Plan 

□ Professional  Liability  Insurance 


Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 


REYE 

SYNDROME 


Reye  syndrome  is  a rare  but 
dangerous  condition  that 
can  develop  from  flu  or 
chicken  pox.  It  occurs 
mainly  in  children  under  16, 
usually  when  they  appear  to 
be  recovering.  Watch  for 
these  signs: 

■ Persistent  vomiting 
m Fatigue 
m Confusion  and 
belligerence. 


If  your  child  displays  any 
of  these  symptoms,  con- 
sult a doctor  immediately. 

Some  studies  indicate  that 
there  may  be  an  associa- 
tion between  the  use  of 
aspirin  for  flu  and  chicken 
pox  and  the  development 
of  Reye  syndrome.  Further 
studies  are  being  con- 
ducted on  this  possibility. 
In  the  meantime,  the  U.S. 


Surgeon  General  suggests 
that  you  check  with  your 
doctor  before  using  aspirin 
or  any  medication  when 
your  child  has  flu  or 
chicken  pox. 

—A  message  from  the 
Food  and  Drug 
Administration. 


IMAGE  ASSOCIATES 


We  Provide 
Practice  Identity, 
Patient  Information 
& Peace  Of  Mind. 

ft 


At  Image  Associates  we’re  specialists 
in  Information  / Identity  media.  We  offer  a 
full  range  of  services  to  Health  Care 
Professionals  including: 

Logo  Design 

Patient  Information  Brochures 
Personalized  Video  Consent  Systems 
Market  Strategies 


Our  current  portfolio  represents  successful  medical  practices  throughout  West  Virginia. 
To  discuss  our  services  or  schedule  a portfolio  review,  please  call  us  at  (304)  345-4429. 


DOCTORS 

If  you'd  rather  practice  medicine  than 
try  to  manage  the  practice,  CTS  has  a 
solution-a  comprehensive  Medical  Man- 
agement System  designed  exclusively 
for  physicians  by  physicians. 

CTS  offers  one  of  the  most  complete 
practice  management  systems  available. 
“Typical  Billing  Systems”  may  contain 
20-30  programs,  whereas  a full  CTS 
system  has  over  300  programs  and  can 
assist  you  in  generating  income  plus 
save  you  labor  time  and  money. 

Selected  examples  of  the  systems 
capabilities  include: 

• Receivables/Management 

• Practice  Management 

• Medical  Records 

• Appointments/Office  Scheduling 

• Medical  Dictionaries 

• Word  Processing/Transcription 

• Billing/Insurance 

• Patient  Care  Management 

CTS  MEDICAL  MANAGEMENT 
SYSTEMS 

For  further  information  please  contact 
our  Pittsburgh  Sales  Office. 

1725  Washington  Rd., 
Pittsburgh,  PA  15241,  412-464-1277 
1-800-638-2667 


McLAIN  SURGICAL  SUPPLY,  INC. 

“Our  126th  Year” 

★ 

Ask  About  Our  Complete  Line  of  Blood  Analyzers  and  Cell  Counters  — 
Why  lose  out  on  Medicare  Lab  Procedures? 

★ 

Leasing  with  purchase  option  available 

★ 

205  Broad  St.,  Charleston,  W.  Va.  25301  — Phone  343-4384 


CHAPMAN  PRINTrNG  CO. 

★ 

1652  4TH  AVENUE  — CHARLESTON,  WV  25357 

PHONE:  346-0676 


HIGHLAND  HOSPITAL 

56TH  & NOYES  AVE.,  S.E. 
CHARLESTON,  W.  VA.  25304 
925-4756 


MEDICAL  STAFF 

ADULT  PSYCHIATRY 


Charles  C.  Weise,  M.  D.  925-2159 

Thomas  S.  Knapp,  M.  D.  925-3554 

Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  Jr.,  M.  D.  925-0349 

Lee  L.  Neilan,  M.  D.  925-0349 

Edmund  C.  Settle,  Jr.,  M.  D.  925-6914 
Gina  Puzzuoli,  M.  D.  925-6914 

John  P.  MacCallum,  M.  D.  925-6966 

Sid  Lerfald,  M.  D.  344-0443 

Elma  Bernardo,  M.  D.  925-3554 

CHILD  PSYCHIATRY 

Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  Jr.,  M.  D.  925-0349 

John  P.  MacCallum,  M.  D.  925-6966 


Psychiatric  treatment  for  the  emotionally 
disturbed  children  ages  5 to  13  now  avail- 
able in  new  children’s  pavilion.  Separation 
maintained  from  adult  psychiatric  care 
unit.  Now  available  also:  primary  psychi- 
atric care  for  older  adults  in  separate  unit. 
All  programs  offer: 

• Crisis  Intervention 

• Group  Therapy 

• Psychotherapy 

• Activities  & Recreational  Therapies 

• Skilled  Attention  to  Family,  Marital,  and 
Individual  Emotional  Problems 

• Special  Care  for  the  Acutely  Disturbed 
Patient 

• Staffed  by  Oualified  Psychiatrists  and 
Medical  Consultants 

• Schooling  Provided  on  Children’s  Pa- 
vilion 

• Serving  the  Community  for  Over  28 
Years 
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Where  the  medical  profession  and  architecture  come 
together. 


As  medical  facility  specialists,  Alpha  Associates 
designs  for  all  needs  of  the  medical  profession  — 
from  office  buildings  to  hospitals  — including  the 
new  WVU  Hospital. 

P.O.  Box  1250  209  Prairie  Ave.,  Suite  209 
Morgantown,  WV  26505  304-296-8216 


When  does 
two  equal  four? 


( 


UUhen  you  prescribe 

VELOSEFcapsules 

(Cephradine  Capsules  USP1 

Two  capsules  of  Velosef  500  mg  BID 
can  be  as  effective  as  250  mg 
QID  — four  capsules  — of  the 
leading  oral  cephalosporin... 
decide  for  yourself! 

Velosef  provides  BID  effectiveness  in  upper 
and  lower  respiratory  tract  infections ...  in  uri- 
nary tract  infections,  including  cystitis  and  pros- 
tatitis. . . in  skin/skin  structure  infections  when  due 
to  susceptible  organisms. 

Please  see  prescribing  information  that  follows. 


...at  the  same  time  become  eligible  for  our 
"Computers  in  Health  Care  Draujing.” 

Have  your  name  entered  for  a chance  to  win 
your  own  Office  Computer  Diagnosis  Center 
or  other  valuable  “user-friendly”  prizes. 

□ Five  (5]  Grand  Prizes . . . OFFICE  COMPUTER  DIAGNOSIS  CENTER ...  an 
IBM-PC  computer  with  software  that  encompasses  hundreds  of  diseases, 
thousands  of  symptoms!  A $5,600.00  value! 

□ Five  (5]  First  Prizes ...  a briefcase-size  Hewlett-Packard  Portable 
Computer  valued  at  $3,900.00. 

□ 500  Second  Prizes ...  a copy  of  Computerizing  Your  Medical  Office: 

A Guide  for  Physicians  and  Their  Staffs  valued  at  $1 7. 50 

Just  complete  and  return  the  attached  reply  card! 


OFFICIAL  RULES:  “Computers  in  Health  Care  Drawing” 

NO  PURCHASE  NECESSARY 

(1 .)  On  an  official  entry  form  handprint  your  name,  address  and  zip  code. 
You  may  also  enter  by  handprinting  your  name,  address  and  zip  code  and 
the  words  "Velosef -Computers  in  Health  Care"  on  a 3"  x 5"  piece  of  paper 
Entry  forms  may  not  be  mechanically  reproduced.  (2.)  Enter  as  often  as 
you  wish,  but  each  entry  must  be  mailed  separately  to:  "COMPUTERS  IN 
HEALTH  CARE  DRAWING,"  PO.  Box  3036,  Syosset,  NY  11775.  All  entries 
must  be  received  by  September  9, 1985  (3.)  Winners  will  be  selected 
in  random  drawings  from  among  all  entries  received  by  the 
National  Judging  Institute,  Inc.,  an  independent  judging  organi- 
zation whose  decisions  are  final  on  all  matters  relating  to  this 
sweepstakes.  All  prizes  will  be  awarded  and  winners  notified  by 


mail.  Only  one  prize  to  an  individual  or  household.  Prizes  are 
nontransferable  and  no  substitutions  or  cash  equivalents  are 
allowed.  Taxes,  if  any,  are  the  responsibility  of  the  individual 
winners.  No  responsibility  is  assumed  for  lost,  misdirected  or 
late  mail.  Winners  may  be  asked  to  execute  an  affidavit  of  eligi- 
bility and  release.  (4.)  Sweepstakes  open  only  to  physicians  residing  in 
the  U S A.,  except  employees  and  their  families  of  E.R.  SOUIBB  & SONS, 
INC.,  its  affiliates,  subsidiaries,  advertising  agencies,  and  Don  Jagoda 
Associates,  Inc.  This  offer  is  void  wherever  prohibited,  and  subject  to  all 
federal,  state  and  local  laws  (5.)  For  a list  of  major  prize  winners, 
send  a stamped,  self-addressed  envelope  to:  “COMPUTERS  IN 
HEALTH  CARE”  WINNERS  LIST,  PO.  Box  3154,  Syosset,  NY 
11775. 


VELOSEF®  CAPSULES 
Cephradine  Capsules  USP 
VELOSEF®  FOR  ORAL  SUSPENSION 
Cephradine  for  Oral  Suspension  USP 

DESCRIPTION:  Velosef  '250'  Capsules  and  Velosef  '500'  Capsules 
(Cephradine  Capsules  USP)  provide  250  mg  and  500  mg  cephradine, 
respectively,  per  capsule.  Velosef  125'  for  Oral  Suspension  and  Velosef  ‘250’ 
for  Oral  Suspension  (Cephradine  for  Oral  Suspension  USP)  after  constitution 
provide  125  and  250  mg  cephradine,  respectively  per  5 ml  teaspoonful. 
INDICATIONS  AND  USAGE:  These  preparations  are  indicated  for  the 
treatment  of  infections  caused  by  susceptible  strains  of  designated 
microorganisms  as  follows:  Respiratory  Tract  Infections  (e  g.,  tonsillitis, 
pharyngitis,  and  lobar  pneumonia)  due  to  S.  pneumoniae  (formerly  D.  pneu- 
moniae) and  group  A beta-hemolytic  streptococci  [penicillin  is  the  usual  drug 
of  choice  in  the  treatment  and  prevention  of  streptococcal  infections,  includ- 
ing the  prophylaxis  of  rheumatic  fever;  Velosef  (Cephradine,  Squibb)  is 
generally  effective  in  the  eradication  of  streptococci  from  the  nasopharynx; 
substantial  data  establishing  the  efficacy  of  Velosef  in  the  subsequent  preven- 
tion of  rheumatic  fever  are  not  available  at  present];  Otitis  Media  due  to  group 
A beta-hemolytic  streptococci,  H.  influenzae,  staphylococci,  and  S.  pneu- 
moniae, Skin  and  Skin  Structures  Infections  due  to  staphylococci  and  beta- 
hemolytic  streptococci;  Urinary  Tract  Infections,  including  prostatitis,  due  to 
E.  coli,  P.  mirabilis,  Klebsiella  species,  and  enterococci  (S.  faecalls ). 

Note:  Culture  and  susceptibility  tests  should  be  initiated  prior  to  and  dur- 
ing therapy. 

CONTRAINDICATIONS:  In  patients  with  known  hypersensitivity  to  the 
cephalosporin  group  of  antibiotics. 

WARNINGS:  Use  cephalosporin  derivatives  with  great  caution  in  penicillin- 
sensitive  patients  since  there  is  clinical  and  laboratory  evidence  of  partial 
cross-allergenicity  of  the  two  groups  of  antibiotics;  there  are  instances  of 
reactions  to  both  drug  classes  (including  anaphylaxis  after  parenteral  use). 

In  persons  who  have  demonstrated  some  form  of  allergy,  particularly  to 
drugs,  use  antibiotics,  including  cephradine,  cautiously  and  only  when  abso- 
lutely necessary. 

Pseudomembranous  colitis  has  been  reported  with  the  use  of 
cephalosporins  (and  other  broad  spectrum  antibiotics);  therefore, 
it  is  important  to  consider  its  diagnosis  in  patients  who  develop 
diarrhea  in  association  with  antibiotic  use.  Treatment  with  broad  spec- 


trum antibiotics  alters  normal  flora  of  the  colon  and  may  permit  overgrowth  of 
Clostridia.  Studies  indicate  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis.  Cholestyramine  and  colestipol 
resins  have  been  shown  to  bind  the  toxin  in  vitro.  Mild  cases  of  colitis  may 
respond  to  drug  discontinuance  alone.  Manage  moderate  to  severe  cases 
with  fluid,  electrolyte  and  protein  supplementation  as  indicated.  Oral  vanco- 
mycin is  the  treatment  of  choice  for  antibiotic-associated  pseudomembra- 
nous colitis  produced  by  C.  difficile  when  the  colitis  is  severe  or  is  not 
relieved  by  drug  discontinuance;  consider  other  causes  of  colitis. 
PRECAUTIONS:  General:  Follow  patients  carefully  to  detect  any  side 
effects  or  unusual  manifestations  of  drug  idiosyncrasy.  If  a hypersensitivity 
reaction  occurs,  discontinue  the  drug  and  treat  the  patient  with  the  usual 
agents,  e g.,  pressor  amines,  antihistamines,  or  corticosteroids.  Administer 
cephradine  with  caution  in  the  presence  of  markedly  impaired  renal  function. 

In  patients  with  known  or  suspected  renal  impairment,  make  careful  clinical 
observation  and  appropriate  laboratory  studies  prior  to  and  during  therapy  as 
cephradine  accumulates  in  the  serum  and  tissues.  See  package  insert  for 
information  on  treatment  of  patients  with  impaired  renal  function.  Prescribe 
cephradine  with  caution  in  individuals  with  a history  of  gastrointestinal  dis- 
ease, particularly  colitis.  Prolonged  use  of  antibiotics  may  promote  the  over- 
growth of  nonsusceptible  organisms.  Take  appropriate  measures  should 
superinfection  occur  during  therapy.  Indicated  surgical  procedures  should  be 
performed  in  conjunction  with  antibiotic  therapy. 

Information  for  Patients:  Caution  diabetic  patients  that  false  results 
may  occur  with  urine  glucose  tests  (see  PRECAUTIONS,  Drug/Laboratory 
Test  Interactions).  Advise  the  patient  to  comply  with  the  full  course  of  therapy 
even  if  he  begins  to  feel  better  and  to  take  a missed  dose  as  soon  as  possible. 
Tell  the  patient  he  may  take  this  medication  with  food  or  milk  since  G.l.  upset 
may  be  a factor  in  compliance  with  the  dosage  regimen.  The  patient  should 
report  current  use  of  any  medicines  and  should  be  cautioned  not  to  take  other 
medications  unless  the  physician  knows  and  approves  of  their  use  (see 
PRECAUTIONS,  Drug  Interactions). 

Laboratory  Tests:  In  patients  with  known  or  suspected  renal  impair- 
ment, it  is  advisable  to  monitor  renal  function. 

Drug  Interactions:  When  administered  concurrently,  the  following  drugs 
may  interact  with  cephalosporins: 

Other  antibacterial  agents  — Bacteriostats  may  interfere  with  the  bacterici- 
dal action  of  cephalosporins  in  acute  infection;  other  agents,  e.g.,  amino- 
glycosides, colistin,  polymyxins,  vancomycin,  may  increase  the  possibility  of 
nephrotoxicity. 


Can  two  really  equal  four? 

Find  out  today  and  participate  in  the 
VELOSEF®  Capsules  (Cephradine  Capsules  USP) 
“Computers  in  Health  Care  Draining.” 


SQUIBB 


□ Please  send  me  a clinical  trial  supply  of  40  Velosef  Capsules 
500  mg  and  enter  my  name  in  the  “Computers  in  Health 
Care  Drawing.” 


Please  type  or  print  clearly. 


Name 


Address 

City 

State 

Zip 

Signature 

MD 

□ I do  not  wish  to  receive  a trial  supply  of  Velosef  Capsules  at 
this  time,  but  please  enter  my  name  in  the  “Computers  in 
Health  Care  Drawing.” 

ALL  ENTRIES  MUST  BE  RECEIVED  BY  SEPTEMBER  9,  1985. 
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VELOSEFcapsules 

(Cephradine  Capsules  USP] 


BID 


Diuretics  (potent  “loop  diuretics,"  e g.,  furosemide  and  ethacrynic  acid) 

— Enhanced  possibility  for  renal  toxicity. 

Probenecid — Increased  and  prolonged  blood  levels  of  cephalosporins, 
resulting  in  increased  risk  ot  nephrotoxicity. 

Drug/Laboratory  Test  Interactions:  After  treatment  with  cephradine,  a 
false-positive  reaction  for  glucose  in  the  urine  may  occur  with  Benedict’s 
solution,  Fehling's  solution,  or  with  Clinitest®  tablets,  but  not  with  enzyme- 
based  tests  such  as  Clinistix®  and  Tes-Tape®.  False-positive  Coombs  test 
results  may  occur  in  newborns  whose  mothers  received  a cephalosporin  prior 
to  delivery.  Cephalosporins  have  been  reported  to  cause  false-positive  reac- 
tions in  tests  for  urinary  proteins  which  use  sulfosalicylic  acid,  false 
elevations  of  urinary  17-ketosteroid  values,  and  prolonged  prothrombin 
times. 

Carcinogenesis,  Mutagenesis:  Long-term  studies  in  animals  have  not 
been  performed  to  evaluate  carcinogenic  potential  or  mutagenesis. 

Pregnancy  Category  B:  Reproduction  studies  have  been  performed  in 
mice  and  rats  at  doses  up  to  4 times  the  maximum  indicated  human  dose  and 
have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to 
cephradine.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  predic- 
tive of  human  response,  use  this  drug  during  pregnancy  only  if  clearly 
needed. 

Nursing  Mothers:  Since  cephradine  is  excreted  in  breast  milk  during 
lactation,  exercise  caution  when  administering  cephradine  to  a nursing 
woman. 

Pediatric  Use:  Adequate  information  is  unavailable  on  the  efficacy  of 
b.i.d.  regimens  in  children  under  nine  months  of  age. 

ADVERSE  REACTIONS:  Untoward  reactions  are  limited  essentially  to  G.l. 
disturbances  and,  on  occasion,  to  hypersensitivity  phenomena.  The  latter  are 
more  likely  to  occur  in  persons  who  have  previously  demonstrated  hypersen- 

© 1985  E.R.  Squibb  S.  Sons,  Inc. 


sitivity  and  those  with  a history  of  allergy,  asthma,  hay  fever,  or  urticaria. 

The  following  adverse  reactions  have  been  reported  following  use  of 
cephradine:  G.l.  — Symptoms  of  pseudomembranous  colitis  can  appear  dur- 
ing antibiotic  therapy;  nausea  and  vomiting  have  been  reported  rarely.  Skin 
and  Hypersensitivity  Reactions  — mild  urticaria  or  skin  rash,  pruritus,  joint 
pains.  Hematologic  — mild  transient  eosinophilia,  leukopenia  and  neutrope- 
nia. Liver  — transient  mild  rise  of  SGOT,  SGPT,  and  total  bilirubin  with  no 
evidence  of  hepatocellular  damage.  Renal  — transitory  rises  in  BUN  have 
been  observed  in  some  patients  treated  with  cephalosporins;  their  frequency 
increases  in  patients  over  50  years  old.  In  adults  for  whom  serum  creatinine 
determinations  were  performed,  the  rise  in  BUN  was  not  accompanied  by  a 
rise  in  serum  creatinine.  Others  — dizziness,  tightness  in  the  chest,  and 
candidal  vaginitis. 

DOSAGE:  Adults  — For  respiratory  tract  infections  (other  than  lobar 
pneumonia)  and  skin  and  skin  structure  infections:  250  mg  q.  6 h or  500  mg 
q.  12  h.  For  lobar  pneumonia:  500  mg  q.  6 h or  1 g q.  12  h.  For  uncompli- 
cated urinary  tract  infections:  500  mg  q.  12  h;  for  more  serious  UTI,  including 
prostatitis,  500  mg  q.  6 h or  1 g q.  12  h.  Severe  or  chronic  infections  may 
require  larger  doses  (up  to  1 g q.  6 h).  For  dosage  recommendations  in 
patients  with  impaired  renal  function,  consult  package  insert. 

Children  over  9 months  of  age  — 25  to  50  mg/kg/day  in  equally  divided 
doses  q.  6 or  12  h.  For  otitis  media  due  to  H.  influenzae:  75  to  100  mg/kg/day 
in  equally  divided  doses  q.  6 or  12  h but  not  to  exceed  4 g/day.  Dosage  for 
children  should  not  exceed  dosage  recommended  for  adults.  There  are  no 
adequate  data  available  on  efficacy  of  b.i.d.  regimens  in  children  under  9 
months  of  age. 

For  full  prescribing  information,  consult  package  insert. 

HOW  SUPPLIED:  250  mg  and  500  mg  capsules  in  bottles  of  24  and  100 
and  Unimatic®  unit-dose  packs  of  100. 125  mg  and  250  mg  for  oral  suspen- 
sion in  bottles  of  100  ml  and  200  ml. 
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The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

1306  Kanawha  Boulevard,  East  • P.  O.  Box  2271 
Charleston,  WV  25328  • Phone  (304)  343-4371 

Toll  Free:  1-800-642-3049 

A 35-BED  HOSPITAL 

ACCREDITED  BY  JCAH 
AND  APPROVED  BY  MEDICARE  & MEDICAID 

OPHTHALMOLOGY 

OTOLARYNGOLOGY 

HEAD  & NECK  SURGERY 

A New  Commitment  to  Quality  Care  . . . Every  Day! 


Eye,  Ear,  Nose  & Throat 


Physicians  & Surgeons  of  Charleston,  Inc. 


(Formerly  A Division  of  the  Eye  & Ear  Clinic  of  Charleston,  Inc.) 

1306  KANAWHA  BOULEVARD,  EAST  • P.  O.  BOX  3107 
CHARLESTON,  WV  25331  • PHONE:  (304)  343-4371 
Toll  Free:  1-800-642-3049 


OPHTHALMOLOGY 

Milton  J.  Lilly,  Jr.,  M.D. 
Robert  E.  O’Connor,  M.D. 
Moseley  H.  Winkler,  M.D. 
Samuel  A.  Strickland,  M.D 


E.E.N.T. 

John  A.  B.  Holt,  M.D. 


OTOLARYNGOLOGY- 
HEAD  AND  NECK 
SURGERY 

Romeo  Y.  Lim,  M.D. 

Nabil  A.  Ragheb,  M.  D. 

R.  Austin  Wallace,  M.D. 


(ALL  PHYSICIANS  ARE  BOARD  CERTIFIED) 


CATARACT  SURGERY  (INTRAOCULAR  LENSES) 
RETINAL  & VITREOUS  SURGERY 
OPHTHALMIC  PLASTIC  SURGERY 
FLUORESCEIN  ANGIOGRAPHY 
KRYPTON/ARGON  LASER  PHOTOCOAGULATION 
STRONTIUM  90  BETA  IRRADIATION 
ORTHOPTICS 

ULTRASOUND  (A  & B SCAN) 


HEAD  AND  NECK  SURGERY 

MAXILLO-FACIAL  PLASTIC  SURGERY 

RECONSTRUCTIVE  SURGERY 

ENDOSCOPY 

CO. LASER 

SPEECH  THERAPY 

AUDIO  VESTIBULAR  LABORATORY 

ALLERGY 
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STRENGTHEN  YOUR  ROLE  IN 
HOSPITAL  MEDICAL  STAFF  LEADERSHIP.. 

INFLUENCE  AMA  POLICY 


Participate  • Influence  Organized  Medicine  • 
Participate  • Solve  Medical  Staff  Concerns  • 
Participate  • Face  Medical  Staff  Issues  • 
Participate  • Predict  Medical  Staff  lt*ends  • 

Participate  • 


AMA  Hospital  Medical  Staff  Section 
Fifth  Assembly  Meeting 
June  13-17, 1985 
Hyatt  Regency  Hotel 
Chicago 

For  Information  Contact: 

American  Medical  Association 
Hospital  Medical  Staff  Services 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
Phone  (312)  645-4747  or  (312)  645-4753 
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2233  Wisconsin  Avenue  N.w. 

Washington,  D.C.  20007 


SKRIES  EE 


w 


COCQOGOOQG  EE 


Ini* 

<*f:  + 

■ r*h  ! <*  W*  ‘ ; 

■ ~:U  - - "W 

A,>’  -- 

‘ 1^"-^ 


U.S.  Savings  Bonds  now 
pay  like  money  market 
accounts!  At  the  current 
rate — 10.94% — you  could 
double  your  money  in 
less  than  seven  years. 

Just  hold  your  Bonds  u.S.Savings  Bonds.Now  paying  10.94%. 

nve  years  or  more  and  3 r ' * 

get  the  new  higher  variable  rates.  Plus,  you  get  a 
guaranteed  return.  That  means  you  can  earn  a lot 
more — but  never  less  than  71/2%.  That’s  the  kind 
of  change  anyone  can  appreciate. 

But  some  of  the  best  things  about  Savings 
Bonds  haven’t  changed.  They’re  still  as  safe  as 
ever.  They’re  still  exempt  from  state  and  local  in- 
come taxes.  And  since  Bonds  cost  as  little  as  $25, 


rv 

- **  fb  TM 


they’re  as  affordable  as  ever. 

What’s  more,  Savings 
Bonds  remain  a great  way 
to  keep  our  country  strong. 

You  can  purchase  Bonds 
almost  anywhere.  At  neigh- 
borhood banks,  savings 
and  loans  and  credit  unions. 
Or  easier  still,  through  the  Payroll  Savings  Plan  where 
you  work.  Today,  more  than  5.5  million  Americans 
are  saving  the  easy  way — through  Payroll  Savings.  Isn’t 
it  time  you  joined  them?  That’s  a sure  way  to  appre- 
ciate how  much  Bonds  have  changed  for  the  better. 

For  your  free  booklet,  write:  “50  Q&A,  U.S.  Savings  Bonds 
Dwisim  Washington,  yS  SAVINGS  BONDS^Z. 

Paying  Better  Than  Ever ' 


Variable  rates  apply  to  Bonds  purchased  on  and  after  1 1/1/82  and  held  at  least  5 years.  Bonds  purchased 
before  1 1/1/82  earn  variable  rates  when  held  beyond  10/31/87.  Bonds  held  less  than  5 years  earn  lower  interest. 

A public  service  of  this  publication. 


At  last-* 

Mt  You  can  keep  a 

larger  slice  of  your  own  pie! 


You  make  the  pie,  but  the  tax  guys  get  the  biggest  slice. 
Until  now,  that  is.  Now  you  can  use  the  tax  advantages  of 
the  401  (k)  Retirement  Plan  to  defer  (and  deduct!)  up  to 
25%  of  your  salary,  and  not  have  to  do  the  same  thing  for 
your  employees.  In  fact,  with  a 401  (k)  Plan,  employees 
make  their  own  contributions!! 

You  can  convert  your  existing  KEOGH  or  corporate  plan 
to  a 401  (k),  or  have  a 401  (k)  plan  in  addition  to  any  other 
retirement  plan  you  currently  maintain.  You  can  even 
continue  your  I.R.A.  along  with  your  401  (k). 

So  find  out  more  about  401  (k)  Retirement  Plans.  Check 
with  your  tax  advisor.  If  he  or  she  has  attended  one  of  the 
401  (k)  seminars  offered  by  The  National  Bank  of  Com- 
merce, they'll  have  the  information  you  need.  Or,  call  us 
directly.  We  ll  be  glad  to  show  you  how  the  401  (k)  (or 
other  plans  such  as  KEOGH’s  or  SEP's)  could  be  your 
O.K.  to  keeping  a larger  slice  of  your  pie. 


The  National 
Bank  of  Commerce 

One  Commerce  Square  Charleston.  WV  25322 
Member  FDIC 

Setting  the  pace 
for  your  better  tomorrows. 


Employee  Benefits  Division 
348-4505  or  348-4504 


GREENBRIER  PHYSICIANS,  INC 

A Multispecialty  Clinic 

Greenbrier  Valley  Medical  Arts  Building 
Ronceverte/Fairlea/Lewisburg,  West  Virginia 
1-800-642-5161  or  304-647-51 15 


INTERNAL  MEDICINE 

Robert  K.  Modlin,  M.  D. 
Helen  R.  Perez,  M.  D. 
Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

SURGERY 

General  & Vascular 

H.  P.  Dinsmore,  M.  D. 
General  & Thoracic 

B.  L.  Plybon,  M.  D. 

ORTHOPEDIC  SURGERY 

Conrad  D.  Tamea,  Jr.,  M.  D. 
James  W.  Banks,  M.  D. 

FAMILY  GENERAL  PRACTICE 

Joseph  E.  Shaver,  M.  D. 

E.  T.  Cobb,  M.  D. 


OBSTETRICS/GYNECOLOGY  PSYCHOLOGY 

James  L.  Pfeiff,  M.  D.  Connie  Bradley-Mann,  Ph.  D. 

Robert  L.  Wheeler,  M.  D. 


EAR,  NOSE  & THROAT 

Amir  A.  Alidina,  M.  D. 

OPHTHALMOLOGY 

Robert  K.  Scott,  II,  M.  D. 

PEDIATRICS 

William  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S. 

RADIOLOGY 

Charles  Weinstein,  M.  D. 


ANCILLARY  SERVICES 
Physical  Therapy 

Tom  Moore,  R.  T. 

Wood  McCue,  R.  T. 

Respiratory  Therapy 

James  D.  Creasman,  R.R.T. 

Audiology 

Gary  M.  Vandevander,  M.S. 

ADMINISTRATION 


UROLOGY 

Kyle  F.  Fort,  M.  D. 


Sandra  W.  Ayers,  Business  Manager 
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Classified 


WESLEYAN  SUMMER  GIFTED  PRO- 
GRAM — A residential  program  July  14-27, 
1985,  for  students  now  in  seventh  or  eighth 
grade  who  score  in  the  top  3%  on  national 
standardized  tests,  or  who  have  been 
identified  as  gifted.  Classes  are  taught  in 
mathematics,  physics  with  laboratory,  crea- 
tive writing,  and  social  science.  Computer 
skills  are  integrated  into  the  classes.  Stu- 
dents are  supervised  by  counselors  in  their 
dormitory  and  enjoy  a full  recreational  pro- 
gram. Write  Co-Directors  Joseph  E.  Wiest, 
Ph.D.  and  Jeanie  Wiest,  M.  D„  WVWC  Gift- 
ed Program,  PO  Box  89,  WVWC,  Buck- 
hannon,  WV  26201. 


PEDIATRICIAN,  ORTHOPEDIST  and  OB- 

GYN  needed  for  replacement  positions  in 
21-doctor  multi-specialty  group  in  North- 


Central  Iowa  city  of  30,000.  Service  area 
of  90,000.  New  medical  facilities.  Excel- 
lent schools  and  quality  family-living  en- 
vironment. Plentiful  recreational  oppor- 
tunities. Salary  guarantee  plus  incentive. 
All  corporate  fringes.  Contact  Administra- 
tor, Fort  Dodge  Medical  Center,  P.C.,  300 
South  Kenyon  Road,  Fort  Dodge,  IA  50501 
(515)  573-4141. 


FAMILY  PRACTIONER  NEEDED  — A 

Board  Certified  family  practioner  is  looking 
for  an  individual  to  join  him  in  his  prac- 
tice. This  is  a solid,  high  volume  practice 
that  is  now  in  the  process  of  becoming 
computerized.  We  will  consider  any  ar- 
arangement  that  is  mutually  beneficial  to 
all  parties.  An  outstanding  opportunity, 
located  just  minutes  outside  of  Charleston. 
Please  send  C.  V.  to  Dr.  Jerry  Edens, 
4814-A  Elk  River  Road,  Elkview,  WV  25071. 


PROPERTY  FOR  SALE  — Beautiful  850 
acre  improved  farm,  at  Hazelgreen,  in 
Ritchie  County,  West  Virginia.  It  can  be 
divided.  Two  nice  houses,  barns,  etc. 
Ideal  place  to  get  away  to.  Good  hunt- 
ing. Free  unlimited  gas  for  houses.  Group 
could  go  together  and  buy.  For  more  in- 
formation call  or  write  W.  L.  Gunn,  P.  O. 
Box  232,  Lufkin,  Texas  75901.  Telephone 
(409)  634-9196  or  (409)  634-4166. 


GENERAL  PRACTICE/INTERNAL  MED- 
ICINE PHYSICIAN  NEEDED  — Full  time 
physicians  position  for  general  practice/in- 
ternal medicine  clinics.  Partnership  avail- 
able in  one  year.  Excellent  opportunity. 
Write  or  call  S.  K.  Kechejian,  MD,  609 
South  Main  Street,  Duncanville,  Texas 
75116.  Telephone  (214)  780-0093. 


Openings  At 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 


In  Internal  Medicine 

Radiology: 

Halberto  G.  Cruz,  M.  D. 

Pathology: 

Fulvio  Franyutti,  M.  D. 

Surgery: 

J.  W.  Woodford,  M.  D. 

Boyd  R.  Wickizer,  M.  D. 


& Family  Practice 

Internal  Medicine: 

Karl  J.  Myers,  Jr.,  M.  D. 

Wm.  A.  SanPablo,  M.  D. 

Pediatrics: 

E.  G.  Kreider,  M.  D. 

Dentistry: 

Glenn  B.  Poling,  D.  D.  S. 


To  Associate  With 

Family  Practice: 

Charles  L.  Arnett,  M.  D. 
Jonathan  D.  Moss,  M.  D. 

R.  Gregory  Juckett,  M.  D. 

Contact:  E.  G.  Kreider,  M.  D. 
Telephone:  (304)  457-2800 
(800)  346-2800 


SAINT  MARYS  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-696-2550 

Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed,  Sub- 
stance Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D.  697-7036 

K.  M.  Fink,  M.  D.  525-8191 

R.  W.  Hibbard,  M.  D.  697-4752 

F.  Hoback,  M.  D.  697-7036 

D.  H.  Webb,  M.  D.  697-7955 

J.  Corcella,  M.  D.  525-7851 


J.  V.  Ottaviano,  M.  D.  525-7851 

L.  C.  Smith,  M.  D.  697-7036 

M.  M.  Bateman,  M.  D.  526-0580 

M.  Rosenbaum,  M.  D.  526-0580 

R.  A.  Kayser,  M.  D 526-0580 
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THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  232-3600  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B L.  VanPelt,  M.  D. 

P.  R Hedges,  M.  D. 

T G Kenamond.  M.  D. 

J.  Holloway,  M.  D 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  O.  (New  Martinsville) 
Cardiovascular 

R.  N Lewis,  M D.  (St.  Clairsville) 

A.  M Valentine,  M D 
W.  E.  Noble.  M D 
Gastroenterology 
T.  E.  Chvasta,  M.  D 
L R Cain,  M.  D. 

Hematology/ Oncology 
C A Vasquez,  M.  D 
Nephrology/Hypertension 

D.  L.  Latos,  M.  D. 

M H Drews,  M.  D. 

Pulmonary 
C Begley,  M D. 

T.  V.  Burke,  M.D. 

GENERAL  SURGERY 

C D.  Hershey,  M.  D. 

E.  C Voss,  M D. 

J.  H Mahan,  M.  D (St.  Clairsville) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford,  M D 
ORTHOPEDICS 

E.  L Barrett,  M D 
R.  S.  Glass,  M.  D. 

UROLOGY 

D C.  Trapp,  M.  D. 


GYNECOLOGY/OBSTETRICS 

R W Leibold,  M D. 

R.  T.  Brandfass,  M.  D. 

T A Athari,  M.  D. 

J.  W.  Campbell.  M.  D 
C.  V.  Porter,  M.  D. 

R A Porterfield,  M.  D 
(St.  Clairsville) 

OPHTHALMOLOGY 
W.  F Park,  M.  D 
M E.  Nugent,  M.  D. 

R.  V.  Panglllnan,  M.  D 

DERMATOLOGY 

K.  W.  Waterson,  M.  D 

OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 

W.  A.  Tiu,  M.  D. 

R G Villanueva,  M.  D 
RADIOLOGY 

Valley  Radiologist,  Inc. 

FAMILY  PRACTICE 

R A Porterfield,  M.  D. 

(St.  Clairsville) 

G L.  Cholak,  M D (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (New  Martinsville) 
NEUROSURGERY 

F.  J.  Payne,  M D 
NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G,  Christopher,  M.  D 
W Zyznewsky,  M D. 

J.  G.  Tellers,  M.  D 
Neuropathology 
S Govindan,  M.  D 


PSYCHIATRY 

S D.  Ward.  M.  D 
D H Smith,  M.  D 
D P.  Hill.  M.  D 
J.  G Tellers.  M.  D 

Pediatric  Psychiatry 

V.  Stein,  M D. 

ANCILLARY  SERVICES 
Optical 

W.  E Schul,  Optician 

Speech  Therapy/Audiology 
J.  P.  Frum,  M.  S,  SPA 
Bioteedback  Laboratory 
M.  G Simon,  P A 
Electrology/Cosmetlc  Therapy 

J.  E.  Beserock,  R E. 
Allergy/Cytotoxic  Food  Testing 

K.  Gorney,  M.  T. 

TECHNOLOGISTS 

Electrocardiography 

B.  Maguire,  R.  N 
B Muklewicz,  R N 
Electroencephalography 
J.  Stone,  R N.,  CMET 
J.  Green,  R N 
Roentgenology 
E Forester.  R T 
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COMPLETE 
LABORATORY  1S 
DOCUMENTATION  . . . EXTENSIVE 

CLINICAL  PROOF 


FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE® 

flurozepom  HCI/Poche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 6 

• More  total  sleep  time16 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights24 

• Patients  usually  awake  rested  and  refreshed79 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2510 12 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 


DALMANE 

flurozepom  HCI/Poche 

References:  1.  Kales  J ef  a/:  Clin  Pharmacol  Ther 
72:691-697,  Jul-Aug  1971.  2.  Kales  A et  al:  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A et  at. 

Clin  Pharmacol  Ther  79:576-583,  May  1976  4.  Kales  A 
et  al:  Clin  Pharmacol  Ther  32: 781  -788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchi  MR:  J Am  Geriatr  Soc 
27:541-546,  Dec  1979  6.  Kales  A,  Kales  JD:  J Clin 
Pharmacol  3:140-150,  Apr  1983.  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27:355-361, 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971.  9.  Amreln  R et  al:  Drugs  Exp  Clin 
Res  9(1):85-99,  1983  10.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatt  DJ 
eta/  Sleep  5(Suppl  1):S18-S27,  1982.  12.  Kales  A 
et  al:  Pharmacology  26: 121-137,  1983 


DALMANE®  @ 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  In  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended.  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy. 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester.  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and / 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase,  and  para- 
doxical reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients.  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 
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Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 


H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  tor  prescribing 
information 

Indications  and  Usage  Ceclor'  cefaclor  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  ol  the  designated  microorganisms 
Lower  respiratory  infections  including  pneumonia  caused  by 
Streptococcus  pneumoniae  lOiplococcus  pneumoniae)  Haemoph 
ilus  influenzae  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS  ALLERGENICITY  OF  THE  PENICILLINS  ANO  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS 
TO  BOTH  DRUG  CLASSES 

Antibiotics  including  Ceclor  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  ol  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad  spectrum  antibiotics  (including  macrolides  semisynthetic 
penicillins  and  cephalosporins),  therefore  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  ol  antibiotics  Such  colitis  may  range  in 
seventy  trom  mild  to  life  threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difhcile  is  one 
primary  cause  ol  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases  manage- 


ment should  include  sigmoidoscopy  appropriate  bacteriologic 
studies  and  fluid  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued  or  when  it  is  severe  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difhcile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - If  an  allergic  reaction  to 
Ceclor  ’ (cefaclor  Lilly)  occurs  the  drug  should  be  discontinued 
and  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents  e g pressor  amines  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat 
ment  with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross  matching  procedures  when  antiglobulm 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg  s solutions  and  also  with  Climtest* 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip 
USP  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor  * (cefaclor  Lilly)  There  are 
however  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother's  milk  following  administration  ol  single  500-mg  doses 
Average  levels  were  0 18  0 20.  0 21  and  0 1b  mcg/ml  at  two 
three  four  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is- administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  ot  this  product  for 
use  in  infants  less  than  one  month  ot  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  il  in  70) 

Symptoms  ot  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
ercent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
ruritus.  urticaria  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness  like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
bv  arthritis/arthralgia  and  frequently  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  mote  frequently 
m children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  ol  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosmophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
Hess  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SGOT  SGPT  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count 
predominantly  lymphocytosis  occurring  in  inf"  'is  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

I061782RI 


Note  Ceclor*  (cefaclor  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin  allergic  patients 
Penicillin  is  the  usual  drug  ot  choice  in  the  treatment  and 
prevention  of  streptococcal  infections  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
€ 1984.  ELI  LILLY  AND  COMPANY 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company 
Indianapolis  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina  Puerto  Rico  00630 


PLEASE  FILL  IN  AND  RETURN  ATTACHED  CARD 

In  order  to  comply  with  postal  regulations  covering  a second-class 
publication,  each  member  of  the  WVSMA  must  sign  and  return  the 
post  card  inserted  in  this  issue  of  The  West  Virginia  Medical  Journal. 
The  cards  will  be  kept  on  file  in  the  Association’s  office  as  proof 
that  $8.00  of  your  annual  dues  was  paid  as  the  subscription  price 
of  The  Journal  when  your  1985  annual  state  dues  in  the  amount  of 
$250  were  remitted  to  the  WVSMA  offices.  This  information  is  need- 
ed so  that  The  Journal  can  continue  to  carry  general  advertising  on 
its  pages. 

....  See  card  in  back  of  Journal;  please  detach,  fill  in  and  return. 
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CANYPEELTHE  SKIN  OFF 
AN  AUDI  5000  TURBO..’.’ 


This  impressive  quote  refers  to 
the  Volvo  760  GLE  intercooled 
turbo  and  comes  from  people  not 
easily  impressed:  the  editors  of  Car 
& Driver  magazine  (see  July  ’84). 

In  their  tests,  the  760  jumped 
from  zero  to  55  in  a blinding  seven 
seconds.  A speed  that  places  Volvo 
well  ahead  of  Audi  and  Saab 
turbos. 

The  credit  for  this  “warp  speed,” 
as  Car  & Driver  describes  it,  goes 
to  an  intercooler  which  increases 
the  engines  horsepower  by  41  per- 
cent and  torque  by  35  percent. 

But  in  the  760,  power  isn’t  only 
under  the  hood.  There  are  power 


door  locks,  power  windows,  power 
sunroof,  even  heated  power 
mirrors— all  standard. 

So  come  in  tomorrow  and  test 
drive  the  Volvo  760  GLE  inter- 
cooled turbo.  And  see  what  an 
Audi  looks  like  from  your  power 
mirror. 


TheVolvo760Turbo 


See  VOLVO  at  TAG  GALYEAN 

1010  Washington  St.  East  — Heart  ’O  Town  Holiday  Inn 
See  Bill  Davis  or  Jerry  Jarrell  344-1 776 


© 1984  VOLVO  OF  AMERICA  CORPORATION. 
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Specialists  in  computerized  medical  office  management 


325  Sixth  Avenue 
South  Charleston,  WV  25303 
744-2583 

TOLL  FREE!  1-800-344-5036 


McDonough  Caperton’s  electronic  claims 
billing  system  offers  the  health  care  provider 
significant  reductions  in  paperwork  and  pay- 
ment cycles. 

See  our  advertisement  on  Page  xxvi. 
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Neurologist  — a physician  specializing  in  neurology. 

Orthopedist  — a physician  specializing  in  orthopedics. 

Pediatrician  — a physician  specializing  in  pediatrics. 

ALPHA  ASSOCIATES  — a West  Virginia  architectural  and 
engineering  firm  specializing  in  medical  facilities  including 
the  new  WVU  Hospital. 


ALPHA  ASSOCIATES,  IflCORPORATED 

ARCHITECTURE  • ENGINEERING  • DESIGN 

P.O.  Box  1250  209  Prairie  Ave.,  Suite  209 
Morgantown,  WV  26505  304-296-8216 


reserpine  0.1  mg',  hydralazine  hydrochloride  25  mg.  hydrochlorothiazide  15  mg 


Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDR.  The  following  is  a brief  summary. 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hypertension 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual  If  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management.  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities. It  is  more  likely  in  the  severely  ill,  with  urine  volume  less  than 
one  liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K+  levels  should  he  determined  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  K+  intake  Asso- 
ciated widened  QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  in  pregnancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  In  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available.  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
cally, a patient  transferred  from  the  single  entities  of  Dyrenium  (triamterene, 
SK&F  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
or  fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide hioavailahility  could  lead  to  increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  Dyazide'  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice.  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  should  he  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide:  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  he  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide’  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  'Dyazide'.  The 
following  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  resen/e  with  possible  metabolic  acidosis.  Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
Dyazide',  hut  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
rich  foods.  Corrective  measures  should  he  instituted  cautiously  and  serum 
potassium  levels  determined.  Discontinue  corrective  measures  and 
Dyazide'  should  laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia. 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Cal- 
cium excretion  is  decreased  by  thiazides.  Dyazide1  should  he  withdrawn 
before  conducting  tests  for  parathyroid  function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 


Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions;  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances;  postural  hypotension  (may  he  aggravated  by 
alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone.  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components.  Rare 
incidents  of  acute  interstitial  nephritis  have  been  reported.  Impotence  has 
been  reported  in  a few  patients  on  'Dyazide',  although  a causal  relationship 
has  not  been  established. 

Supplied:  Dyazide’  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 

BRS-DZ:L39 


In  Hypertension*... 
When  Need  to 
Conserve  K+ 


Remember  the  Unique 
Red  and  White  Capsule: 
\()ur  Assurance  of 


Potassium  - Sparing 

mAzniir 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  19  Years  of  Confidence 


The  unique 
red  and  white 
Dyazide®  capsule: 
Trbur  assurance  of 
SK&F  quality. 


a product  of 

SK&F  CO. 

Carolina,  PR  00630 


£ SK&F  Co  . 1983 


After  a nitrate, 
add  ISOPTIN 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mer 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g , ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker  (See 
Precautions ) Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment,  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D C -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur  High  grade  block,  however,  has  been 
infrequently  observed  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quimdine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigemc  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test  Pregnancy  Category  C There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2  9%),  peripheral  edema  (1  7%),  AV  block 
3rd  degree  (0  8%),  bradycardia  HR  < 50/min  (1  1%),  CHF  or  pulmonary 
edema  (0  9%),  dizziness  (3  6%),  headache  (1  8%),  fatigue  (1  1%),  constipa- 
tion (6.3%),  nausea  (1  6%),  elevations  of  liver  enzymes  have  been  reported 
(See  Warnings  ) The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness, claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side  Revised  August,  1984  2385 
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EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 


JUSTASK 
THE  PEOPLE  AT 
E-SYSTEMS. 


“Bonds  are  a good 
liquid  investment, 
and  if  I don’t  use 
them,  they  continue 
to  earn  interest.” 

— L.A.  Fulcher 


“I  put  myself  and 
my  children  through 
school  with  Savings 
Bonds.  They’re 
great!” 

—Ken  Sclater,  Jr. 


“I  save  them,  but 
when  I want  some- 
thing extra,  I know 
they’re  there.  They’re 
great  for  emergencies.” 
—Jose  Acosta 


U.S.  Savings  Bonds  now  offer 
higher,  variable  interest  rates  and  a 
guaranteed  return.  Your  employees 
will  appreciate  that.  They’ll  also 
appreciate  your  giving  them  the 
easiest,  surest  way  to  save. 

For  more  information,  write  to: 
Steven  R.  Mead,  Executive  Director, 
U.S.  Savings  Bonds  Division,  Depart- 
ment of  the  Treasury,  Washington,  DC 
20226. 


US  SAVINGS  BONDS ^ 

Paying  Better  Than  Ever " 

A public  service  of  this  publication. 


McDonough  Caperton  Insurance  Group's  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  W Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611. 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY. 


Roche  salutes 


natal  centers  staffed  and  equipped  to  manage  com- 
promising illness  in  newborns.  While  there  has  been 
little  change  in  the  total  number  of  premature  babies 
born  in  West  Virginia,  the  proportion  of  these  infants 
born  in  perinatal  centers  has  nearly  doubled  since 
transfer  became  a viable  option.  More  important,  the 
mortality  among  premature  infants  born  in  perinatal 
centers  was  40%  lower  than  that  among  those  bom  in 
community  hospitals  during  the  two-year  period 
monitored.2 

Diabetics:  helped  or  hurt  by  insulin? 

Diabetes  studies  being  conducted  at  West  Virginia 
Medical  Center  may  suggest  a new  consideration  in 
the  regimen  prescribed  for  diabetic  patients.  Prelimi- 
nary findings  suggest  that  insulin  is  a fattening  hor- 
mone which  should  be  administered  along  with  a 
comprehensive  weight  loss  program3  being  developed 
in  concurrent  studies. 


Small  state 
making  big 
contributions  to 
medical  services 


Hospice  care  in  action 

The  hospice  movement  is  growing  rapidly  in  many 
states  across  the  country.  West  Virginia  already  has 
five  active  hospice  programs  and  four  additional  ones 
in  various  start-up  stages.1  Depending  heavily  upon 
volunteer  funds  and  services,  hospice  care  is  directed 
toward  dealing  with  dying  patients  and  their  families  in 
ways  that  allow  the  terminally  ill  to  remain  at  home. 
Dignity,  openness  and  compassion  are  the  basic  con- 
siderations for  all  concerned.  In  West  Virginia,  physi- 
cians are  encouraged  to  become  involved,  to  regard 
the  patient  and  family  as  a joined  unit  of  care,  to  be 
honest  and  realistic  with  the  patient  and  family,  and  to 
provide  pain  control  in  an  effort  to  “disarm  death  of 
some  of  its  terrors."1 


Perinatal  protection  for  "preemies" 

In  the  past  decade,  West  Virginia  has  intensified  efforts 
to  protect  prematurely  born  infants  by  encouraging 
maternal  transfers  from  community  hospitals  to  peri- 
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TODAY:  FOR  THE  PATIENT 
WITH  MIXED  DEPRESSION 
AND  ANXIETY 

A rational  approach,  combining 
— The  standard  antidepressant: 
amitriptyline 

— The  proven  anxiolytic  action  of 

Librium®  (chlordiazepoxide  HCI/Roche)(S 

Marked  improvement  often  occurs  as  early  as  the  first  week 

Headache,  insomnia  or  Gl  upsets  associated  with  mixed  depression  and 
anxiety  often  respond  quickly 

Feeling  better,  patients  feel  encouraged  to  stay  the  course-therefore, 
fewer  dropouts:  P=  .006  compared  to  amitriptyline* 

Convenient  single  h.s.  dosing  sufficient  in  some  patients;  helps  patients 
with  mixed  depression  and  anxiety  sleep  through  the  night.  Patients 
should  be  cautioned  about  the  combined  effects  of  Limbitrol  with  alcohol 
and  other  CNS  depressants,  and  about  activities  requiring  complete 
mental  alertness  such  as  operating  machinery  or  driving  a car 


In  moderate  depression  and  anxiety 


IN  PLACE  OF 
LIMBITROL  5-12.5  WRITE: 


IN  PLACE  OF 
LIMBITROL  10-25  WRITE: 


Limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  dnd  12  5 mg  amitriptyline  (as  the  hydrochloride  salt) 


Each  tablet  contains  10  mg  chlordiazepoxide  dnd  25  mg  dmitriptyline  (as  the  hydrochloride  sdlt) 


€ 

<E 


Easier  to  remember. . . easier  to  prescribe 


‘Feighner  JR  elal:  Psychopharmacology  61  217-225,  Mar  22,  1979 

Please  see  summary  of  product  information  on  following  page. 


LIMBITROL®  @ Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows 

Indications:  Relief  ol  moderate  to  severe  depression  associated  with  moderate  to 
severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  ontidepres- 
sants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  of  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occurred  with  concomitant  use,  then  initiate  cautiously,  gradually  increas- 
ing dosage  until  optimal  response  is  achieved  Contramdicdted  during  acute  recovery 
phase  following  myocardial  infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle- 
closure  glaucoma  Severe  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  anticholinergic-fype  drugs  Closely  supervise  cardiovascular  patients 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction  time  reported  with 
use  of  tricyclic  antidepressants,  especially  high  doses  Myocardial  infarction  and 
stroke  reported  with  use  of  this  class  of  drugs.)  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants  and  ogamst  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g.,  operating  machinery,  driving) 

Usage  In  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  Increased  risk  ol  congenital 
malformations  as  suggested  In  several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy,  advise  portents  to  discuss  therapy  If  they 
Intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported 
rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those 
who  might  increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea,  headache  and  maloise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrawal  for 
chlordiazepoxide). 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  ond  in  patients  with  impaired  renal  or  hepatic 
function  Becouse  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  ore  recommended  during  prolonged  treatment.  Amitriptyline  component  moy 
block  action  of  guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated,  sedative  effects  moy  be  additive.  Discon- 
tinue several  doys  before  surgery  Limit  concomitont  administration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be 
taken  during  the  nursing  period  Not  recommended  in  children  under  12.  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects. 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent alone:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction  hove 
been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  hove  been  reported  with  one  or  both  components  or 
closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  arrhythmias,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomama  and  increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  poresthesids  of  the  extrem- 
ities, extropyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus 
Hematologic  Bone  morrow  depression  including  agranulocytosis,  eosinophilic,  pur- 
pura. thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement, 
galactorrhea  and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering 
of  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone) 
secretion 

Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose 
Treatment  is  symptomatic  ond  supportive  I V administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning. 
See  complete  product  information  tor  manifestation  and  treatment 
Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to 
smallest  effective  dosoge  when  satisfactory  response  is  obtained  Larger  portion  of 
daily  dose  may  be  token  at  bedtime  Single  h s dose  may  suffice  for  some  patients 
Lower  dosages  are  recommended  tor  the  elderly 

Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  of  three  or  four  tablets  doily  in 
divided  doses,  increased  up  to  six  tablets  or  decreased  to  two  tablets  daily  as  required. 
Limbitrol  Tablets,  initial  dosage  of  three  or  four  toblets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing 
10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and 
Tablets  blue,  film-coated,  each  containing  5 mg  chlordiazepoxide  ond  12.5  mg 
amitriptyline  (as  the  hydrochloride  salt) — bottles  ot  100  and  500,  Tel-E-Dose® 
packages  of  100,  Prescription  Paks  of  50 
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Manuscript  Information 

Manuscripts  to  be  presented  for 
publication  in  The  West  Virginia 
Medical  Journal  should  be  type- 
written, triple-spaced,  on  one  side 
only  of  firm  (no  onion  skin  or 
flimsy),  standard  letter  sized  (8^ 
by  11  in.)  white  paper.  Wide 
margins  at  least  1(4  in.  on  left) 
should  be  left  free  of  typing.  On 
the  first  or  title  page  should  be 
shown  the  title  of  the  article,  the 
name  (or  names)  of  the  author, 
and  his  degrees.  Pages  should  be 
numbered  consecutively,  the  page 
number  being  shown  in  the  right 
upper  corner  along  with  the  sur- 
name of  the  author. 

Where  reference  is  made  to  gen- 
erically-designated  drugs,  the  first 
such  reference  must  be  followed  by 
parentheses  containing  the  most 
commonly  known  trade-name  drug 
of  that  designation.  In  addition,  a 
listing  of  all  generic  drugs  men- 
tioned in  the  article,  with  their 
trade-name  equivalents,  should  ap- 
pear at  the  end  of  the  article. 

A short  abstract  summarizing  the 
manuscript  should  be  included. 
This  should  be  typed  in  double 
space  on  a separate  page. 

Authors  are  requested  to  submit 
a copy  with  the  original. 

Illustrations  should  be  numbered 
and  their  approximate  locations 
shown  in  the  text.  Each  should  be 
identified  by  placing  on  its  back 
the  author’s  name,  its  number  and 
an  indication  of  its  “top.”  Draw- 
ings and  charts  intended  for  re- 
production should  be  done  in  black 
(India)  ink  on  pure  white.  Pho- 
tographs should  be  on  glossy  paper 
and  minimum  of  about  5 by  7 in. 
in  size.  Cost  of  printing  black  and 
white  photos  in  excess  of  4 will  be 
billed  to  author,  and  no  more  than 
25  references  will  he  published  free 
of  charge  to  the  author.  A legend 
should  be  provided  for  each  illus- 
tration dnd,  preferably,  attached  to 
it. 

All  scientific  material  appearing 
in  The  Journal  is  reviewed  by 
the  Editorial  Board.  Manuscripts 
should  be  mailed  to  The  Editor, 
West  Virginia  Medical  Journal, 
Box  4106,  Charleston,  W.  Va. 
25364. 
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Use  Of  Captopril  In  Diagnosis 
Of  Renovascular  Hypertension 


STEPHEN  POWELL,  M.  D. 

Resident,  Department  of  Ophthalmology , 
West  Virginia  University  School  of  Med- 
icine, Morgantown 

RONALD  A.  SAVRIN,  M.  D. 

Associate  Professor  of  Surgery  and  Head, 
Section  on  Vascular  Surgery,  WVU 


Renovascular  hypertension  (RVH) 
is  a relatively  common  cause  of  sur- 
gically correctable  hypertension.  The 
need  exists  for  a safe  and  sensitive,  yet 
sufficiently  specific,  screening  test  for 
RVH.  Renovascular  hypertension  is 
due  to  the  increased  production  and 
release  of  renin  by  the  juxtaglomer- 
ular cells. 

Administration  of  captopril  (Ca- 
poten) blocks  angiotensin-converting 
enzyme,  thereby  blocking  the  hyper- 
tensive effect  of  renin  and  interrupt- 
ing the  negative  feedback  cycle  which 


Renovascular  hypertension  has  been 
estimated  to  affect  five  to  ten  per 
cent  of  all  hypertensive  patients.  In 
the  evaluation  of  hypertension  it  is 
important  to  distinguish  between  re- 
novascular occlusive  disease  and  re- 
novascular hypertension  (RVH).  The 
presence  of  renal  artery  stenosis  does 
not  necessarily  result  in  RVH,  and 
both  entities  may  coexist  without  a 
causal  relationship.  The  diagnosis  of 
RVH  is  therefore  one  of  function  as 
well  as  anatomy. 

The  mechanism  by  which  renal 
artery  stenosis  may  result  in  hyper- 
tension is  based  on  the  renin-angio- 
tensin pathway.  The  increased  pro- 
duction of  renin  by  the  involved  kid- 
ney (s)  should  therefore  serve  as  a 
chemical  marker  of  RVH.  Unfortu- 
nately, peripheral  vein  renin  assays 
have  correlated  poorly  with  surgically 
correctable  RVH  and  are  neither 
sensitive  nor  specific  enough  to  be 
utilized  as  a useful  screening  test. 
Selective  renal  vein  renin  assays  are 


controls  renin  secretion.  In  patients 
with  RVH  this  leads  to  unchecked  ren- 
in production  and  increased  peripheral 
renin  levels.  In  other  forms  of  hyper- 
tension, plasma  renin  levels  remain 
unchanged  following  captopril  admin- 
istration. 

The  use  of  this  relationship  as  the 
basis  for  a screening  test  for  RVH 
ivas  investigated.  After  the  oral  ad- 
ministration of  25  mg  of  captopril, 
serial  plasma  renin  concentrations 
were  determined.  In  two  patients  with 
essential  hypertension  there  were  no 
significant  changes.  The  tivo  patients 
with  subsequently-proven  RVH,  how- 
ever, showed  a marked  rise  in  periph- 
eral vein  renin  concentrations.  This 
differential  response  to  a single  dose 
of  oral  captopril  can  be  a safe  and 
sensitive,  yet  specific,  screening  test 
for  RVH. 


much  more  accurate  but  are  more  in- 
vasive, involve  angiographic  catheter 
manipulation,  and  generally  require 
hospitalization.  There  exists  a need 
for  a safe  yet  sensitive  screening  test 
for  RVH. 

Following  rapid  enteric  absorption, 
captopril  (Capoten)  blocks  the  con- 
version of  angiotensin  I (inactive)  to 
angiotensin  II  (active),  thereby  in- 
terfering with  the  hypertensive  effect 
of  increased  renin  secretion.  In  pa- 
tients with  RVH,  administration  of 
captopril  should  therefore  result  both 
in  a fall  in  arterial  pressure  and,  by 
interruption  of  the  negative  feedback 
cycle,  a precipitous  rise  in  plasma 
renin  and  angiotensin  I levels.  In  pa- 
tients with  hypertension  not  of  re- 
novascular origin,  changes  in  plasma 
renin  and  angiotensin  I levels  should 
be  minimal. 

This  study  was  undertaken  to  de- 
termine the  differential  response  in 
serial  plasma  renin  levels  following  a 
single  oral  dose  of  captopril.  The  re- 


sponse in  patients  with  RVH  was  com- 
pared to  that  in  patients  with  essential 
hypertension.  Such  a differential  re- 
sponse would  be  the  basis  for  an  ac- 
curate functional  outpatient  screening 
test  for  renovascular  hypertension. 

Materials  and  Methods 

Patients  with  suspected  RVH  who 
had  undergone  an  initial  evaluation 
and  who  were  scheduled  for  selective 
renal  vein  renin  assays  and  arterio- 
graphy were  eligible  for  study.  Ex- 
cluded were  those  patients  with  a his- 
tory of  myocardial  infarction,  cere- 
brovascular accident  or  compromised 
renal  function  (creatinine  > 1.5  or 
creatinine  clearance  < 50  cc/min). 
The  study  protocol  and  consent  form 
were  approved  by  the  West  Virginia 
University  Human  Subjects  Commit- 
tee. Four  patients  met  these  criteria 
and  voluntarily  consented  to  the 
study.  Although  diuretics  and  beta- 
blockers  were  discontinued  at  least 
seven  days  prior  to  testing,  no  patient 
developed  progressive  hypertension 
(Table  1).  No  patient  was  main- 
tained on  a salt-restricted  diet. 

The  patient  was  placed  supine  in  a 
quiet  room.  Intravenous  access  was 
obtained  and  flushed  with  three  cc  of 
heparin  (100u/cc)  solution  to  obviate 
the  need  for  multiple  venipunctures 
or  intravenous  fluid  administration. 
After  a stabilization  period  of  60 
minutes,  25  mg  of  captopril  was  given 
orally. 

Blood  samples  were  drawn  at  30, 
60,  90,  and  120  minutes,  collected  in 
EDTA  anticoagulant  tubes  and  re- 
frigerated. Plasma  separated  by  cen- 
trifugation at  4°  centigrade  was 
frozen  for  renin  assay.  The  Squibb 
radioimmunoassay  was  used  to  deter- 
mine renin  activity.  Each  patient  sub- 
sequently underwent  selective  renal 
vein  assays  and  angiography  in  the 
standard  manner. 

Results 

On  the  basis  of  renal  vein  renin 
ratios  and  angiography,  two  patients 
(cases  2 and  4)  were  diagnosed 
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as  having  renovascular  hypertension 
(Table  2).  Both  patients  underwent 
renal  revascularization.  They  are  nor- 
motensive  off  all  antihypertensive  and 
diuretic  medications  postoperatively, 
thus  documenting  the  renovascular 
origin  of  their  hypertension.  Two  pa- 
tients (cases  1 and  3)  had  essential 
hypertension  and  were  treated  med- 
ically. 

The  effect  of  a single  25-mg  oral 
dose  of  captopril  on  renin  activity 
(Fipure  1)  varied  widely  between 
those  patients  with  RVH  and  those 
with  essential  hypertension.  In  pa- 
tients with  RVH  a marked  increase  in 
peripheral  plasma  renin  activity  was 

TABLE  1 
Patient  Profiles 


1 

40 

F 

170/130  mm  Hg 

2 

52 

M 

160/100 

3 

24 

F 

156/100 

4 

58 

M 

146/94 

noted  as  early  as  30  minutes  follow- 
ing oral  administration  of  captopril. 
A mild  fall  in  both  systolic  and  mean 
arterial  blood  pressure  was  noted  in 
all  patients,  and  there  was  no  signif- 
icant difference  between  patients  with 
RVH  and  those  with  essential  hyper- 
tension. 

The  patients  with  RVH  had  elevated 
basal  peripheral  vein  renin  levels  and 
demonstrated  an  eight-fold  increase  in 
renin  activity  following  a single  oral 
dose  of  captopril.  Those  patients  with 
essential  hypertension  had  low  basal 
peripheral  vein  renin  levels  and  failed 
to  show  any  increase  in  renin  activity 
after  captopril  alministration.  No  pa- 


hydralazine  (Apresoline)  25  mg  QID 
propranalol  (Inderal)  80  mg  TID° 
hydrochlorothiazide  (Esidrix)  50  mg  QID° 

proprandol  (Inderal)  40  mg  QID8 
captopril  (Capoten)  50  mg  TID8 
clonidine  (Catapres)  0.3  mg  BID 

none 

furosemide  (Lasix)  20  mg  BID® 
clonidine  (Catapres)  0.2  mg  BID 


tient  suffered  any  adverse  effect  from 
administration  of  a single  dose  of 
captopril. 

Discussion 

The  correlation  between  renal  dis- 
ease and  hypertension  was  recognized 
by  Richard  Bright1  in  1836.  Sixty 
years  later  Tigerstedt  and  Bergman2 
described  the  presence  of  renin.  The 
existence  of  renovascular  hyper- 
tension, however,  was  not  well  es- 
tablished until  Goldblatt’s  classic 
studies3  in  1934. 

The  renin-angiotensin-aldosterone 
system  ( Figure  2 ) for  regulation  of 
blood  volume  and  arterial  pressure 
has  been  well  described.  In  response 
to  decreased  renal  perfusion,  the  jux- 
taglomerular cells  produce  and  release 
renin  which  acts  on  angiotensinogen 
to  produce  angiotensin  I.  This  rel- 
atively inactive  substance  is  acted 
upon  by  angiotensin  I - converting 
enzyme  to  produce  angiotensin  II. 
The  enzymatic  conversion  of  angioten- 
sin I to  angiotensin  II  can  be  blocked 
by  the  administration  of  captopril. 
Angiotensin  II  increases  arterial  pres- 
sure and,  hence,  renal  perfusion.  It 
also  stimulates  synthesis  and  release  of 
aldosterone  by  the  adrenal  cortex,  re- 
sulting in  sodium  retention,  thereby 
increasing  blood  volume  and  enhanc- 
ing renal  perfusion.  As  renal  blood 
flow  increases,  the  cycle  is  completed 
by  a negative  feedback  on  renin  pro- 
duction. In  RVH  the  administration 
of  captopril  interrupts  the  cycle,  elim- 
inates the  negative  feedback,  and 


Captopril  TIME  (minutes) 

Figure  1.  Plasma  renin  concentration 
after  captopril  administration. 


8 Discontinued  prior  to  study 

TABLE  2 

Patient  Data 

Summary 

Time 

Case 

after 

Plasma 

Blood 

Sample 

Selective 

Arteriographic 

Diagnosis 

Captopril 

Renin 

Pressure 

Site8 

Renin 

Findings 

1 

0 min 

0.4 

156/90  mm  Hg 

IR-IVC 

1.1 

30 

0.4 

132/86 

SR-IVC 

1.2 

Normal 

Essential 

60 

0.4 

126/80 

R-RV 

1.1 

Renal 

Hypertension 

90 

0.5 

126/80 

L-RV 

1.0 

Arteries 

120 

0.3 

130/82 

(Ratio) 

(LI) 

2 

0 

3.2 

172/88 

IR-IVC 

8.4 

30 

19.6 

152/80 

SR-IVC 

6.4 

95%  Stenosis 

Renovascular 

60 

24.3 

146/78 

R-RV 

8.0 

Left  Renal 

Hyptertension 

90 

26.2 

136/74 

L-RV 

26.8 

Arterv 

120 

25.9 

164/82 

(Ratio) 

(3.4) 

3 

0 

0.3 

146/96 

IR-IVC 

0.8 

30 

0.2 

142/96 

SR-IVC 

0.9 

Normal 

Essential 

60 

0.3 

136/90 

R-RV 

0.6 

Renal 

Hypertension 

90 

0.2 

130/90 

L-RV 

0.4 

Arteries 

120 

0.3 

134/88 

(Ratio) 

(1.5) 

4 

0 

2.4 

146/90 

IR-IVC 

11.3 

30 

8.6 

124/76 

SR-IVC 

11.3 

99%  Stenosis 

Renovascular 

60 

16.7 

116/76 

R-RV 

34.0 

Right  Accessory 

Hypertension 

90 

13.8 

112/72 

L-RV 

15.4 

Renal  Artery 

120 

11.3 

114/80 

(Ratio) 

(2.2) 

8 IR-IVC  = Infrarenal  Inferior  Vena  Cava 
SR-IVS  = Suprarenal  Inferior  Vena  Cava 
R-RV  = Right  Renal  Vein 
L-RV  = Left  Renal  Vein 
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-* 
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I 
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RENIN 
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CONVERTING 
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Na+  RETENTION 


INCREASED  RENAL 
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INCREASED  PRESSURE 

t 

INCREASED  VOLUME 


Figure  2.  Renin-angiotensin-aldosterone  pathway. 


leads  to  unchecked  production  of 
renin. 

Patients  with  RVH  should  have 
chronically  elevated  peripheral  plasma 
renin  levels.  However,  plasma  renin 
concentration  is  dependent  upon  mul- 
tiple factors  including  various  drugs, 
sodium  intake,  volume  loading, 
changes  in  posture,  and  hepatic  de- 
gradation. Peripheral  renin  levels  also 
may  be  normal  in  patients  with  RVH, 
suggesting  that  angiotensin-converting 
enzyme  is  an  inducible  enzyme,  with 
increased  activity  when  substrate  is 

With  proper  patient  selection 
and  appropriate  precautionary 
measures,  this  technique  will 
facilitate  the  identification  of 
patients  with  RVH  and  can  lead 
to  improved  patient  manage- 
ment. 


available.  Furthermore,  circulating 
renin  activity  may  be  increased  in  hy- 
pertensive patients  in  the  absence  of 
renal  artery  stenosis.  The  specificity 
of  peripheral  plasma  renin  levels  as  a 
diagnostic  test  for  RVH  is,  therefore, 
unacceptably  low. 

Several  investigators  4,13  have  dem- 
onstrated a differential  response  in 
plasma  renin  activity  following  the  ad- 
ministration of  an  angiotensin  I-con- 
verting  enzyme  inhibitor  in  patients 
with  RVH  as  compared  to  patients 
with  other  forms  of  hypertension. 
Some  authors7,12  have  suggested  using 
this  differential  response  as  a means 
of  detecting,  specifically,  RVH.  The 
introduction  of  captopril,  an  oral 


angiotensin  I-converting  enzyme  in- 
hibitor, and  the  development  of  a 
simplified  and  improved  radioim- 
munoassay for  the  quantification  of 
renin  activity  have  brought  these  sci- 
entific considerations  into  the  arena 
of  clinical  practice. 

The  presence  of  RVH  may  be  sus- 
pected on  the  basis  of  age  of  onset, 
severity,  duration  and  progression  of 
hypertension.  The  finding  of  a flank 
or  abdominal  bruit  or  evidence  of  ar- 
terial occlusive  disease  at  another  site 
enhances  the  likelihood  of  renal  artery 
stenosis.  Although  selective  renal  vein 
renin  assays  can  identify  functional 
RVH,14,17  and  angiography  can  dem- 
onstrate anatomic  obstruction  of  the 
renal  arteries,  one  must  question 
whether  these  invasive  procedures 
should  be  used  in  the  initial  evaluation 
of  the  hypertensive  patient.  The  dif- 
ferential changes  in  plasma  renin  con- 
centration following  a single  oral  dose 
of  captopril  can  provide  a safe  yet 
sensitive  and  specific  means  of  screen- 
ing for  renovascular  hypertension. 

The  captopril  stimulation  test  can 
be  performed  on  an  outpatient  basis 
but  careful  monitoring  of  heart  rate 
and  blood  pressure  is  advised.  Med- 
ications which  can  affect  renin  secre- 
tion should  be  discontinued  prior  to 
testing,  and  alternative  antihyperten- 
sives such  as  clonidine  should  be  used 
if  necessary.  Due  to  the  need  for 
serial  blood  sampling,  an  indwelling 
catheter  may  be  placed  for  patient 
comfort  but  avoidance  of  intravenous 
fluid  administration  is  important.  Fol- 
lowing administration  of  captopril  a 
fall  in  arterial  pressure  may  be  seen 


in  all  patients  and  is  of  little  diag- 
nostic value.  Plasma  renin  levels  are 
determined  by  an  improved  radio- 
immunoassay technique  now  available 
in  kit  form. 

Changes  Dramatically  Different 

The  changes  in  plasma  renin  con- 
centration after  oral  captopril  were 
dramatically  different  in  those  patients 
with  RVH  as  compared  to  those  pa- 
tients with  essential  hypertension.  In 
patients  later  proven  to  have  surgically 
correctable  RVH,  plasma  renin  levels 
rose  within  30  minutes  and  remained 
significantly  elevated  for  at  least  two 
hours.  In  contrast,  no  significant 
changes  in  peripheral  vein  renin  con- 
centration were  seen  in  patients  with- 
out renal  artery  stenosis.  These  re- 
sults further  document  the  effects  of 
captopril  on  the  renin-angiotensin- 
aldosterone  pathway. 

This  safe  and  effective  screening 
procedure  can  be  utilized  in  the  initial 
evaluation  of  the  hypertensive  patient 
with  adequate  renal  function.  With 
proper  patient  selection  and  appropri- 
ate precautionary  measures,  this  tech- 
nique will  facilitate  the  identification 
of  patients  with  RVH  and  can  lead  to 
improved  patient  management. 

Editor  s Note:  Here  are  the  generic 
drugs  and  trade  names  (in  parenthe- 
ses) to  which  reference  is  made  in 
this  article:  captopril  (Capoten), 

hydralazine  ( Apresoline ) , propranolol 
(Inderal),  clonidine  (Catapres) , fu- 
rosemide  (Lasix),  and  hydrochloro- 
thiazide (Esidrix). 
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Chronic  obstructive  pulmonary  dis- 
ease (COPD)  is  a clinical  syn- 
drome encompassing  a variety  of  dis- 
eases characterized  by  persistent  ob- 
struction to  airflow.  This  article  con- 
cerns the  diagnosis  and  management 
of  chronic  bronchitis  and  emphysema 
which  are  the  most  frequent  causes  of 
COPD  in  adults. 

Definitions 

The  generally  accepted  definitions 
of  these  diseases  are  those  set  forth  by 
the  American  Thoracic  Society.1 
Chronic  bronchitis  is  the  presence  of 
a productive  cough  for  a minimum  of 
three  months  of  the  year  for  two  suc- 
cessive years.  Other  causes  of  chronic 
productive  cough  such  as  pulmonary 
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infections,  neoplasms,  and  heart  dis- 
ease are  excluded.  The  presence  of 
chronic  bronchitis  alone  does  not  in- 
dicate that  the  patient  has  COPD;  ob- 
struction to  airflow  must  be  dem- 
onstrated. Emphysema  is  an  anatomic 
alteration  of  the  lung  characterized  by 
abnormal  enlargement  of  the  air 
spaces  distal  to  the  terminal  nonre- 
spiratory  bronchioles  accompanied  by 
destruction  of  alveolar  walls.  The  pa- 
tient with  COPD  usually  has  a com- 
bination of  both  diseases,  although 
one  or  the  other  may  predominate. 
The  heterogeneous  nature  of  COPD 
requires  emphasis  because  therapy 
should  be  tailored  to  each  individual. 

Clinical  Features 

Chronic  bronchitis  and  emphysema 
are  usually  silent  in  the  early  stages. 
Chronic  phlegm  production  heralds 
the  presence  of  chronic  bronchitis.  The 
presenting  symptom  of  emphysema  is 
usually  dyspnea  on  exertion.  Other 
causes  such  as  cardiac  disease,  other 
chronic  lung  diseases,  poor  condition- 
ing, and  anemia  should  be  excluded. 
The  physical  examination  is  frequently 


normal  in  early  COPD.  Later,  the 
most  consistent  physical  finding  is  pro- 
longation of  the  expiratory  phase  of 
breathing.  When  chronic  bronchitis  is 
predominant,  the  chest  may  be  noisy 
with  wheezes  and  crackles.  When  em- 
physema is  present,  the  breath  sounds 
tend  to  be  decreased  on  auscultation. 

The  chest  x-ray  may  be  normal  in 
the  presence  of  significant  airflow  ob- 
struction and  is  of  little  value  in  the 
diagnosis  of  early  COPD.  Radio- 
graphic  signs  which  are  relatively  spe- 
cific for  emphysema  are  inversion  of 
the  diaphragms  and  bullae.2  They 
usually  occur  in  advanced  disease 
when  there  is  little  doubt  of  the  diag- 
nosis. Other  radiographic  patterns  as- 
sociated with  emphysema  include 
signs  of  hyperinflation  ( flattening  of 
the  diaphragms  and  increased  width  of 
the  retrosternal  air  space),  localized 
or  generalized  deficiency  of  the  pul- 
monary vascular  markings,  and  in- 
creased peribronchial  markings.  The 
primary  role  for  the  chest  x-ray  in 
COPD  is  to  aid  in  excluding  concomit- 
ant processes  such  as  pneumonia, 
neoplasm,  and  left  ventricular  failure 
which  may  cause  similar  symptoms  or 
may  be  responsible  for  clinical  deterio- 
ration. 


Chronic  bronchitis  and  em- 
physema are  usually  silent  in 
the  early  stages.  Chronic  phlegm 
production  heralds  the  presence 
of  chronic  bronchitis. 


In  advanced  disease  with  hy- 
poxemia and  pulmonary  hypertension, 
the  electrocardiogram  may  show 
peaked  P waves,  poor  R wave  pro- 
gression in  the  precordial  leads,  evi- 
dence of  right  ventricular  hyper- 
trophy, and  a variety  of  supraventri- 
cular or  ventricular  arrhythmias. 

Spirometry  should  be  performed  in 
every  patient  with  suspected  COPD. 
The  forced  expiratory  volume  in  one 
second  (FEV,  ) is  always  reduced  in 
the  presence  of  airflow  obstruction. 
The  forced  vital  capacity  (FVC)  is 
usually  normal.  With  severe  obstruc- 
tion, air  may  be  trapped  in  the  lungs, 
reducing  the  FVC  and  giving  an  er- 
roneous “restrictive”  pattern.  How- 
ever, reduction  in  the  ratio  FEVi/FVC 
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differentiates  obstructive  from  restric- 
tive ventilatory  impairment.  Other 
measurements  of  airflow  which  are 
diminished  in  obstruction  include  the 
peak  flow  and  the  forced  expiratory 
flow  over  the  midportion  of  the  forced 
vital  capacity.3 

The  designation  “COPD  " should  be 
used  only  if  chronic  obstruction  to  air- 
flow is  demonstrated.  Spirometry  can 
identify  patients  with  early  obstruc- 
tion before  symptoms,  signs,  or  radio- 
graphic  abnormalities  develop.  It  pro- 
vides a standard  for  determining  the 
severity  of  the  disease.  By  comparing 
measurements  made  before  and  after 
administration  of  a bronchodilator, 
spirometry  is  used  to  assess  the  effect 
of  bronchodilator  therapy  on  airflow 
obstruction.  Significant  improvement 
is  indicated  by  a 15-per  cent  increase 
in  FVC  or  FEVl 

If  diffusing  capacity  measurement  is 
available,  it  should  be  performed  rou- 
tinely in  the  initial  evaluation.  In  em- 
physema, as  a consequence  of  alveolar 
destruction,  the  diffusing  capacity  for 
carbon  monoxide  (DLCO)  is  usually 
reduced. 

Arterial  blood  gases  should  be 
measured  in  every  patient  with  mod- 
erate to  severe  airflow  obstruction. 
Baseline  measurements  should  be 
made  when  the  patient  is  clinically 
stable  to  assess  the  adequacy  of  pul- 
monary gas  exchange  and  provide  a 
standard  for  comparison  in  case  there 
is  clinical  deterioration.  Significant 
arterial  oxygen  desaturation  on  mild 
exercise  is  predicted  when  the  DLCO 
or  the  FEVi  is  below  55  per  cent  of 
predicted,  even  though  resting  blood 
gases  are  normal.4 

The  natural  history  of  COPD  is 
characterized  by  relative  stability 
or  slow  progression,  depending  on 
whether  the  patient  continues  to  ex- 
pose himself  to  the  etiologic  agent  (to- 
bacco smoke),  and  to  a lesser  extent 
on  the  frequency  and  severity  of  pul- 
monary infections.  The  course  of  the 
disease  is  usually  punctuated  by  ex- 
acerbations of  dyspnea  and  sputum 
production. 

Outpatient  Management 

Outpatient  management  consists 
of  (A)  preventive  measures;  (B)  the 
treatment  of  reversible  airflow  obstruc- 


tion; (C)  the  treatment  of  complica- 
tions; and  (D)  a comprehensive  pro- 
gram to  alleviate  symptoms  and  the 
socioeconomic  impact  of  the  disease. 

Avoidance  of  smoking  is  the  most 
important  thing  that  the  patient  can 
do  to  prevent  exacerbations  and  pro- 
gression of  the  disease.  Smoking  is  a 
chemical  and  psychological  addiction 
which  the  patient  can  overcome  with 
the  aid  of  behavior  modification 
techniques.  Motivation  is  critical  and 
should  be  encouraged  by  the  physician 
using  simple  explanations  of  the  de- 
leterious effects  of  smoking  on  lung 
structure  and  function.  It  is  crucial 
that  health  care  providers  set  an  ex- 
ample by  not  smoking.  If  family  mem- 
bers smoke,  they  should  be  urged  to 
behave  supportively  by  quitting  along 
with  the  patient.  The  physician  must 
persist  in  stressing  the  importance  of 
smoking  cessation  and  not  be  over- 
come by  a sense  of  futility. 

Ultimately,  most  smokers  who  sin- 
cerely desire  to  quit  will  succeed,  but 
only  after  several  attempts.  Nicotine 
chewing  gum  (Nicorette)  and  or- 
ganized smoking  cessation  groups  may 
help  the  recalcitrant  patient. 

In  COPD , unlike  asthma , cro- 
molyn is  not  helpful , and  long- 
term oral  steroid  therapy  is  al- 
most never  indicated. 


Other  preventive  measures  include 
annual  immunization  against  influenza 
and  avoidance  of  inhaled  irritants.  A 
single  immunization  with  polyvalent 
pneumococcal  vaccine  is  recom- 
mended. Drugs  which  may  have  an 
adverse  effect  on  ventilatory  function, 
such  as  sedatives  and  beta  blockers, 
should  be  avoided. 

Treatment  of  Reversible  Airfloiv 
Obstruction: 

The  treatment  of  reversible  airflow 
obstruction  consists  of  measures  to  re- 
duce bronchospasm  and  the  hyper- 
secretion of  mucus.  The  therapeutic 
objectives  are  relief  of  symptoms  and 
reduction  in  the  frequency  and  sever- 
ity of  exacerbations.  The  treatment 
regimen  must  have  high  potential  for 
compliance,  low  cost,  and  low  toxicity. 
Baseline  spirometry  should  be  per- 


formed before  and  after  administra- 
tion of  a bronchodilator.  Even  if  no 
reversibility  of  obstruction  is  dem- 
onstrated initially,  a trial  of  bronch- 
odilator therapy  should  be  given  since 
some  patients  are  slow  responders. 

Drugs  should  be  prescribed  in  an 
incremental  fashion  at  two-week  in- 
tervals, maximizing  the  effect  of  each 
one  before  adding  others.  The  re- 
sponse to  each  drug  should  be  moni- 
tored by  serial  spirometry.  If  there 
has  been  no  significant  improvement 
in  ventilatory  measurements  or  symp- 
toms after  four  to  six  weeks  of  ade- 
quate therapy  with  a combination  of 
these  potentially  toxic  drugs,  they 
should  be  stopped. 

Initial  therapy  should  consist  of  a 
beta  adrenergic  drug  or  a methylxan- 
thine.  Beta  adrenergic  agents  with 
selective  beta-2  (bronchodilator)  ef- 
fects are  preferred;  these  include  al- 
buterol (Ventolin.  Proventil),  terbuta- 
line  (Brethine),  bitolterol  (Torna- 
late),  and  metaproterenol  (Metaprel, 
Alupent).  Inhaled  adrenergic  agents 
are  better  tolerated  than  oral  forms 
which  should  be  reserved  for  patients 
who  are  unable  or  unwilling  to  use  in- 
halers. Proper  inhaler  technique  is 
essential  and  must  be  checked  period- 
ically by  the  physician,  nurse  or 
therapist.  Cautiously  increasing  the 
dose  of  the  adrenergic  drug  may  give 
additional  improvement  in  airflow,  al- 
though this  must  be  done  prudently  in 
the  patient  with  cardiac  disease.  It  is 
advisable  to  avoid  outpatient  use  of 
epinephrine  (Primatene)  because  of 
its  alpha  (vasopressor)  as  well  as 
beta-1  adrenergic  activity,  and  pre- 
parations of  isoetharine  that  evolve 
sulfur  dioxide  ( Bronkosol ) which  may 
induce  bronchospasm. 

Methylxanthines  such  as  theophyl- 
line and  aminophylline  are  less  potent 
bronchodilators  than  the  beta  adren- 
ergic drugs,  but  when  combined  with 
adrenergic  agents,  the  effects  are  addi- 
tive. In  addition  to  bronchodilation, 
methylxanthines  may  increase  the  con- 
tractility and  endurance  of  the  dia- 
phragm.5 Oral  theophylline  is  given 
conveniently  in  a sustained  release 
preparation.  Steady-state  serum  levels 
must  be  monitored  since  metabolism 
is  highly  variable.  The  desired  con- 
centration is  from  10  to  20  micro- 
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grams/ ml.  Multidrug  preparations 
containing  ephedrine  (Tedral,  Marax, 
etc. ) are  more  toxic  and  should  be 
avoided.  Additional  information  con- 
cerning theophylline  is  contained  in 
an  excellent  recent  review.6 

If  bronchospasm  is  refractory  to 
the  combined  use  of  a beta  adrenergic 
drug  and  a methylxanthine,  a two- 
week  trial  of  oral  prednisone  ( one  half 
to  one  mg/kg  per  day)  should  be 
considered.  Objective  benefit  must 
be  demonstrated  by  initial  and  follow- 
up spirometry  since  many  patients  will 
relate  a subjective  improvement  on 
steroids.  The  patient  may  then  be 
switched  to  an  inhaled  steriod  such 
as  beclomethasone  (Vanceril  or  Be- 
clovent),  triamcinalone  (Azmacort), 
or  flunisolide  ( AeroBid ) ; the  oral 
steroid  is  overlapped  for  about  one 
week  before  being  tapered  and 
stopped.  Inhaled  steroids  should  not 
be  started  during  acute  exacerbations. 
In  COPD.  unlike  asthma,  cromolyn  is 
not  helpful,  and  long-term  oral  steroid 
therapy  is  almost  never  indicated. 

Mucus  Hypersecretion 

Mucus  hypersecretion  should  de- 
crease after  cessation  of  smoking.  In- 
creased cough  and  sputum  suggest  a 
complicating  infection,  usually  acute 
bronchitis.  Fever  and  leukocytosis 
may  be  absent,  and  the  chest  examina- 
tion and  radiograph  are  often  un- 
changed. Thus,  the  diagnosis  is  made 
on  a clinical  basis.  Occasionally,  sec- 
retions are  retained  in  the  lungs  and 
sputum  production  actually  decreases. 

The  usual  causative  organisms  are 
viruses,  mycoplasma,  Hemophilus  spe- 
cies, or  Strep,  pneumoniae.  Thick, 
purulent-appearing  mucus  is  not  a re- 
liable sign  of  bacterial  infection.  Mild 
episodes  are  usually  treated  empiri- 
cally with  a broad-spectrum  oral  anti- 
biotic for  10  to  14  days.  Tetracycline, 
amoxicillin,  or  ampicillin  are  pre- 
ferred; trimethoprim-sulfamethoxazole 
is  an  alternative.  Cephalosporins  are 
considerably  more  expensive.  In  pa- 
tients who  have  severe  symptoms  or 
have  recently  completed  antibiotic 
therapy,  sputum  Gram  stain  and  cul- 
ture should  be  used  to  guide  antibiotic 
selection. 

Bronchodilator  aerosols,  postural 
drainage,  and  chest  percussion  may  as- 


sist in  the  removal  of  secretions.  The 
techniques  can  be  taught  by  a phy- 
sician, therapist  or  nurse.  The  use 
of  intermittent  positive  pressure 
breathing  (IPPB)  devices  is  not  indi- 
cated. Acetylcysteine  (Mucomyst)  is 
not  recommended  since  it  may  pro- 
voke bronchospasm,  and  safer  meas- 
ures to  mobilize  secretions  are  usually 
sufficient. 

A comprehensive  program,  termed 
pulmonary  rehabilitation  in  several  re- 
cent monographs,8,9  may  help  to  al- 
leviate the  impact  of  the  disease.  The 
objectives  are  to  improve  compliance 
with  therapy,  increase  the  ability  to 
function,  and  reduce  hospitalization. 
All  patients  should  become  educated 
concerning  the  recognition  and  man- 
agement of  exacerbations.  They 
should  understand  techniques  for  re- 
ducing and  coping  with  stress.  The 
development  of  realistic  goals  by  the 
patient  and  his  family  can  alleviate 
anxiety.  Patients  should  be  taught  the 
technique  of  slow  diaphragmatic 
breathing  with  exhalation  against 
pursed  lips,  which  improves  the  ef- 
ficiency of  ventilation. 

Physical  conditioning  can  improve 
respiratory  muscle  endurance  and 
cardiovascular  fitness  and  can  reduce 
symptoms;  however,  it  does  not  alter 
lung  function.  Patients  with  mild  to 
moderate  COPD  can  achieve  con- 
ditioning by  daily  walking  for  about 
30  minutes;  more  strenuous  exercise 
should  be  conducted  under  the  super- 
vision of  a physician  experienced  in 
exercise  physiology.  Patients  with 
moderate  to  severe  disease  should 
have  an  initial  laboratory  exercise 
evaluation  and  always  begin  in  a 
monitored  program.  Those  at  or  near 
critical  levels  of  hypoxemia  (see  be- 
low I will  need  supplemental  oxygen 

TABLE  1 

Frequent  Complications  of  COPD 

Infection 

Hypoxemia 

Cerebral  dysfunction 
Secondary  polycythemia 

Cor  Pulmonale 
Arrhythmias 
Pneumothorax 
Malnutrition 
Emotional  disorders 
Respiratory  failure 


during  exercise.  Progressive  inspira- 
tory resistance  devices  (P?flex)  may 
cause  excessive  respiratory  muscle 
fatigue  and  should  be  used  with  cau- 
tion. 

Complications 

Complications  which  occur  fre- 
quently (Table  1)  are: 

Infection: 

In  addition  to  acute  bronchitis, 
other  common  respiratory  infections 
are  pneumonia  and  infected  bullae. 
Pneumonia  is  a life-threatening  illness 
in  these  patients  and  an  indication  for 
hospital  admission.  The  lung  exami- 
nation can  be  misleading  due  to  the 
underlying  disease.  A chest  x-ray  is 
always  necessary  to  confirm  the  clini- 
cal impression  but  may  show  an  atypi- 

Cerebral  dysfunction  in  pa- 
tients ivith  COPD  ranges  from 
subtle  memory  or  personality 
change  to  confusion  or  strokes. 
Hypoxia  is  frequently  the  cause, 
and  continuous  supplemental 
oxygen  often  results  in  improve- 
ment. 


cal  pattern.  Dehydrated  patients  may 
not  show  an  infiltrate.  When  air-fluid 
levels  are  seen  on  the  chest  film,  con- 
sideration should  be  given  to  necrotiz- 
ing and  cavitating  infections.  How- 
ever, if  acid-fast  smears  and  fungal 
cultures  are  negative,  an  infected  bulla 
may  be  present.  Treatment  is  similar 
to  that  for  bacterial  pneumonia  and 
should  always  be  based  on  a Gram 
stain  and  culture. 

Hypoxemia: 

One  of  the  most  serious  complica- 
tions is  hypoxemia.  This  may  occur 
at  rest,  on  exertion  or  during  sleep. 
Significant  hypoxemia  is  indicated  by 
an  arterial  oxygen  tension  ( PaOj ) less 
than  55  torr,  or  less  than  60  torr  if 
either  polycythemia  or  evidence  of 
stress  on  an  organ  system  is  present. 
COPD  patients  are  also  at  risk  for 
other  causes  of  hypoxemia  such  as 
pulmonary  embolism  and  pulmonary 
edema.  In  these  situations,  compar- 
ison with  baseline  blood  gases  will 
show  worsening  hypoxemia  but  stable 
or  reduced  arterial  carbon  dioxide 
tension  (PaC02). 
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Patients  with  coronary  artery  dis- 
ease may  experience  ischemia  or  ar- 
rhythmias when  the  Pa02  is  low. 
Chronic  hypoxemia  may  lead  to  fur- 
ther complications  such  as  cerebral 
dysfunction,  secondary  polycythemia, 
or  cor  pulmonale. 

Cerebral  dysfunction  in  patients 
with  COPD  ranges  from  subtle  me- 
mory or  personality  change  to  con- 
fusion or  strokes.  Hypoxia  is  fre- 
quently the  cause,  and  continuous  sup- 
plemental oxygen  often  results  in  im- 
provement. Elevation  in  the  PaC02 
rarely  causes  altered  mentation  when 
present  chronically. 

Secondary  polycythemia  is  indi- 
cated by  a hematocrit  over  55  per  cent 
in  the  presence  of  hypoxia.  It  results 
in  increased  blood  viscosity  and  a fur- 
ther decrease  in  oxygen  delivery  to  tis- 
sues. If  the  patient  is  symptomatic, 
phlebotomy  to  lower  the  hematocrit 
below  55  per  cent  is  indicated.  How- 
ever, the  hematocrit  generally  reverts 
to  the  normal  range  after  about  one 
month  of  supplemental  oxygen  ther- 
apy. 

Cor  pulmonale: 

Pulmonary  hypertension  develops 
when  the  Pa02  is  less  than  55  torr  for 
an  extended  period.  This  causes  hy- 
pertrophy of  the  right  ventricle,  or 
cor  pulmonale,  which  is  the  most  com- 
mon cause  of  heart  failure  in  patients 
with  severe  COPD.  Clinical  findings 
include  jugular  venous  distention,  in- 
creased pulmonic  component  of  the 
second  heart  sound,  intermittent  S3 
gallop  at  the  lower  sternum,  and  ster- 
nal heave.  The  electrocardiogram  may 
show  changes  as  described  above.  The 
cornerstone  of  the  treatment  of  cor 
pulmonale  is  maintenance  of  a PaO_ 
of  greater  than  60  torr.  In  this  situa- 
tion, oxygen  is  a remarkably  effective 
pulmonary  vasodilator  and  diuretic. 
Treatment  with  other  diuretics  or  digi- 
talis results  in  little  or  no  additional 

TABLE  2 

Indications  for  Long-Term  Oxygen 
Therapy 

PaC>2  < 55  torr 

At  rest,  on  exertion,  or  during  sleep 

PaOs  < 60  torr  and: 

polycythemia,  pulmonary  hyperten- 
sion, arrhythmia,  or  angina 


improvement  in  the  absence  of  other 
heart  disease,  but  the  risk  of  digitalis 
intoxication  is  increased. 

Long-term  home  oxygen  therapy  is 
expensive  (at  least  $300  to  $400  per 
month  ) , inconvenient,  potentially  haz- 
ardous, and  must  not  be  prescribed 
without  clear  indications  (Table  2). 
Thirty-party  payment  will  be  denied 
unless  the  medical  record  contains 
careful  documentation  of  the  justifica- 
tion for  therapy.  Arterial  blood  gases 
must  be  obtained  while  the  patient  is 
being  optimally  treated  for  correctable 
causes  of  hypoxemia  and  has  not  had 
an  exacerbation  or  hospital  admission 
in  the  previous  month.  Blood  gases 
on  the  prescribed  oxygen  flow  are 
helpful  to  show  adequate  treatment. 
To  reduce  the  mortality  of  hypoxia 
and  achieve  maximal  functional  im- 
provement, COPD  patients  should  use 
oxygen  at  least  16  to  18  hours  per 
day.10,11  Oxygen  should  never  be  pre- 
scribed on  a “p.r.n.”  basis. 

Arrhythmias: 

Both  supraventricular  and  ventri- 
cular arrhythmias  are  common  in 
COPD.  Therapy  should  be  directed 
at  underlying  problems  such  as  hy- 
poxemia, acidosis,  and  electrolyte  ab- 
normalities. Verapamil  may  be  useful 
in  rapid  atrial  tachycardia,  but  digi- 
talis should  be  avoided. 

Pneumothorax: 

This  occurs  due  to  rupture  of  em- 
physematous blebs,  and  must  be  rec- 
ognized promptly.  An  expiratory  up- 
right chest  x-ray  is  more  sensitive  than 
an  inspiratory  film.  Treatment  usually 
requires  a chest  tube. 

Malnutrition: 

Proper  nutrition  is  a critical  part  of 
management  which  is  often  neglected. 
Due  to  the  increased  work  of  breath- 
ing, these  patients  generally  require 
30  per  cent  more  calories  than  normal 
individuals,  but  their  caloric  intake 
is  frequently  deficient.  Respiratory 
muscle  strength,  endurance,  and  cen- 
tral respiratory  drive  are  diminished 
by  malnutrition.  Fatigue  of  the  re- 
spiratory muscles  leads  to  carbon  di- 
oxide retention  and  respiratory  fail- 
ure. Obesity  is  less  common  than  in- 
anition but  is  also  deleterious.  Obese 
patients  have  increased  work  of 


breathing  and  decreased  cough.  Oxy- 
genation is  impaired  due  to  poor  ven- 
tilation at  the  base  of  the  lung.  Obese 
patients  are  also  more  prone  to  airway 
obstruction  in  the  pharynx  during 
sleep. 

Emotional  disorders: 

These  are  frequent  in  COPD  as  in 
many  chronic  diseases.  The  inability 
to  perform  daily  tasks  of  living  results 
in  anxiety,  panic  and  depression. 
Symptoms  may  be  due  to  hypoxia  or 
to  side  effects  of  the  drugs  prescribed 
in  treatment.  For  example,  theophyl- 
line, adrenergic  drugs,  or  corticoste- 
roids can  result  in  anxiety,  tremulous- 
ness, and  emotional  instability.  Anti- 
cholinergic side-effects  of  tricyclic 
antidepressants  such  as  Tofranil  and 
Elavil  may  cause  thick  respiratory 
secretions. 

Respiratory  Failure: 

This  occurs  when  the  respiratory 
system  is  unable  to  perform  sufficient 
gas  transfer  to  meet  the  body’s  needs. 


Oxygenation  is  the  most 
important  priority.  Oxygen 
should  never  be  withheld  be- 
cause of  fear  of  respiratory  de- 
pression. It  should  be  given  in 
the  lowest  concentration  which 
results  in  a PaO ■ of  50  to  60 
torr. 


In  COPD,  respiratory  failure  is  usu- 
ally indicated  by  hypercapnia  (PaC02 
> 45  torr ) which  may  be  acute  or 
chronic.  Acute  respiratory  failure  is 
usually  caused  by  infection  superim- 
posed on  severe  airflow  obstruction 
and  is  an  indication  for  admission. 
Respiratory  depression  from  narcotics 
or  sedatives  can  precipitate  or  worsen 
respiratory  failure.  Chronic  respira- 
tory failure  is  due  to  an  irreversible 
decline  in  lung  function  and  can  be 
managed  on  an  outpatient  basis  pro- 
vided that  an  adequate  Pa02  and  pH 
can  be  maintained. 

Inpatient  Management 

Indications  for  hospitalization  in- 
clude worsening  of  airflow  obstruc- 
tion, hypoxia,  pneumonia,  pneum- 
othorax, and  increasing  right  ventri- 
cular failure.  An  increase  in  the 
PaC02  is  an  indication  for  hospitaliza- 
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tion  if  it  is  accompanied  by  acidosis 
or  decreased  mental  alertness.  Other 
reasons  for  admission  include  severe 
symptoms  which  are  unresponsive  to 
outpatient  management  and  repeated 
emergency  room  visits  for  the  same 
exacerbation. 

Inpatient  management  is  based  on 
the  same  principles  as  outpatient  man- 
agement. The  therapeutic  objectives 
are  the  maintenance  of  adequate  levels 
of  oxygenation  and  ventilation,  treat- 
ment of  reversible  bronchoconstric- 
tion,  mobilization  of  airway  secretions, 
treatment  of  infection,  and  nutritional 
support. 

The  examination  performed  at  the 
time  of  hospital  admission  should 
document  the  temperature,  respiratory 
rate,  paradoxical  pulse,  use  of  acces- 
sory respiratory  muscles,  and  signs  of 
right  heart  function.  Essential  labora- 
tory studies  include  hemoglobin,  white 
blood  cell  count,  chest  x-ray,  electro- 
cardiogram, arterial  blood  gases,  and 
sputum  smear  and  culture. 

Oxygenation  is  the  most  important 
priority.  Oxygen  should  never  be 
withheld  because  of  fear  of  respira- 
tory depression.  It  should  be  given 
in  the  lowest  concentration  which  re- 
sults in  Pa02  of  50  to  60  torr.  In 
patients  with  an  elevated  PaC02, 
oxygen  should  be  administered  by 
venturi  mask  in  order  to  control  the 
concentration  more  precisely  and  re- 
duce the  risk  of  progressive  respira- 
tory failure.  If  thick  secretions  are 
present,  a high  humidity  system  may 
be  helpful.  Unfortunately,  many  pa- 
tients will  not  tolerate  a mask,  and  a 
nasal  cannula  must  be  used. 

Serial  arterial  blood  gases  are  es- 
sential to  monitor  the  effects  of  oxygen 
administration,  and  should  be  ob- 
tained one  half  hour  after  any  change 
in  oxygen  therapy.  An  increase  in  the 
PaCO_.  is  no  cause  for  concern  if  the 
patient  remains  alert  and  the  pH  re- 
mains close  to  normal.  If  respiratory 
depression  leads  to  a rapid  or  large 
increase  in  the  PaC02,  severe  acidosis 
or  C02  narcosis  manifested  by  stupor 
or  coma  may  ensue.  In  this  setting, 
oxygen  should  not  be  discontinued 
abruptly  since  hypoxia  will  rapidly 
worsen  and  death  may  occur.  The  ap- 
propriate action  is  endotracheal  in- 
tubation and  mechanical  ventilation. 


This  difficult  decision  must  be  based 
on  the  individual  patient’s  wishes,  tak- 
ing in  to  account  his  degree  of  per- 
manent lung  impairment.  Ideally,  the 
physician  will  have  discussed  the  is- 
sue of  life-supporting  technology  with 
the  severely  affected  patient  before  its 
use  is  imminent. 

Drugs: 

In  the  acute  setting,  aminophylline 
should  generally  be  given  intraven- 
ously. A loading  dose  of  five  to  six 
mg/ kg  is  given  over  20  minutes  to 
patients  not  previously  taking  amin- 
ophylline or  theophylline.  The  load- 
ing dose  should  be  reduced  by  one 
half  in  patients  who  already  have  re- 
ceived theophylline.  Following  the 
loading  dose,  a maintenance  infusion 
must  be  given;  the  rate  should  be 
based  on  FDA-approved  guidelines.12 
Serum  theophylline  levels  should  be 
measured  at  12,  24,  and  48  hours  to 
check  for  adequacy  of  loading,  im- 
pending toxicity,  and  adequacy  of  the 
steady-state  level,  respectively.  Beta 
adrenergic  drugs  can  be  given  by  in- 


Assessment  of  the  response  to 
therapy  requires  frequent  ob- 
servation of  vital  signs,  at  least 
daily  examination  of  the  res- 
piratory system , and  periodic 
blood  gas  measurement. 


haled  aerosol  or  subcutaneous  injec- 
tion. Aerosolization  results  in  less 
systemic  side  effects.  The  preferred 
agents  have  already  been  mentioned. 
Many  patients  with  COPD  have  un- 
derlying heart  disease  and  are  sus- 
ceptible to  the  adverse  cardiovascular 
effects  of  methylxanthines  and  beta 
adrenergic  drugs.  Although  due  cau- 
tion must  be  exercised,  bronchospasm 
also  stresses  the  cardiovascular  sys- 
tem; thus,  aggressive  but  careful 
therapy  is  indicated. 

Corticosteroids  should  be  given  in- 
travenously in  the  acutely  ill  patient.0 
Hydrocortisone  ( 100  to  250  mg  Q6H) 
is  effective  and  less  expensive  than 
methylprednisolone.  Once  broncho- 
dilation  is  achieved,  oral  prednisone 
is  substituted,  then  rapidly  tapered  to 
about  one  half  to  one  mg/kg  per  day, 
and  finally  gradually  tapered  and 


stopped  provided  there  is  no  clinical 
deterioration. 

If  a specific  respiratory  infection  is 
identified,  patients  should  be  treated 
with  appropriate  antibiotics.  If  no 
single  infectious  agent  is  identified  or 
suspected,  a broad-spectrum  anti- 
biotic can  be  used  as  described  above. 
Erythromycin  is  effective  for  myco- 
plasma and  legionella  infections.  Ade- 
quate hydration,  deep  breathing,  and 
coughing  are  essential  to  mobilize  se- 
cretions. Some  patients  require  pos- 
tural drainage,  chest  percussion,  or 
tracheal  suction,  especially  if  secre- 
tions are  voluminous. 

The  importance  of  nutrition  already 
has  been  mentioned.  Patients  who  are 
eating  can  be  given  liquid  nutritional 
supplements.  Enteral  or  parenteral 
feeding  should  be  started  early  in  pa- 
tients who  are  not  eating  or  who  are 
being  mechanically  ventilated. 

Assessment  of  Response: 

Assessment  of  the  response  to 
therapy  requires  frequent  observation 
of  vital  signs,  at  least  daily  examina- 
tion of  the  respiratory  system,  and 
periodic  blood  gas  measurement.  In 
addition,  bedside  spirometry  or  peak 
flow  measurements  are  helpful.  A re- 
peat chest  x-ray  is  not  necessary  un- 
less there  is  an  unsatisfactory  clinical 
response.  If  arterial  blood  gases  do 
not  demonstrate  adequate  oxygena- 
tion, provision  must  be  made  for  tem- 
porary home  oxygen  before  the  pa- 
tient is  discharged. 

The  personal,  social,  and  economic 
consequences  of  COPD  can  be  devas- 
tating. Any  patient  who  is  severely 
impaired,  has  serious  complications, 
or  fails  to  respond  satisfactorily  to 
comprehensive  and  intensive  therapy 
as  outlined  in  this  paper  is  a candi- 
date for  consultation  with  a specialist 
in  pulmonary  diseases. 
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CME  Questions 

1.  Which  of  the  following  is  needed 
in  order  to  make  a diagnosis  of 
COPD? 

A.  History  of  chronic  cough  and 
phlegm 

B.  Hyperinflation  on  the  chest 
x-ray 

C.  Obstructive  pattern  on  spiro- 
metry 

D.  Reduction  in  carbon  mon- 
oxide diffusing  capacity 

2.  Reversible  airflow  obstruction 
should  be  treated  initially  with: 

A.  Inhaled  corticosteroids 

B.  A theophylline-e  p h e d r i n e 
combination  (Marax) 

C.  An  inhaled  beta-2  adrenergic 
drug 

D.  Oral  corticosteroids 


3.  Which  of  the  following  statements 
about  physical  conditioning  in 
COPD  is  false? 

A.  It  can  improve  respiratory 
muscle  endurance 

B.  It  can  improve  the  FVC/ 
FEVi  ratio 

C.  It  can  improve  cardiovascular 
fitness 

D.  It  can  reduce  symptoms  at  a 
given  level  of  exercise 

4.  A patient  with  emphysema  has  in- 
creased dyspnea.  Blood  gases 
from  a stable  office  visit  and  dur- 
ing the  current  illness  showed: 


pH 

PaC02 

Pa02 

Baseline: 

7.35 

50  torr 

63 

torr 

Current: 

7.42 

41  torr 

52 

torr 

Which  of  the  following  is  the  most 
likely  explanation? 

A.  An  exacerbation  of  COPD 

B.  Increased  bronchospasm 

C.  Pulmonary  embolism 

5.  Reducing  caloric  intake  to  about 
70  per  cent  of  normal  improves 
respiratory  function  in  COPD. 

True  or  false? 

A.  True 

B.  False 

6.  The  best  treatment  for  heart  fail- 
ure due  to  cor  pulmonale  in  COPD 
is: 

A.  Maintaining  oxygenation 

B.  Digitalis 

C.  Digitalis  plus  furosemide 

7.  Which  of  the  following  is  not  an 
indication  for  hospitalization  in 

COPD? 

A.  Hypoxia 

B.  Pneumonia 

C.  Pneumothorax 

D.  Abnormal  electrocardiogram 


8.  A patient  with  COPD  is  seen  in 
the  emergency  room  with  the  fol- 
lowing blood  gases:  pH  = 7.40, 
PaC02  = 54,  Pa02  = 40.  Which 
of  the  following  statements  is 
true? 

A.  Oxygen  should  be  adminis- 
tered promptly 

B.  Oxygen  should  be  withheld  to 
prevent  C02  retention 

C.  Subcutaneous  epinephrine 
should  be  administered  and 
the  patient  discharged  to 
home 

9.  Which  of  the  following  statements 
about  COPD  is  true? 

A.  All  patients  should  receive 
oral  corticosteroids 

B.  Arterial  blood  gases  should 
be  measured  at  least  once  in 
all  patients  with  moderate  to 
severe  COPD 

C.  Most  patients  with  chonic 
bronchitis  have  little  emphy- 
sema 

D.  All  heavy  smokers  should 
have  an  annual  chest  x-ray  to 
detect  early  COPD 

10.  A patient  with  COPD  has  a blood 
gas  showing  a Pa02  of  60  torr,  a 
PaC02  of  44  torr,  and  a pH  of 
7.38.  Which  of  the  following 
would  NOT  be  sufficient  addi- 
tional evidence  to  prescribe  con- 
tinuous home  oxygen? 

A.  Elevated  jugular  venous 
pressure  and  ‘p  pulmonale’ 
on  electrocardiogram 

B.  Spirometry  showing  severe 
obstruction 

C.  Hemoglobin  of  17.4  grams 
per  dl 

D.  Pa02  of  51  torr  on  exercise 
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Question  Key 

One  hour  of  Category  1 credit  may 
be  obtained  by  completing  and  re- 
turning the  question  key.  An  indi- 
vidual analysis  of  responses  will  be 
returned  without  charge. 

A 50-minute  videotape  discussion  of 
“Chronic  Obstructive  Pulmonary  Dis- 
ease” may  be  purchased  for  $150 
from  the  Office  of  Continuing  Medical 


Education,  WVU  Medical  Center, 
Morgantown,  West  Virginia  26506. 
Arrangements  can  be  made  for  tele- 
phone discussion  following  the  video- 
tape presentation  to  groups.  Visits  to 
the  local  community  or  hospital  by 
WVU  medical  staff  in  relation  to  this 
topic  may  be  arranged. 

The  telephone  number  for  the  Of- 
fice of  Continuing  Medical  Education 
is  (304)  293-3937. 


Circle  the  correct  response. 
Question  1 2 

A A 

B B 

C C 

D D 

NAME 


3 4 5 6 

A A A A 

B B B B 

C C C 

D 


7 8 9 10 

A A A A 
B B B B 
C C C C 
D D D 


STREET 

CITY STATE ZIP  CODE 

Return  to: 

West  Virginia  University 

Office  of  Continuing  Medical  Education 

Medical  Center 

Morgantown,  WV  26506 


most  important  clinically  as  a local 
pulmonary  event.  Although  formation 
of  circulating  precipitans  gives  evi- 
dence for  a systemic  response,  the 
presence  of  these  precipitins  does  not 
necessarily  predict  disease.  Study  of 
the  immunologic  changes  character- 
istic of  HP  has  added  to  the  under- 
standing of  the  ability  of  the  lung  to 
process  an  antigenic  challenge  and  to 
react  to  it,  defining  the  lung  as  an 
important  immunologic  organ. 

There  are  several  ways  in  which  the 
disease  can  present  clinically,  some- 
times making  the  diagnosis  difficult. 
There  may  not  be  a clear-cut  ante- 
cedent exposure  history,  and  the  pres- 
entation may  be  acute  or  chronic.  The 
chest  roentgenograph  may  be  variable 
and,  although  pulmonary  function 
testing  usually  shows  restriction  and  a 
diminished  diffusing  capacity,  obstruc- 
tion also  may  be  present. 

There  is  no  definitive  diagnostic 
test  for  HP.  The  diagnosis  most  fre- 
quently can  be  made  on  the  basis  of 
an  exposure  history  and  ensuing  res- 
piratory illness,  but  it  sometimes  de- 
pends upon  further  study  by  inhala- 
tion challenge,  bronchoalveolar  lav- 
age, or  open  lung  biopsy. 
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Hypersensitivity  pneumonitis  re- 
sults from  the  lung’s  local  immune 
response  to  a large  number  of  inhaled 
organic  antigens.  There  are  several 
possible  clinical  presentations.  In 
acute  disease  the  diagnosis  is  made 
clinically  by  a history  of  exposure 
folloived  by  the  typical  clinical  course. 


In  some  cases  of  chronic  disease  the 
clinical  course  is  not  specific  and  the 
exposure  is  not  obvious,  making  it 
necessary  to  perform  further  diagnos- 
tic testing,  including,  on  occasion, 
open  lung  biopsy.  Treatment  is  re- 
moval from  the  offending  antigen, 
symptomatic  support,  and  steroids  to 
speed  the  recovery  of  the  acutely  ill 
patient. 

TTypersensitivity  pneumonitis  (HP), 
or  extrinsic  allergic  alveolitis,  is 
the  name  given  to  a group  of  diseases 
that  result  from  the  inhalation  of  a 
number  of  organic  dusts  and  fumes. 
The  immunologic  response  to  the  in- 
halation of  the  sensitizing  antigen  is 


Clinical  Presentation 

HP  presents  in  one  of  several 
ways.1,2  It  may  present  as  an  acute, 
hectic  illness,  as  an  indolent  illness, 
flaring  after  each  of  repeated  expos- 
ures, as  an  insidiously  progressive 
chronic  illness  or  as  a combination  of 
these,  as  illustrated  in  the  Figure. 

Acute  Illness 

The  acute  form  of  the  illness  fol- 
lows inhalation  of  an  antigen  to  which 
the  patient  has  been  sensitized  by 
prior  exposure  (“A,”  Figure).  Four 
to  eight  hours  following  exposure  to 
the  offending  antigen,  the  patient  be- 
comes systemically  ill  with  fever,  my- 
algias, cough  productive  of  no  or 
scanty  amounts  of  sputum,  and  res- 
piratory distress,  sometimes  severe 
enough  to  require  artificial  ventilation. 

Physical!  examination  shows  tachy- 
cardia. tachypnea,  crackles  at  the  lung 
bases,  and  occasionally  an  inspiratory 
“squawk.”3  The  lymphocyte  count  in- 
itially may  fall,  and  there  may  be  a 
short-lived  leukocytosis  and  elevation 
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HYPERSENSITIVITY  PNEUMONITIS 
Clinical  Course 


Exposure 


Figure.  HP  has  several  presentations.  Acute  disease  (A)  follows  the  exposure  by 
4-8  hours  and  usually  completely  resolves.  However,  after  further  exposures  (B), 
and  rarely  following  the  initial  inciting  exposure  (D),  permanent  impairment  may 
result.  Chronic  restrictive  disease  also  can  present  with  an  insidious  course  without 
discrete  acute  episodes  (C). 


of  the  sedimentation  rate.  Unlike  the 
hypersensitivity  associated  with  atopic 
disease,  eosinophilia  is  rare.  Spirome- 
try shows  restriction  with  a fall  in  the 
FVC  and  FEV],  and  the  diffusing 
capacity  is  reduced  out  of  proportion 
to  the  fall  in  lung  volumes.4  The  ar- 
terial-alveolar gradient  for  PCK  rises, 
but  alveolar  ventilation  is  preserved, 
and  alveolar  hyperventilation  is  the 
rule  until  late  in  severe  cases. 

The  chest  roentgenogram  is  variable 
and  may  correlate  poorly  with  symp- 
toms. It  may  be  normal,  show  scat- 
tered infiltrates  with  an  alveolar  fill- 
ing pattern,  fine  reticular  infiltrates, 
or  most  typically,  a fine  nodular  pat- 
tern. 

Treatment  is  removal  from  the  cau- 
sative agent  and  symptomatic  support 
of  the  patient.  If  severity  of  the  symp- 
toms dictates,  treatment  with  gluco- 
corticoids speeds  recovery. 

Although  complete  recovery  from 
the  espisode  is  the  rule,  occasionally 
permanent  diminution  of  respiratory 
capacity  with  fibrosis  follows  (“D,” 
Figure).  Given  that  exposure  to  many 
of  the  antigens  which  cause  HP  oc- 


curs as  the  result  of  the  patient’s  oc- 
cupation or  hobby,  it  is  obvious  that 
most  exposures  will  be  recurrent.  As 
illustrated  by  “B”  in  the  Figure,  each 
of  subsequent  exposures  can  cause 
acute  alveolitis  with  subsequent  fib- 
rosis and  diminution  of  pulmonary 
function.  Such  symptomatic  recur- 
rences have  been  postulated  to  be  the 
most  important  predictor  of  poor  out- 
come.4 

Chronic  Illness 

Alternatively,  the  exposure  can  be 
insidious  and  unrecognized  or  un- 
avoidable by  the  patient  (“C,”  Fig- 
ure). In  this  case,  HP  may  present 
as  a chronic  interstitial  disease,  very 
difficult  to  differentiate  from  other  in- 
terstitial diseases  such  as  usual  inter- 
stitial pneumonitis.  The  constitutional 
signs  of  the  acute  disease,  except  for 
weight  loss,  are  absent.  The  patient 
complains  of  progressive  dyspnea  on 
exertion  and  a dry  cough. 

Physical  findings  include  crackles, 
and  the  patient  may  be  cyanotic;  club- 
bing is  usually  not  present.  Patients 
presenting  with  end-stage  fibrosis  show 
the  findings  of  cor  pulmonale.  In  some 


series,  up  to  14  per  cent  of  patients 
with  chronic  disease  are  found  to  be 
obstructed,4  and  they  present  with 
wheezing.  In  chronic  disease,  the 
chest  roentgenogram  evolves  from  the 
predominandy  nodular  appearance  of 
acute  disease  to  a pattern  of  fine-to- 
coarse  reticular  opacities,  and  even- 
tually to  honeycombing.  There  is  ro- 
entgenographic  evidence  of  scarring 
causing  volume  loss,  and  this  tends  to 
predominate  in  the  upper  lobes.  Oc- 
casionally, nodules  persist  on  the 
roentgenogram,  but  they  usually  re- 
solve by  the  twelfth  month. 

Pulmonary  function  testing,  as  for 
acute  disease,  shows  evidence  of  re- 
striction with  gas  exchange  abnor- 
malities. Those  patients  with  obstruc- 
tion have  diminished  flows  and  air 
trapping. 

The  Antigens 

There  is  a plethora  of  identified  an- 
tigens that  cause  HP.  A 1981  review 
listed  93  known  causes  of  interstitial 
lung  diseases.  Twenty-nine,  or  nearly 
one  third,  of  the  interstitial  diseases 


There  is  a plethora  of  identi- 
fied antigens  that  cause  HP.  A 
1981  revieiv  listed  93  knotvn 
causes  of  interstitial  lung  dis- 
eases. 


with  a known  cause  were  forms  of 
HP.’’  Faced  with  this  list  and  the  con- 
sideration that  not  all  patients  pre- 
senting with  HP  will  have  the  etiologic 
agent  of  their  disease  determined,  it 
at  first  appears  to  be  an  overwhelming 
task  to  pinpoint  an  etiology.  However, 
the  antigens  can  be  grouped  into 
several  categories.2  With  these  cate- 
gories in  mind,  situations  or  environ- 
ments likely  to  be  associated  with 
specific  antigens  can  be  identified. 

The  categories  include  six  groups 
of  organic  dusts,  thermophilic  bac- 
teria, other  bacteria,  true  fungi,  an- 
imal proteins,  ameba,  bacterial  prod- 
ucts, and  a group  of  organic  vapors. 

The  thermophilic  bacteria  include 
Micropolyspora  faeni,  the  causative 
agent  of  fanner’s  lung.  Farmer’s  lung 
was  the  first  HP  recognized.  The  har- 
vesting and  storage  of  hay  with  30  to 
40  per  cent  moisture  content  allows 
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the  hay  to  become  warmed  to  60°  C 
to  65  C.  This  permits  growth  of  M. 
faeni.  The  next  spring,  when  the  hay 
is  handled  in  the  barn,  clouds  of  M. 
faeni  spores  are  released  in  concentra- 
tions up  to  1.6x10'  to  1.6x10. 9 These 
concentrations  have  been  calculated  to 
deliver  750,000  spores  per  mm3  to  the 
alveoli  of  a farmer  whose  working 
metabolic  rate  is  only  moderately  ele- 
vated.6 

The  components  of  the  dust  from 
the  moldy  hay  have  been  studied  and 
found  to  contain  several  elements  that 
react  with  immunoglobulins  of  an  ex- 
posed individual  s serum.  Other  ther- 
mophilic bacteria  grow  under  condi- 
tions where  the  stored  material  be- 
comes either  purposefully  or  acciden- 
tally “moldy,”  and  have  been  found 
in  heated  water  reservoirs  such  as  in 
humidifiers  and  air  conditioning. 

The  “other  bacteria”  group  is  com- 
posed of  Bacillus  strains  found  in  hu- 
midifiers or  processed  during  the 
manufacturing  of  detergent.  The  true 
fungi  include  a number  of  fungi  that 
grow  in  circumstances  similar  to  the 
thermophilic  bacteria.  They  are  called 
true  fungi  to  separate  them  from  the 
thermophilic  bacteria  which  mor- 
phologically resemble  fungi. 

Animal  proteins  form  the  group 
that  includes  the  antigen  that  causes 
the  other  widely  studied  HP,  bird 
fancier’s  disease.  Also  called  pigeon 
breeder’s  lung,  this  condition  is  the 
result  of  inhalation  of  proteins,  rather 
than  the  more  complex  mixture  of 
microbial  antigens  which  cause  far- 
mer’s lung.  The  protein  is  an  albumin 
and  has  been  isolated  from  serum,  ex- 
creta and  shed  proteinaceous  matter. 
The  birds  most  likely  to  be  associated 
with  this  disease  are  also  those  which 
have  dry,  and  thus  easily  aerosolized, 
droppings.  Other  birds  causally  linked 
to  HP  are  chickens,  turkeys  and  para- 
keets. Laboratory  workers  have  be- 
come sensitized  to  rats.  Patients  with 
diabetes  insipidus  who  were  treated 
with  pituitary  snuff  were  at  risk  to 
develop  HP. 

Ameba  have  been  isolated  from 
humidifiers  and,  in  some  instances, 
presumptively  have  been  linked  to  HP. 
BacteriaJ  products  that  have  caused 
HP  inqlude  bleomycin.  Byssinosis  has 


been  suggested  to  be  an  HP.  While  in- 
haled endotoxin  has  been  correlated 
with  the  Monday  symptoms  typical  of 
byssinosis,  and  immunologic  markers 
have  been  described,  byssinosis  is  not 
a true  HP. 

Both  toluene  diisocyanate  and  di- 
phenylmethane  diisocyanate  ( MDI  I 
can  produce  symptoms  characteristic 
of  HP  as  well  as  bronchospasm,  and 
bronchoalveolar  lavage  recently  has 
demonstrated  specific  antibodies  and 
the  lymphocytic  alveolitis  typical  of 
HP.7 

Immunology 

In  1968,  Gefl  and  Coombs  proposed 
a classification  of  the  immune  re- 
sponses into  four  types.  Type  I is  im- 
mediate hypersensitivity.  It  is  char- 
acterized by  the  reaction  of  an  al- 
lergen and  reagin  (IgE),  causing  mast 
cells  to  release  their  mediators.  Clini- 
cally, this  is  expressed  as  asthma. 
Type  II  reactions  are  mediated  by 
antibodies  which  are  directly  cytotoxic 
and  which  act  by  binding  to  their 
target  cells.  Goodpasture’s  syndrome 
is  an  example  of  this  group. 

Type  III  response  results  from  the 
formation  of  immune  complexes  and 
the  deposition  of  these  complexes  in  a 
non-specific  manner  in  tissues,  caus- 
ing activation  of  the  complement  cas- 
cade and  organ  damage.  In  this  type 
of  response  the  injured  tissue  is  an 
“innocent  bystander.”  The  Arthus  re- 
action and  serum  sickness  are  type  III 
immunologic  responses. 

Delayed  hypersensitivity  makes  up 
type  IV.  Rather  than  being  antibody- 
mediated,  the  type  IV  response  resides 
with  the  T cell.  Granuloma  formation 
is  the  hallmark  of  type  IV  responses 
and  is  exemplified  by  the  granuloma- 
tous inflammation  of  tuberculosis  and 
histoplasmosis. 

While  this  classification  system  pro- 
vides a framework  for  ordering  the 
immunopathogenesis  of  diseases,  not 
all  immune-mediated  responses  fit  into 
the  classification  as  neatly  as  the  ex- 
amples given.  HP  is  a good  example 
of  this.  There  is  evidence  that  it  re- 
sults from  a combination  of  immun- 
ologic responses.8  Indeed,  evidence 
implicating  each  of  the  four  types  of 
responses  has  accrued. 


The  evidence  for  type  I and  type  II 
mechanisms  is  the  least  convincing. 
Type  I response  is  supported  by  the 
prevalence  of  immediate  skin  reac- 
tions to  intradermally  administered 
avian  antigens  in  exposed  persons  and 
by  the  presence  of  eosinophils  in  lungs 
of  patients  with  very  early  alveolitis.9 
Although  IgE  is  rarely  found  with  HP, 
anaphylactic  IgG  has  been  described 
and  has  been  hypothesized  as  active 
in  HP.  Type  II  response  was  sug- 
gested in  farmer’s  lung  disease  bty  the 
documentation  of  antigen  to  Micro- 
poly spora  faeni  in  bronchial  walls, 
fixed  complement  in  histiocytes,  and 
vasculitis.10 

The  similarity  of  the  temporal 
course  of  the  typical  episode  of  acute 
alveolitis,  i.e.,  onset  four  to  eight 
hours  after  exposure,  to  the  temporal 
course  of  Arthus-type  skin  tests  sug- 
gested to  investigators  that  a common 
mechanism  was  responsible.  The  late, 
type  III  skin  reaction  against  intrader- 
mally administered  antigens  depends 
upon  IgG  binding  with  antigen  and 
stimulation  of  the  complement  cascade 
by  the  antigen-antibody  complex.  IgG 
antibodies  to  alveolitis-producing  an- 
tigens were  first  demonstrated  for 
avian  antigens.  Eighty-five  per  cent 
of  patients  with  bird  fancier’s  disease 
have  specific  IgG  and,  if  enough  dili- 
gence is  applied,  100  per  cent  of  pa- 
tients with  farmer’s  lung  are  found  to 
have  thermophilic  Actinomycete  pre- 
cipitans.11  The  histopathology  of  the 
type  III  skin  reaction  shows  deposi- 
tion of  the  immune  complexes,  and 
complement  on  vascular  endothelium 
and  in  perivascular  spaces  with  a re- 
sulting small  vessel  vasculitis.12  In 
patients  with  acute  alveolitis,  similar 
changes  have  been  found.13 

The  histopathology  of  HP  is  sug- 
gestive of  delayed  hypersensitivity. 
The  interstitial  mononuclear  cell  infil- 
trate and  non-caseating  granulomas 
most  closely  resemble  a type  IV  re- 
sponse. This  is  further  supported  by 
bronchoalveolar  lavage  (BALI  which 
yields  elevated  numbers  of  cells  with 
a high  percentage  (65  per  cent)  of 
lymphocytes.14  These  cells  are  mostly 
T-lymphocytes  (70  per  cent).15 
Lymphoctyes  from  a patient  with  bird 
fancier’s  disease  and  a patient  with 
clinical  HP  after  exposure  to  MDI 
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were  shown  in  vitro  to  be  stimulated 
to  proliferate  and  induced  to  inhibit 
macrophage  migration  when  exposed 
to  the  alveolitis-inducing  antigen.16 
Interestingly,  the  lavage  fluid  of 
asymptomatic  farmers1  and  pigeon 
breeders15  also  has  been  found  to 
have  an  elevated  number  of  cells  with 
a lymphocyte  predominance.  Al- 
though both  the  number  of  cells  and 
the  fraction  of  lymphocytes  are 
smaller  than  found  in  patients,  this  ob- 
servation suggests  that  modulation  of 
the  hypersensitivity  response,  and  not 
just  its  presence,  is  responsible  for  ex- 
pression of  the  disease. 

Characterization  of  the  lympho- 
cytes has  shown  them  to  be  primarily 
suppressor  cells  (helper/suppressor 
ratio  0.8). 15  While  the  presence  of 
suppressor  cells  does  not  necessarily 
imply  a high  suppressor  cell  activity, 
it  certainly  distinguishes  the  immune 
response  of  HP  from  that  of  both 
sarcoidosis,  with  its  helper  T-cell  pre- 
dominance in  lavage  fluid,18  and  de- 
layed hypersensitivity  tuberculin  skin 
reactions,  which  have  a histopath- 
ology  also  characterized  by  helper  T 
cells.19 

Study  of  patients  with  HP  has  af- 
forded insight  into  the  local  immune 
capabilities  of  the  lung.  Animal  and 
human  studies  have  shown  that  both 
the  humoral  and  cellular  immune  re- 
sponse of  the  lung  were  more  marked 
for  antigens  delivered  into  the  lung 
than  for  those  placed  subcutane- 
ously.20,21 That  specific  humoral  re- 
sponse occurred  in  the  lung  was  dem- 
onstrated by  the  BAL  finding  of  anti- 
bodies specific  for  the  putative  an- 
tigen in  patients  with  HP.2  Although 
the  systemic  cellular  responsiveness, 
as  measured  by  intradermal  adminis- 
tration of  tuberculin,  seems  to  corre- 
late with  the  occurrence  of  disease  in 
bird  fanciers,8  lymphocytes  harvested 
from  affected  individuals  differ  from 
those  in  the  circulation  in  both  their 
ability  to  proliferate  and  to  produce 
macrophage  inhibition  factor  in  vitro 
when  stimulated  specifically  or  with 
a non-specific  mitogen.  Lymphocytes 
from  the  lungs  of  a patient  with  bird 
fancier’s  disease  were  less  responsive 
to  mitogens  than  peripheral  lympho- 
cytes but  caused  macrophage  migra- 
tion inhibition  when  exposed  to 


pigeon  droppings,  pigeon  serum,  and 
SKSD,  suggesting  specific  activation. 
The  patient’s  BAL  lymphocytes,  how- 
ever, did  not  produce  detectable  ma- 
crophage inhibition  six  days  after  in- 
halation challenge.16  Taken  together 
with  the  identification  of  an  elevated 
suppressor  T cell  population  in  BAL 
from  patients  with  HP,  this  last  ob- 
servation suggests  that  down  modula- 
tion of  the  local  immune  response  may 
be  an  important  protective  factor  in 
the  lung’s  processing  of  inhaled  anti- 
gens. 

In  spite  of  a predominant  local  re- 
sponse in  the  pathogenesis  of  HP,  the 
systemic  immune  system  is  activated, 
as  noted  above.  This  is  further  sug- 
gested by  the  correlation  of  jejunal 
villous  atrophy  with  bird  fancier’s 
lung34  and  farmer’s  lung.23 

Histopathology 

Since  few  patients  come  to  biopsy 
or  autopsy  early  in  the  course  of  acute 
alveolitis,  the  early  histopathologic 
changes  have  not  been  systematically 

Study  of  patients  tvith  HP 
has  afforded  insight  into  the 
local  immune  capabilities  of 
the  lung.  Animal  and  human 
studies  have  shown  that  both 
the  humoral  and  cellular  im- 
mune response  of  the  lung 
ivere  more  marked  for  antigens 
delivered  into  the  lung  than  for 
those  placed  subcutaneously. 

studied.  However,  two  carefully  done 
studies  recently  have  described  the 
lung  changes  found  in  HP. 

Reyes  et  al.24  reviewed  specimens 
from  60  patients  with  farmer’s  lung. 
They  found  a predominantly  mononu- 
clear infiltrate  of  the  intraalveolar  in- 
terstitium  in  all  specimens.  Infiltra- 
tion of  the  alveolar  air  spaces  was 
noted  in  39  patients.  There  was  more 
extensive  polymorphonuclear  involve- 
ment in  the  air  space  infiltrate  than  in 
the  mural  infiltrates.  Fibrosis  also  was 
present  in  39  patients  but  tended  not 
to  be  extensive,  and  correlated  with 
chronicity.  Granulomas  were  present 
in  42  specimens.  Thirty  of  the  pa- 
tients had  bronchiolitis  obliterans. 
Other  noted  findings  were  foreign 
body  material  in  36  patients,  pleural 


fibrosis  in  29,  intra-alveolar  edema  in 
31,  and  foamy  cells  (large  histiocytic 
cells  with  abundant  foamy-appearing 
cytoplasm)  in  33. 

Kawanami  et  al.25  described  the 
morphologic  changes  in  the  lungs  of 
18  patients  who  underwent  open  lung 
biopsy.  The  time  since  the  inciting 
exposure  ranged  from  one  month  to 
several  years.  They  found  that  HP 
was  manifested  by  alveolitis,  granulo- 
mas, intraalveolar  buds,  and  fibrosis. 

The  alveolitis  was  mononuclear, 
predominantly  activated  lymphocytes, 
present  within  the  walls  of  alveoli  in 
all  cases,  and  present  within  the  alveo- 
lar air  spaces  in  17  of  the  18  patients. 
Granulomas  were  present  in  about  two 
thirds  of  patients  with  HP.  Unlike 
the  granulomas  of  tuberculosis,  they 
were  not  caseating.  Unlike  those  of 
sarcoidosis,  they  were  not  well  demar- 
cated from  the  surrounding  paren- 
chyma, and  were  found  in  the  intra- 
alveolar interstitium  rather  than  along 
bronchi,  vascular  sheaths  or  pleural 
surfaces. 

The  intraalveolar  buds,  felt  to  rep- 
resent the  organization  of  exudates  re- 
sulting from  the  leak  of  fibrinous  and 
proteinaceous  matter  into  the  alveoli, 
were  present  in  11  of  the  patients. 
The  fibrosis  varied,  and  there  was 
little  to  distinguish  it  from  the  fibrosis 
found  in  usual  interstitial  pneumonitis 
or  other  types  of  pulmonary  fibrosis. 
The  pulmonary  vessels  were  spared  in 
all  but  two  of  the  biopsies.  Bronchial 
changes  were  mild,  and  present  only 
in  those  specimens  with  the  most  ex- 
tensive parenchymal  disease.  No  pleu- 
ral disease  and  no  bronchiolar  changes 
were  noted.  The  failure  of  these  au- 
thors to  find  bronchiolar  changes  is 
remarkable  since  bronchiolitis  obli- 
terans has  been  associated  with  HP  in 
other  series24  and  has  been  felt  to  ex- 
plain the  obstruction  present  in  a fair 
percentage  of  patients  with  chronic 
disease. 

Diagnosis 

A presumptive  diagnosis  of  HP  de- 
pends on  the  recognition  of  a history 
of  an  appropriate  exposure  and  en- 
suing typical  symptoms  and  signs. 
The  diagnosis  is  easiest  when  the  pa- 
tient is  one  of  the  80  per  cent  who 
present  with  the  typical  symptoms  of 
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acute  alveolitis  after  either  one  or  re- 
peated exposures.  Nodular  changes 
on  the  chest  roentgenogram  help  as 
does  the  identification  of  restricted 
lung  volumes  and  a fall  in  the  diffus- 
ing capacity.  In  these  cases  the  pres- 
ence of  serum  precipitans  confirms 
the  exposure. 

When  the  presentation  is  not  as 
classical,  a high  index  of  suspicion 
must  be  maintained.  In  these  cases 
precipitating  antibodies  may  suggest 
the  diagnosis,  but  since  many  more 
exposed  individuals  develop  antibod- 
ies than  contract  disease,  precipitans 
remain  only  supportive  evidence.  An 
inhalation  challenge  with  a putative 
antigen  that  reproduces  the  patient’s 
symptoms  is  diagnostic.26  However, 
a large  antigen  exposure  is  necessary 
to  avoid  false  negative  results.  Such 
an  exposure  can  cause  marked  respira- 
tory' distress  and  permanent  lung  dam- 
age, limiting  the  usefulness  of  inhala- 
tion challenge.26 

Bronchoalveolar  lavage  may  be  of 
assistance  in  diagnosing  HP.2,  As 
means  of  identifying  lymphocyte  pop- 
ulations and  their  specific  response 
to  antigens  become  widely  available, 
more  specific  diagnostic  criteria  may 
he  developed.  Presently,  lavage  may 

In  the  vast  majority  of  cases. 
HP  is  a self-limited  disease 
ivhen  the  patient  is  removed 
from  further  exposure  to  the 
antigen. 


be  used  to  identify  the  lymphocytic  na- 
ture of  the  alveolitis,  but  as  has  been 
noted,  this  does  not  differentiate  HP 
from  sarcoidosis.  The  observation 
that  the  concentration  of  IgM  is  ele- 
vated in  lavage  fluid  from  patients 
with  HP,  but  not  from  patients  with 
sarcoidosis,  idiopathic  pulmonary  fi- 
brosis, eosinophilic  granuloma,  or  col- 
lagen-vascular diseases,14  holds  prom- 
ise that  BAL  IgM  may  prove  to  be 
valuable  diagnostically.  26  When  HP 
presents  as  chronic,  slowly  progressive 
interstitial  fibrosis,  it  is  clinically 
indistinguishable  from  idiopathic  pul- 
monary fibrosis.  In  this  case,  an  open 
lung  biopsy  may  yield  pathologic 
changes  suggestive  of  HP. 


Outcome 

In  the  vast  majority  of  cases,  HP 
is  a self-limited  disease  when  the  pa- 
tient is  removed  from  further  exposure 
to  the  antigen.  The  importance  of 
avoidance  of  exposure  is  underscored 
by  the  suggestion  that  symptomatic 
recurrences  are  the  single  most  pre- 
dictive factor  for  poor  outcome.  Un- 
fortunately, for  farmers  and  others 
whose  exposures  occur  during  the 
earning  of  their  livelihood,  avoidance 
may  not  be  acceptable.  For  such  in- 
dividuals, masks  may  allow  safe  re- 
sumption of  their  work.28  Alterna- 
tively, it  has  been  suggested  that  cor- 
ticosteroids be  used  to  treat  succes- 
sive recurrent  attacks,  but  the  long- 
term adequacy  of  corticosteroids  as 
prophylaxis  for  permanent  lung  dam- 
age is  unknown. 

Conclusion 

In  1932,  J.  M.  Campbell  wrote  the 
first  modern  description  of  HP:29 

The  summer  of  1931  proved  a 
very  bad  season  for  haymaking  in 
Westmoreland  owing  to  rain,  and 
much  of  the  hay  was  taken  in  in  an 
unsatisfactorily  damp  condition. 
The  inevitable  result  was  the  de- 
velopment of  a great  deal  of  mould, 
especially  in  the  lower  strata,  so  that 
working  with  it  later  produced 
dense  clouds  of  “white"  or  “hay" 
dust.  . . 

Unfortunately,  not  all  exposures 
which  cause  HP  are  as  obvious  as  Doc- 
tor Campbell's  “white"  dust.  The  di- 
agnosis of  HP  often  requires  a high  in- 
dex of  suspicion  and  careful  examina- 
tion of  the  patient’s  environment  to 
identify  the  offending  antigen  in  or- 
der not  to  miss  this  reversible  cause  of 
interstitial  lung  disease. 
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WORLD  POPULATION  BOMB  STILL  TICKING 

World  population  has  increased  nearly  threefold  since  the  beginning  of  the  20th 
century,  an  exponential  rise  that  threatens  the  quality  of  life  of  every  individual, 
warns  Roger  W.  Rochat,  M.D.,  of  the  Centers  for  Disease  Control  in  Atlanta  in 
the  Journal  of  the  American  Medical  Association. 

In  the  special  “A  Piece  of  My  Mind”  section  of  JAMA,  Doctor  Rochat  couches 
his  warning  in  a public  letter  to  his  father,  born  in  1905:  In  that  year  “the 
world’s  population  was  1.7  billion  and  growing  by  about  nine  million  per  year. 
Today,  in  1985,  the  world’s  population  is  4.8  billion  and  growing  by  78  million 
per  year.”  Doctor  Rochat  notes  that  his  father’s  life  expectancy,  based  on  actu- 
arial tables,  is  86,  suggesting  he  will  live  until  1991.  In  that  year,  world  popula- 
tion will  total  5.4  billion  and  will  be  growing  yearly  by  92  million;  in  2005,  world 
population  is  expected  to  reach  6.6  billion,  nearly  a fourfold  increase  during  the 
century. 

“About  one  in  seven  persons  ever  born  in  the  history  of  the  woidd  will  be  born 
in  your  lifetime,”  Doctor  Rochat  says.  He  notes  that  during  the  33  years  of  the 
life  of  Christ,  world  population  increased  by  three  million,  but  that  during  only 
the  next  six  years  of  his  father’s  life  world  population  will  increase  by  600  million. 
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Corporatization  Of  Medical  Care 


Corporatization  of  medical  care 
could  prove  to  be  a tragic,  even  a 
catastrophic,  miscalculation.  Corpo- 
ratization of  medical  care  could 
rapidly  become  a health  hazard  for  the 
entire  nation.  When  economic  hard 
times  fall  upon  a for-profit  conglome- 
rate at  some  future  date,  corporate 
changes  might  well  require  deletions 
of  certain  services  and  even  closures 
of  entire  institutions  in  the  name  of 
avoiding  economic  losses  for  the  cor- 
poration and  its  stockholders.  In 
terms  of  individual  service  and  com- 
munity sendee,  the  result  could  be 
catastrophic. 

The  “pro  competition’"  posture  of 
government,  business  and  consumer 
groups  is  aimed  at  providing  more, 
better  and  less  expensive  health  care, 
so  they  say.  The  high  cost  of  health 
care  has  resulted  from  a number  of 
causes,  among  which  are:  ever-in- 

creasing complex  technology;  expand- 
ing longevity,  with  the  85-year-old  age 
group  increasing  most  rapidly;  a 
shaky  and  rapidly  changing  economy 
over  the  past  decade;  increased  access 
and  utilization;  maturing  of  Medicare 
and  Medicaid  philosophy;  astronomi- 
cal malpractice  and  defensive  med- 
icine costs;  the  structuring  of  health 
care  policies  which  for  a quarter  of  a 


century  overlooked  the  cheaper  out- 
patient methods  of  care;  the  increas- 
ing intrusion  of  government,  and  ex- 
panding administrative  costs.  Now, 
with  “pro  competition,”  another  bal- 
looning of  costs  can  be  expected. 

With  the  whole  operation  of  health 
care  being  handed  over  to  an  army  of 
promoters  and  speculators  pell-mell 
and  willy-nilly  and  all  for  profit,  who 
will  be  concerned  for  the  care  of  the 
poor,  the  chronically  ill,  the  incurably 
ill,  and  the  many  other  disadvantaged 
groups  in  our  society?  Traditionally, 
hospitals  and  individual  physicians 
have  borne  this  burden.  Likely,  this 
will  not  be  the  case  when  all  of  med- 
ical care  becomes  corporatized  and 
corporate  magnates  take  charge. 

Many  problems  are  being  generated 
by  the  growth  of  profit  shares  of  med- 
ical markets.  If  unchecked,  vital 
health  services  will  be  in  even  greater 
jeopardy.  Unprofitable  services  will 
not  be  provided.  Profitable  services 
will  be  in  overabundance.  Teaching 
hospitals  will  not  be  able  to  compete, 
and  other  vital  services  such  as  home 
health  agencies  which  serve  all  in  need 
rapidly  wall  face  the  prospect  of  in- 
solvency. Literally,  the  nonprofit  hos- 
pitals and  agencies  which  historically 
have  made  available  humane  services 


will  diminish  and  even  fade  out.  So, 
who  will  provide  these  essential  and 
needed  services  for  the  nation’s  peo- 
ple? Ethically,  who  should  be  respon- 
sible for  funding  the  costs  of  medical 
care  services  to  those  who  cannot 
otherwise  afford  them? 

The  new  interests  of  government, 
business  and  consumer  groups  should 
be  expanded  to  a popular  consensus, 
and  specific  answers  to  these  vital 
questions  should  be  determined.  The 
American  Medical  Association  has 
sponsored  over  the  past  several  years 
a Health  Policy  Agenda  in  which  155 
industries  and  a cross  section  of  or- 
ganized groups  and  individuals  from 
the  nation  have  been  struggling  with 
these  very  problems.  The  earliest 
draft  of  their  deliberations  is  expected 
in  mid-1986.  This  forthcoming  paper 
should  prove  to  be  an  invaluable 
health  service  tool  for  our  society  for 
years  to  come. 

QasJl / Al  - /)  . 

Carl  J.  Roncaglione,  M.D.,  President 
West  Virginia  State 
Medical  Association 
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Editorials 


Further  Ammunition 


It’s  time  for  medicine  to  enlist  the 
help  of  the  business  community  in  the 
effort  to  solve  the  professional  liability 
insurance  cost  crisis  by  allying  the 
problem  to  the  Workers’  Compensa- 
tion matter  in  this  state. 

According  to  the  Washington-based 
National  Foundation  for  Workers’ 
Compensation,  West  Virginia,  in 
1982,  ranked  number  one  among  all 
states  in  average  Workers’  Compensa- 
tion cost  per  employee!  And  in  terms 
of  cost  per  $100  of  payroll,  West  Vir- 
ginia ranked  second  among  all  states 
and  first  among  its  border  states  in 
this  category. 

Workers’  Compensation  cost  $399 
per  employee  in  1982  while  Ohio,  the 
next  highest  cost  state  among  our 
neighboring  states,  paid  only  62  per 
cent  of  this  amount  or  $251  per  em- 
ployee. Our  sister  state  of  Virginia 
paid  only  $139  per  employee,  approxi- 
mately one-third  the  cost  to  employers 
in  this  state.  The  U.S.  average,  in- 
cidentally, is  $180.  (See  complete  fig- 
ures in  chart  below.) 

The  question  is  why  should  it  cost 
employers  in  West  Virginia  more  than 
twice  the  U.S.  average  to  provide 
Workers’  Compensation  coverage  when 
we  also  lead  the  nation  in  unemploy- 
ment? Are  our  workers  more  prone  to 
accident,  illness  and  injury?  Are  they 
less  healthy  to  begin  with?  Are  our 
health  care  costs  so  much  higher  than 
the  rest  of  the  nation?  Or  have  our 
citizens  found  a way  to  live  off  the 
system?  Are  our  physicians  knowing- 
ly or  unknowingly  abetting  workers 
who  are  abusing  the  system?  Do  at- 
torneys have  a role  in  the  matter  in 
litigating  claims  which  are  not  legi- 
timate? 

It  would  seem  the  time  has  come  for 
business,  medicine  and  labor  to  work 
toward  legitimate  solutions  and  ap- 
propriate legislation  which  could  alle- 


viate this  intolerable  situation.  Ex- 
cessive Workers’  Compensation  costs 
affect  us  all  through  higher  taxes, 
higher  prices  for  the  goods  and  serv- 
ices we  purchase  and  through  lost 
productivity. 

The  truly  injured  worker  for  whom 
the  system  was  designed  suffers  as 
well  at  the  hand  of  those  employees, 
health  care  providers  and  attorneys 
who  may  be  part  of  the  problem. 

Now  it  may  be  that  the  rest  of  the 
nation  is  just  not  treating  the  injured 
worker  as  fairly  (generously?)  as  is 
done  in  West  Virginia,  but  physician 
experience  with  frivolous  lawsuits  for 
alleged  malpractice  might  cause  doc- 
tors to  think  otherwise. 


Food  For  Thought 

Reading  the  myriad  numbers  of 
materials  crossing  one’s  desk  in  a 
week’s  time  is  both  enlightening  and 
depressing.  ‘‘Where  Do  We  Go  From 
Here?”  might  be  a better  title  for  this 
piece  after  examining  the  random  col- 
lection of  facts  in  this  week’s  mail. 

Consider  the  following: 

• The  doctors  of  Wisconsin  face  a 
106-per  cent  rise  in  their  mal- 
practice insurance  premiums  on 
July  1.  Of  this  averaged  in- 
crease, 69  per  cent  is  for  the  ac- 
tual insurance  premium  while 
160  per  cent  is  needed  to  ade- 


At  any  rate,  now’s  the  time  to  talk 
with  our  business  friends  and  ac- 
quaintances about  this  matter.  While 
you're  talking  about  Workers’  Com- 
pensation problems  and  costs  it  would 
be  entirely  appropriate  to  discuss  how 
increasing  professional  liability  pre- 
mium costs  are  also  directly  impacting 
on  the  cost  of  doing  business  in  this 
state. 

Imagine  how  much  better  the  busi- 
ness and  economic  climate  in  this 
state  could  be  if  we  could  reduce  the 
cost  of  funding  Workers’  Compensa- 
tion and  at  the  same  time  hold  the  line 
(or  even  reduce)  health  care  costs. 
We  might  even  find  that  West  Vir- 
ginia could  be  highly  competitive, 
with  an  end  result  that  there  would  be 
more  jobs  and  prosperity  for  every- 
one. 

W.C.  Cost  Rate  W.C.  Cost  Rate 
per  employee  per  $100  of  Payroll 


quately  stabilize  the  Patients 
Compensation  Fund.  Present 
rates  vary  from  $2,323  to  $25,- 
096;  as  of  July  1,  the  rates  will 
go  from  $4,806  (Class  I)  to 
$51,921  for  Class  9. 

There  are  more  than  500,000 
physicians  in  the  U.S.  This  mile- 
stone occurred,  according  to 
AMA  data,  in  1982,  the  last  year 
for  which  complete  data  are 
available.  This  means  there  was 
one  physician  for  every  470  peo- 
ple in  1982  compared  with  one 
doctor  for  every  703  citizens  in 
1960. 

More  than  half  the  doctors  are 
under  44  years  of  age,  and  the 
proportion  of  female  physicians 


The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements 
made  by  authors  or  in  communications  submitted  to  this  Journal  for  publication.  The  author 
shall  be  held  entirely  responsible.  Editorials  printed  in  The  Journal  do  not  necessarily  reflect 
the  official  position  of  the  West  Virginia  State  Medical  Association. 


States 

West  Virginia 
Ohio 

Maryland 

Kentucky 

Pennsylvania 

Virginia 


U.S.  Average 


$399 

251 

197 

187 

180 

139 

180 


2.37 

1.48 

1.23 

1.22 

1.11 

0.94 

1.09 
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doubled  between  1963  and  1982 
from  6.3  per  cent  to  12.8  per 
cent. 

• Foreign  Medical  Graduates 
(FMGs ) grew  from  11.2  per  cent 
of  the  physician  population  in 
1963  to  21.4  per  cent  in  1982. 
More  than  half  (61.1  per  cent) 
of  all  FMGs  in  postgraduate  year 
one  residency  positions  in  the 
U.S.  today  are  U.S.  citizens  who 
have  attended  medical  schools 
outside  the  country. 

• An  informal  tally  of  pending 
professional  liability  suits  re- 
ported in  this  state’s  newspapers 
in  the  past  12  months  reveals 
that  the  plaintiffs  are  seeking 
$65.1  million  in  damages.  Jury 
wards  and  settlements  in  the 
same  period  amounted  to  $13.35 
million  while  an  equal  amount 
was  saved  by  juries  deciding  in 
favor  of  the  defendant  phy- 
sicians. 

While  one  cannot  be  totally  sure 
what  all  this  means,  it  surely  illustrates 


that  the  challenge  of  change  is  upon 
us  as  a society  and  upon  medicine  as 
a profession. 

The  growing  physician  population 
means  ever-increasing  competition  for 
patients.  We  are  certain  to  see  a pro- 
liferation of  alternative  health  care 
systems  competing  for  patients. 
HMOs,  IPAs,  PPOs,  and  a host  of 
capitation  programs  will  rear  their 
heads;  some  will  undoubtedly  succeed, 
others  fail. 

Young  physicians,  not  imbued  with 
the  same  spirit  of  entrepreneurial 
drive  of  their  predecessors,  will  find 
salaried  positions  ever  more  attractive, 
especially  when  weighed  against  the 
excessive  costs  of  starting  a practice. 
Add  to  that  cost  a $15,000  or  $25,000 
or  $40,000  “upfront"  professional  lia- 
bility insurance  tab  and  it’s  easy  to 
understand  why  today’s  medical  grad- 
uates are  thinking  differently. 

Consider  the  headaches  inherent  in 
operating  a medical  practice:  rent, 
utilities,  salaries,  supplies,  malprac- 


tice insurance  costs,  slow  collection  of 
monies  due,  reimbursements  capped 
by  government  and/ or  third-party 
payors,  and  you  begin  to  understand 
why  various  options  begin  to  look 
good. 

Not  only  is  medicine  a “tough  row 
to  hoe”  academically,  it  is  becoming 
an  even  tougher  one  after  getting  into 
practice. 

Somehow,  some  way,  medicine’s 
leadership  must  find  ways  of  solv- 
ing problems,  encouraging  member- 
ship, educating  the  public,  adapting 
to  the  changing  needs  of  a member- 
ship which  is  itself  changing,  and  do 
all  this  while  providing  the  highest 
quality,  most  cost-effective  medical 
care  possible  to  the  patient. 

Private-practice  medicine  will  sur- 
vive; alternative  health  care  plans  will 
survive.  The  role  of  medical  as- 
sociations will  be  to  somehow  meld 
divergent  interests  and  approaches 
into  a unified,  cohesive  whole. 

The  challenge  is  difficult,  the  task 
not  easy.  Join  us,  won't  you? 


Our  Readers  Speak 


A Note  On  Psychological  Recruitment 


B.  L.  was  admitted  for  the  first  time 
to  Weston  Hospital  on  the  evening  of 
April  24,  1985.  A single  white  male, 
31  years  of  age,  he  had  spent  the  last 
10  years  living  with  his  parents.  Over 
the  preceding  six  months  he  had  inter- 
mittently refused  to  eat  or  drink,  re- 
quiring hospitalization.  After  a brief 
stay  he  would  sign  himself  out  of  the 
hospital  against  medical  advice.  He 
additionally  had  been  noted  to  wash 
his  hands  compulsively  and  to  say 
that  all  medication  was  poison.  His 
referral  diagnosis  was  Compulsive 
Personality  Disorder  with  Paranoid 
Features. 

The  admitting  physician  at  Weston 
Hospital  placed  him  on  the  Infirmary, 
started  an  IV  and  sedated  him  as  he 
was  anxious.  Additionally,  he  was 
noted  to  act  in  a paranoid  manner 
with  little  spontaneity.  He  was  given 
a provisional  diagnosis  of  Schizoid 
Personality  versus  Paranoid  Schizo- 
phrenia. His  physical  examination 


was  unremarkable  except  for  a slight 
tachycardia  of  100  and  a blood  pres- 
sure of  105/90. 

Although  the  following  morning  he 
was  noted  drinking  from  the  water 
fountain,  he  sniffed  at  his  juice  and 
food  at  breakfast  and  refused  to  eat. 
When  examined  by  the  ward  phy- 
sician. he  responded  in  monosyllables, 
if  at  all.  and  appeared  very  withdrawm. 
He  was  somewhat  unkempt  and  re- 
mained lying  in  his  bed  in  a hospital 
gown;  IM  medications  were  ordered. 

As  is  an  occasional  custom,  the 
ward  physician  played  his  Highland 
Bagpipes  for  the  Infirmary  patients 
about  an  hour  later,  passing  in  front 
of  the  patient’s  door  described  here; 
he  was  noted  to  remove  his  IV  line, 
dress  himself  and  put  on  his  shoes  and 
socks. 

When  the  piping  ceased,  he  came 
out  of  the  room  and  asked  the  nurse 
for  something  to  eat.  a shave  and  a 
shot  “to  knock  me  out  so  I don’t  have 


to  hear  that  music.”  He  remained  out 
on  the  ward  and  was  more  appropriate 
in  his  behavior  until  he  was  transfer- 
red to  the  diagnostic  unit  the  follow- 
ing day  for  further  evaluation  and 
treatment. 

The  determination  of  a personality, 
affective  or  thought  disorder,  remains 
to  be  determined  in  this  patient. 
Nevertheless,  he  appeared  to  respond 
to  the  music  from  an  instrument 
known  for  its  ability  to  arouse.  Care 
necessarily  must  be  taken  in  the 
course  of  performing  for  patients 
here  and  elsewhere.  The  long-term  ef- 
ficacy of  this  method,  in  our  series  of 
one  case,  remains  to  be  seen. 

John  H.  McWhorter,  M.D. 

Chief  of  Medicine 
Weston  Hospital 
Weston,  WV  26452 

H.  C.  Haynes,  M.D. 

Clinical  Director 

Weston  Hospital 
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WVSMA’s  Proposed  New 
Constitution,  Bylaws 

Editor  s Note:  Printed  in  this  special  insert  to  The  West  Virginia  Medical 
Journal  are  the  proposed  new  Constitution  and  Bylaws  for  the  West  Virginia 
State  Medical  Association  as  introduced  at  WVSMA’s  1984  Annual  Meeting. 
The  insert  was  printed  for  the  information  of  the  membership  before  final  action 
by  the  House  of  Delegates  during  the  1985  Annual  Meeting,  August  14-17,  in 
Charleston.  Amendments  should  be  submitted  to  the  Constitution  and  Bylaws 
Committee,  care  of  WVSMA,  prior  to  the  opening  session  of  the  House  on  Wed- 
nesday, August  14,  1985.  The  final  vote  will  be  held  at  the  second  House  session 
on  Saturday,  August  17,  1985.  Pull  out  this  insert  for  convenient  reference. 


Constitution  and  By-Laws 
of  the 

WEST  VIRGINIA 
STATE  MEDICAL  ASSOCIATION 

CONSTITUTION 

ARTICLE  I.  — NAME 

Sec.  1.  The  name  and  title  of  this  organiza- 
tion shall  be  the  West  Virginia  State  Medical 
Association. 

ARTICLE  II.  — PURPOSES 

Sec.  1.  The  purposes  of  this  Association 
shall  be  to  federate  and  bring  into  one  compact 
organization  the  entire  medical  profession  of  the 
State  of  West  Virginia  and  to  unite  with  similar 
associations  or  societies  of  other  states  to  form 
the  American  Medical  Association;  to  extend 
medical  knowledge  and  advance  medical  science; 
to  promote  the  public  health;  to  maintain  the 
highest  standards  of  medical  education;  to  secure 
the  enactment  and  enforcement  of  just  medical 
laws;  to  promote  the  general  welfare  of  the  pro- 


fession; and  to  enlighten  and  direct  public 
opinion  in  regard  to  Medicine  in  West  Virginia, 
and  to  promote  the  time  honored  commitment  of 
the  profession  to  the  prevention  and  cure  of 
disease  and  in  improving  the  quality  of  life  in 
the  State. 

ARTICLE  III.  — COMPONENT  SOCIETIES 

Sec.  1.  Component  societies  shall  be  char- 
tered by  this  Association. 

ARTICLE  IV.  — COMPOSITION 

Sec.  1.  This  Association  shall  consist  of  ac- 
tive, retired,  honorary,  resident  and  student 
members. 

Sec.  2.  Eligibility  for  membership  in  the  As- 
sociation shall  be  limited  to  doctors  of  medicine 
licensed  to  practice  in  West  Virginia  who  are 
members  of  a component  medical  society  of  the 
West  Virginia  State  Medical  Association;  doc- 
tors of  osteopathy  if  they  have  completed  an  al- 
lopathic (LCGME)  residency  program  and  are 
eligible  or  board  certified  by  an  allopathic  spe- 
cialty board  or  have  passed  the  FLEX  examina- 
tion or  have  become  a diplomate  of  the  National 
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Board  of  Medical  Examiners,  and  who  also  are 
members  of  a component  society;  residents  who 
are  licensed  to  practice  medicine  in  West  Vir- 
ginia, or  who  are  serving  in  internship/ residency 
training  programs  approved  by  the  Accredita- 
tion Council  for  Graduate  Medical  Education  or 
its  successor  prior  to  meeting  requirements  for 
licensure;  and  students  enrolled  in  accredited 
schools  of  medicine  in  West  Virginia  granting 
Doctor  of  Medicine  degrees. 

Sec.  3.  Active  members  shall  be  those  phy- 
sicians who  are  engaged  in  the  practice  of  med- 
icine, and  the  practice  of  osteopathy  as  stipu- 
lated in  Section  2 of  this  Article,  in  the  State  of 
West  Virginia,  including  those  who  are  temp- 
porarily  absent  by  reason  of  serving  a residency 
or  absent  for  a tour  of  duty  with  the  Federal 
Services. 

Sec.  4.  Retired  and  honorary  members  shall 
be  those  physicians  qualified  for  such  member- 
ship under  the  By-Laws  of  this  Association. 

Sec.  5.  Student  members  shall  be  those  per- 
sons enrolled  in  accredited  schools  of  medicine 
in  West  Virginia  granting  Doctor  of  Medicine 
degrees  who  are  qualified  for  membership  under 
the  By-Laws  of  this  Association. 

Sec.  6.  Resident  members  shall  be  those  per- 
sons who  are  licensed  to  practice  medicine  in 
West  Virginia,  or  who  are  serving  in  intern- 
ship/ residency  training  programs  approved  by 
the  Accreditation  Council  for  Graduate  Medical 
Education  or  its  successor  prior  to  meeting  re- 
quirements for  licensure,  and  who  are  qualified 
for  membership  under  the  By-Laws  of  this  As- 
sociation. 

Sec.  7.  The  principles  of  Medical  Ethics  of 
the  American  Medical  Association  shall  govern 
the  conduct  of  members  in  their  relations  to  each 
other  and  to  the  public. 

ARTICLE  V.  — HOUSE  OF  DELEGATES 

Sec.  1.  The  House  of  Delegates  is  the  policy- 
making body  of  the  Association,  and  shall  con- 
sist of  ( 1 ) delegates  elected  by  the  component 
societies;  (2)  delegates  elected  by  Resident 
Physician  and  Medical  Student  Sections;  and 
(3)  the  President,  President  Elect,  Vice  Presi- 
dent, Treasurer,  Chairman  of  the  Council,  Senior 
and  Junior  Councilors-at-Large,  and  Delegates 
and  Alternate  Delegates  to  the  American  Med- 
ical Association. 

ARTICLE  VI.  — COUNCIL 

Sec.  1.  The  Council  shall  consist  of  the 
elected  Councilors  from  each  district;  the  im- 
mediate Past  President,  who  shall  serve  as  Chair- 


man; and  his  two  immediate  predecessors  who 
shall  be  the  Senior  and  Junior  Councilors-at- 
Large  for  one  year;  and  the  President,  the  Presi- 
dent Elect,  the  Vice  President  and  the  Treas- 
urer. A majority  of  the  membership  of  the  Coun- 
cil shall  constitute  a quorum.  Their  duties  and 
responsibilities  shall  be  as  defined  in  the  By- 
Laws. 

ARTICLE  VII.  — SECTIONS  AND  SOCIETIES 

Sec.  1.  The  House  of  Delegates  may  provide 
for  a division  of  the  scientific  work  of  the  As- 
sociation into  appropriate  sections  or  societies, 
and  for  the  organization  of  such  societites  as  will 
promote  the  best  interests  of  the  profession, 
these  to  be  composed  exclusively  of  members  of 
component  societies. 

ARTICLE  VIII.— MEETINGS  AND  SESSIONS 

Sec.  I.  The  Association  shall  hold  an  annual 
meeting,  consisting  of  daily  sessions  which 
shall  be  open  only  to  registered  members  and 
guests. 

Sec.  2.  The  place  and  dates  for  each  annual 
meeting  of  the  Association  shall  be  selected  by 
the  Council. 

ARTICLE  IX.  — OFFICERS 

Sec.  I.  The  officers  of  this  Association  shall 
be  a President,  a President  Elect,  who  shall  act 
as  Speaker  of  the  House  of  Delegates  and  who 
shall  automatically  succeed  to  the  office  of  Presi- 
dent, a Vice  President,  who  shall  act  as  Vice 
Speaker  of  the  House,  a Treasurer,  Councilors 
to  be  elected  as  provided  in  Section  2 of  this 
Article,  and  three  Councilors-at-Large,  who 
shall  be  the  retiring  president  and  his  two  im- 
mediate predecessors. 

Sec.  2.  The  officers,  except  hold-over  Coun- 
cilors, Councilors-at-Large  and  the  President, 
shall  be  elected  annually.  The  Executive  Direc- 
tor of  the  Association  shall  be  appointed  by  the 
Council.  The  terms  of  the  Councilors  shall  be 
for  two  years,  with  Councilors  to  be  elected  by 
the  House  of  Delegates  every  second  year  as 
shall  be  provided  for  in  the  By-Laws.  No  Coun- 
cilor may  serve  more  than  two  successive  terms. 
All  these  officers  shall  serve  until  their  succes- 
sors are  elected  and  take  office. 

The  term  of  the  elective  officers,  except  mem- 
bers of  the  Council,  shall  be  for  the  period  of 
one  year  beginning  with  the  installation  of  the 
President  at  the  final  session  of  the  House  of 
Delegates  at  each  annual  meeting. 

The  term  of  office  of  Councilors  shall  be  for 
a period  of  two  years  beginning  with  the  instal- 
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lation  of  the  incoming  President  and  ending  on 
the  last  day  of  the  second  succeeding  annual 
meeting. 

Sec.  3.  The  retiring  President  shall  be  Chair- 
man of  the  Council  for  the  year  following  his 
term  of  office,  and  shall  then  serve  another 
two  years  as  Councilor-at-Large.  Thereafter  he 
shall  be  eligible  for  election  to  any  office  of  the 
Association  except  President  or  President  Elect. 

ARTICLE  X.  — FUNDS  AND  EXPENSES 

Sec.  1.  Funds  shall  be  raised  by  an  annual 
per  capita  assessment  of  dues  from  members  of 
the  Association. 

Funds  may  also  be  raised  in  any  other  man- 
ner approved  by  the  Council  or  House  of  Dele- 
gates. 

ARTICLE  XI.  — REFERENDUM 

Sec.  1.  A general  meeting  of  the  Association 
may,  by  a two-thirds  vote  of  the  members  pres- 
ent, order  a general  referendum  on  any  ques- 
tion pending  before  the  House  of  Delegates,  and 
when  so  ordered  the  House  of  Delegates  shall 
submit  such  question  to  the  members  of  the  As- 
sociation who  may  vote  by  mail  or  in  person. 
The  action  of  the  majority  of  the  members  of 
the  Association  shall  determine  the  question  and 
be  binding  upon  the  House  of  Delegates. 

Sec.  2.  The  House  of  Delegates  may,  by  a 
two-thirds  vote  of  its  members,  submit  any  ques- 
tion before  it  to  a general  referendum  as  pro- 
vided in  the  preceding  section,  and  the  result 
shall  be  binding  on  the  House  of  Delegates.  It 
may  also,  by  a like  vote,  refer  any  question,  in- 
cluding the  election  of  officers  or  any  number 
of  them,  to  the  general  meeting  of  the  Associa- 
tion, a majority  vote  of  the  membership  de- 
termining the  result. 

ARTICLE  XII.  — THE  SEAL 

Sec.  1.  The  Association  shall  have  a common 
seal  which  shall  be  intrusted  to  the  care  of  the 
Executive  Director. 

ARTICLE  XIII.  — AMENDMENTS 

Sec.  1.  The  House  of  Delegates  may  amend 
any  article  of  this  Constitution  by  a two-thirds 
vote  of  the  authorized  delegates  present  at  any 
annual  session,  provided  that  such  amendment 
shall  have  been  presented  in  open  meeting  at 
the  previous  annual  session,  and  that  it  shall 
have  been  published  in  THE  WEST  VIRGINIA 
MEDICAL  JOURNAL,  at  least  two  months  prior 
to  the  next  annual  meeting,  or  sent  officially  to 
each  component  society. 


BY-LAWS 

CHAPTER  I.  — MEMBERSHIP 

Sec.  1.  Membership  in  this  Association  shall 
be  effected  by  certification  through  and  mem- 
bership in  a component  society,  or  Resident  or 
Medical  Student  Section.  Membership  require- 
ments shall  also  include  payment  of  state  dues 
and  any  current  assessment.  Resident  members 
must  be  licensed  to  practice  medicine  in  West 
Virginia,  or  be  serving  in  an  intemship/resi- 
dency  training  program  approved  by  the  West 
Virginia  Board  of  Medicine  prior  to  meeting 
requirements  for  licensure.  Student  members 
must  be  enrolled  in  an  accredited  school  of  med- 
icine in  West  Virginia;  provided,  further,  that 
the  academic  status  of  each  medical  student  ap- 
plicant for  membership  shall  be  certified  by  the 
dean  of  his  medical  school. 

Applications  for  membership  are  subject  to 
review  and  approval  by  the  Council  of  the  West 
Virginia  State  Medical  Association. 

Sec.  2.  Each  member  in  attendance  at  an  an- 
nual session  shall  register  and  indicate  the  com- 
ponent society  or  Section  of  which  he  or  she  is 
a member.  When  his  or  her  membership  status 
has  been  verified,  he  or  she  shall  receive  a badge 
which  shall  be  evidence  of  his  or  her  right  to 
all  privileges  of  membership  at  that  session.  No 
member  shall  take  part  in  any  of  the  proceed- 
ings of  an  annual  session  until  he  or  she  has 
complied  with  the  provisions  of  this  Section. 

Sec.  3.  Non-members  of  this  Association, 
resident  in  West  Virginia,  shall  not  take  part  in 
the  deliberations  of  this  Association,  except 
when  invited  to  do  so. 

Sec.  4.  The  active  membership  of  this  As- 
sociation shall  consist  of  doctors  of  medicine 
or  osteopathy  who  are  actively  engaged  in  the 
practice  of  medicine  or  osteopathy  who  fulfill 
requirements  for  membership  as  defined  in  the 
Constitution. 

The  honorary  membership  of  this  Association 
shall  consist  of  those  physicians  who  have  at- 
tained eminence  in  the  medical  profession;  have 
been  nominated  for  honorary  membership  by 
their  component  societies;  and  have  been  elected 
to  such  membership  by  a majority  vote  of  the 
Council  and  the  House  of  Delegates  of  the  As- 
sociation. 

The  retired  membership  of  this  Association 
shall  consist  of  those  physicians  who  have  been 
active  members,  but  have  retired  from  profes- 
sional activity.  Nominations  for  this  category 
shall  be  forwarded  by  the  appropriate  com- 
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ponent  societies  to  the  Executive  Director  for 
submission  to  Council  for  election. 

Honorary  and  retired  members  shall  be  ex- 
empt from  the  payment  of  dues  or  assessments. 
They  shall  have  the  privilege  of  the  floor  in  any 
open  session  of  the  Association,  but  shall  not 
have  the  right  to  make  or  second  motions,  to 
vote,  or  to  hold  any  elective  office  in  this  As- 
sociation, except  that  they  may  hold  elective  or 
appointive  committee  membership. 

Sec.  5.  Dues  shall  be  payable  annually  on 
January  first.  Dues  in  each  membership  category 
shall  be  fixed  by  action  of  the  Council  or  House 
of  Delegates.  Dues  may  be  waived  for  active 
members  temporarily  incapacitated.  Any  mem- 
ber whose  dues  have  not  been  paid  by  April  first 
shall  be  held  to  be  delinquent  and  shall  be  auto- 
matically dropped  from  membership.  Such  mem- 
ber cannot  be  reinstated  except  by  action  of  the 
Council. 

If  dues  are  paid  after  June  thirtieth  by  new 
members,  only  one-half  the  amount  of  the  fixed 
annual  dues  shall  be  collected  from  such  mem- 
bers. 

CHAPTER  II.  — ANNUAL  MEETING 

Sec.  1.  The  Association  shall  hold  a meeting 
each  year  at  such  place  as  may  be  selected  by 
the  Council. 

Sec.  2.  Special  meetings  of  either  the  As- 
sociation or  the  House  of  Delegates  shall  be 
called  by  the  President  on  petition  of  twenty 
(20)  delegates  or  fifty  (50)  members. 

Sec.  3.  All  registered  members  may  attend 
and  participate  in  the  proceedings  and  discus- 
sions of  the  general  scientific  meetings  and  of 
the  several  sections.  The  general  meetings  shall 
be  presided  over  by  the  President  or  the  Presi- 
dent Elect  or  by  the  Vice  President,  and  the  an- 
nual address  of  the  President  shall  be  presented 
before  one  of  the  sessions  of  the  House  of  Dele- 
gates at  each  annual  meeting.  In  his  address  the 
President  shall  attempt  to  make  specific  recom- 
mendations based  on  his  experience.  The  issues 
raised  by  the  President  shall  be  addressed  at  the 
next  regular  meeting  of  the  Council. 

CHAPTER  III.  — HOUSE  OF  DELEGATES 

Sec.  1.  The  House  of  Delegates  shall  meet 
annually  at  such  time  and  place  as  may  be  fixed 
by  the  Council  of  the  Association. 

Sec.  2.  Each  component  society  shall  be  en- 
titled to  elect  and  send  to  the  House  of  Delegates 
each  year  one  delegate  who  shall  be  an  officer  of 
the  society,  and  one  additional  delegate  for  every 


twenty  ( 20 ) members  or  fraction  thereof.  A cor- 
responding number  of  alternates  shall  be  elected 
each  year  by  each  component  society.  Resident 
Physician  and  Medical  Student  Sections  shall  be 
entitled  to  send  to  the  House  of  Delegates  one 
delegate  and  alternate  each  year  chosen  accord- 
ing to  constitutions,  by-laws  or  other  organiza- 
tional principles  adopted  by  those  sections. 
Roster  of  Delegates  and  Alternates  must  be  sub- 
mitted to  the  Association  offices  in  a timely  man- 
ner for  approval  of  credentials.  In  case  any  of 
the  regularly  elected  delegates  or  alternates  are 
not  present  at  an  annual  meeting,  the  members 
of  the  component  societies,  or  Resident  Phy- 
sician or  Medical  Student  Sections,  to  which 
they  belong  shall  elect  a delegate  or  delegates 
pro  tern.  Credentialing  must  be  accomplished 
prior  to  the  opening  of  each  session  of  the  House 
of  Delegates. 

Sec.  3.  The  delegates  present  shall  constitute 
a quorum. 

Sec.  4.  The  deliberations  of  the  House  of 
Delegates  shall  be  governed  by  Sturgis  Standard 
Code  of  Parliamentary  Procedure. 

Sec.  5.  The  House  shall  consider  resolutions 
during  the  annual  session.  Resolutions  must  be 
submitted  by  the  first  session  and  may  not  be 
voted  on  until  the  next  session,  except  by  unan- 
imous consent  of  the  House. 

Sec.  6.  The  House  of  Delegates  shall,  upon 
application,  provide  and  issue  charters  to  county 
societies  organized  in  accordance  with  the  Con- 
stitution and  By-Laws. 

Sec.  7.  Upon  request,  the  House  of  Delegates 
shall  organize  the  physicians  of  two  or  more 
counties  into  component  societies. 

Sec.  8.  It  shall  divide  the  state  into  Coun- 
cilor Districts. 

Sec.  9.  It  shall  have  authority  to  appoint 
committees  for  special  purposes  from  among 
members  of  the  Association  who  are  not  mem- 
bers of  the  House  of  Delegates. 

Sec.  10.  The  House  of  Delegates  shall  meet  in 
open  session,  to  which  any  member  may  be  ad- 
mitted. In  closed  session,  attendance  shall  be 
restricted  to  members  of  the  Association,  its  legal 
counsel  and  members  of  the  Association’s  office 
staff.  In  any  session  only  delegates  and  au- 
thorized official  personnel  shall  have  the  priv- 
ilege of  the  floor,  except  by  unanimous  consent. 

Sec.  11.  Actions  of  the  House  of  Delegates 
shall  be  published  in  THE  JOURNAL. 
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CHAPTER  IV.  — ELECTION  OF  OFFICERS 

Sec.  1.  All  elections  shall  be  by  written  bal- 
lot, and  a majority  of  the  votes  cast  shall  be 
necessary  to  elect.  If  there  is  no  majority,  the 
candidate  with  the  least  number  of  votes  is 
dropped  and  the  balloting  shall  continue.  If 
there  is  but  one  candidate  for  the  office  under 
consideration  the  presiding  officer  may  direct  a 
voice  vote. 

The  officers  of  this  Association  and  delegates 
and  alternate  delegates  to  the  American  Medical 
Association  shall  be  nominated  in  the  method 
prescribed  in  that  section  of  the  By-Laws  rela- 
tive to  the  duties  of  the  Committee  on  Nomina- 
tions, and  they  shall  be  elected  during  the  final 
session  of  the  House  of  Delegates  at  each  annual 
meeting. 

CHAPTER  V.  — DUTIES  OF  OFFICERS 

Sec.  1.  The  President  shall  preside  at  all 
meetings  of  the  Association  and  of  the  House 
of  Delegates.  He  shall  deliver  an  annual  address 
at  such  time  as  may  be  arranged,  and  shall  per- 
form such  other  duties  as  custom  and  parliamen- 
tary usage  may  require. 

The  President  shall  appoint  a Parliamentarian 
to  serve  during  his  term  of  office. 

In  the  event  of  a vacancy  in  the  office  of 
Treasurer  or  in  the  Council,  the  President  shall 
be  empowered  to  fill  the  vacancy  by  appoint- 
ment until  the  next  annual  meeting. 

Sec.  2.  The  President  Elect  and  Vice  Presi- 
dent shall  assist  the  President  in  the  discharge 
of  his  duties.  In  the  event  of  the  death,  resigna- 
tion, incapacitation  or  removal  from  office  of  the 
President,  the  President  Elect  shall  succeed  him 
in  office  and  shall  serve  for  the  remainder  of 
the  term  of  his  immediate  predecessor. 

The  President  Elect  shall  be  installed  as 
President  as  the  final  order  of  business  at  the 
final  session  of  the  House  of  Delegates  at  each 
annual  meeting. 

Sec.  3.  The  Treasurer  shall  be  financial  over- 
seer of  this  Association.  The  Treasurer  shall  re- 
port financial  conditions  routinely  to  the  Presi- 
dent and  the  Chairman  of  the  Council.  Early  in 
the  Association’s  fiscal  year,  the  accounts  of  the 
Association  shall  be  audited  by  a certified  public 
accountant. 

The  Executive  Director  shall  be  the  custodian 
of  the  funds  and  securities  of  the  Association. 

CHAPTER  VI.  — THE  COUNCIL 

Sec.  1.  The  Council  shall  meet  at  the  call  of 
the  Chairman  on  the  day  preceding  each  annual 


meeting,  and  as  often  as  necessary  to  transact 
the  general  business  and  other  affairs  of  the  As- 
sociation, or  on  petition  of  five  members  of  that 
body. 

The  Council  shall  be  the  executive  body  of 
the  House  of  Delegates,  and  between  meetings 
shall  exercise  all  the  powers  conferred  on  the 
House  of  Delegates  by  this  Constitution  and  By- 
Laws.  The  Chairman  of  the  Council  shall  sub- 
mit an  annual  report  of  its  activities  to  the 
House  of  Delegates. 

In  the  event  of  the  absence  of  the  Chairman 
of  the  Council  at  any  meeting,  the  Senior  Coun- 
cilor-at-Large  shall  serve  as  acting  chairman. 
Should  the  Senior  Councilor-at-Large  also  be 
absent,  then  an  acting  chairman  shall  be  elected 
by  the  members  of  the  Council  present. 

Sec.  2.  Each  Councilor  shall  serve  as  or- 
ganizer, advisor  and  representative  in  his  dis- 
trict. 

Sec.  3.  The  Council  shall  select  an  Execu- 
tive Director  who  shall  carry  out  all  duties  as- 
signed to  him  by  these  By-Laws  or  by  com- 
petent authority.  He  shall  have  the  responsi- 
bility to  employ,  or  discharge,  personnel  needed 
to  achieve  the  objectives  of  this  Association. 

Sec.  4.  The  Council  shall  be  empowered  to 
retain  general  legal  counsel  for  the  Association. 

Sec.  5.  The  State  of  West  Virginia  shall  be 
divided  into  fourteen  Councilor  Districts  with 
the  following  geographical  limits:  District  I — 
Hancock,  Brooke,  Ohio,  Marshall  and  Wetzel 
Counties;  District  II — Marion,  Monongalia  and 
Preston  Counties;  District  III— Morgan,  Berk- 
eley and  Jefferson  Counties;  District  IV — 

Mineral,  Hampshire,  Grant,  Hardy  and  Pendle- 
ton Counties;  District  V — Taylor,  Barbour, 
Tucker  and  Randolph  Counties;  District  VI — 
Harrison  and  Doddridge  Counties;  District 

VII —  Tyler,  Pleasants,  Ritchie,  Wood,  Wirt, 
Jackson,  Calhoun  and  Roane  Counties;  District 

VIII —  Gilmer,  Lewis,  Upshur,  Braxton,  Web- 
ster and  Nicholas  Counties;  District  IX — 

Mason.  Putnam,  Cabell,  Lincoln  and  Wayne 
Counties;  District  X — Kanawha,  Clay  and 
Boone  Counties;  District  XI — Fayette,  Raleigh 
and  Summers  Counties;  District  XII — Logan 
and  Mingo  Counties;  District  XIII — Wyoming, 
McDowell  and  Mercer  Counties;  and  District 
XIV — Pocahontas,  Greenbrier  and  Monroe  Coun- 
ties. 

Sec.  6.  During  the  annual  meeting  of  the 
Medical  Association  held  in  an  even-numbered 
year,  there  shall  be  elected  one  ( 1 ) Councilor 
from  each  even-numbered  Councilor  District  to 
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serve  for  two  (2)  years;  and  during  the  annual 
meeting  of  the  Medical  Association  held  in  an 
odd-numbered  year,  there  shall  be  elected  one 
( 1 ) Councilor  from  each  odd-numbered  Coun- 
cilor District  to  serve  for  two  (2)  years.  Each 
Councilor  District  which  has  two-hundred  (200  ) 
members  shall  be  entitled  to  two  (2)  Coun- 
cilors. For  each  additional  one-hundred  (100) 
members,  a Councilor  District  shall  be  entitled 
to  one  (1)  additional  Councilor. 

In  computing  the  membership  base  for  de- 
termination of  the  number  of  Councilors  to 
which  a Councilor  District  may  be  entitled, 
medical  student  members  of  the  State  Medical 
Association  shall  be  counted  as  being  members 
of  the  Councilor  District  of  their  residence  at 
the  time  they  entered  medical  school. 

Sec.  7.  The  Council  shall  have  the  authority 
to  suggest  possible  nominees  for  appointment 
to  any  state  regulatory,  administrative  or  con- 
sultative board,  commission  or  committee, 
when  such  nominations  are  requested  by  com- 
petent authority  or  are  required  by  statute. 

CHAPTER  VII.  — JUDICIAL  COMMISSION 

The  Judicial  Commission  of  the  Association 
shall  be  composed  of  five  members  elected  by 
the  Council.  The  Judicial  Commission  shall  an- 
nually elect  a Chairman.  No  member  may  serve 
more  than  two  consecutive  five-year  terms  of 
office. 

Members  of  the  first  Judicial  Commission 
shall  be  elected  for  terms  of  one,  two,  three,  four 
and  five  years,  respectively.  Thereafter  one 
member  will  be  elected  each  year.  Members  of 
the  Commission  shall  have  served  at  least  one 
term  as  an  officer  of  the  Association,  or  as  a 
Delegate  or  Alternate  Delegate  to  the  American 
Medical  Association,  or  have  served  at  least 
three  years  as  a member  of  the  West  Virginia 
State  Medical  Association  House  of  Delegates; 
however,  no  current  officer  or  American  Med- 
ical Association  Delegate  or  Alternate  Delegate 
may  serve  on  the  Commission. 

The  Commission  shall  meet  at  the  call  of  its 
Chairman  or  upon  the  request  of  at  least  three 
Commission  members. 

The  Commission  shall  adopt  such  rules  as  are 
necessary  to  carry  out  its  duties.  These  rules, 
after  publication  and  comment,  shall  be  binding 
upon  and  shall  be  followed  by  all  component 
societies  or  their  committees  of  this  Association 
when  acting  upon  matters  over  which  the  Com- 
mission has  either  appellate  or  original  jurisdic- 
tion. 


The  Commission  shall  be  the  sole  authority 
within  the  Association: 

(a)  To  make  binding  interpretations  of  the 
Constitution  and  By-Laws  of  this  Association 
and  its  component  societies  in  matters  pertain- 
ing to  ethics,  mediation,  arbitration,  grievances 
and  discipline. 

(b)  To  make  ethical  interpretations  and  de- 
cisions in  accordance  with  generally  accepted 
standards  of  ethical  conduct. 

(c)  To  act  as  the  appellate  body  at  the  state 
level  in  all  matters  referred  to  it  by  component 
societies. 

Id)  To  exercise  original  jurisdiction  over 
all  matters  over  which  the  Commission  has  au- 
thority on  its  own  authority. 

Component  societies  are  encouraged  to  create 
suitable  disciplinary  procedures  which  guarantee 
due  process,  and  to  dispose  of  all  disciplinary 
problems  which  come  to  their  attention.  If  they 
are  unable  to  do  so,  or  to  complete  these  pro- 
cedures in  an  expeditions  manner,  the  Com- 
mission shall  assume  jurisdiction  over  these  mat- 
ters whether  pertaining  to  relations  among 
member  physicians;  between  member  phy- 
sicians, component  societies  or  this  Association; 
and  between  member  physicians  and  their  pa- 
tients. 

Any  party  aggrieved  by  any  report  or  order 
of  the  Commission  may  appeal  such  report  or 
order  to  the  appropriate  agency  of  the  American 
Medical  Association  in  accordance  with  such 
procedures  as  may  be  set  forth  by  the  American 
Medical  Association.  Any  decision  of  the  afore- 
said agency  of  the  American  Medical  Associa- 
tion shall  be  final  and  binding  upon  all  parties 
to  the  appeal. 

No  report  or  order  of  the  Commission  shall 
have  any  precedential  effect  on  the  policies  of 
the  West  Virginia  State  Medical  Association 
until  approved  by  the  House  of  Delegates.  The 
House  of  Delegates  may  either  accept,  reject, 
or  refer  any  report  or  order  back  to  the  Com- 
mission, but  may  not  modify  such  report  or  or- 
der. 

CHAPTER  VIII.  — COMMITTEES 

Sec.  1.  There  shall  be  an  Executive  Commit- 
tee of  this  Association,  composed  of  the  three 
immediate  Past  Presidents,  the  President,  Presi- 
dent Elect,  Vice  President,  Treasurer  and  the 
Executive  Director  ex  officio,  with  the  Presi- 
dent serving  as  Chairman,  whose  duties  shall  be 
as  follows: 

(a)  Prior  to  January  one  of  each  year,  the 
Executive  Committee  shall  set  up  an  annual 
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budget  for  consideration  and  approval  by  the 
Council. 

(b)  The  Executive  Committee  shall  set  the 
agenda  for  the  Council  meetings,  and  shall  make 
recommendations  to  the  Council  in  regard  to  any 
pertinent  matters. 

Sec.  2.  The  Council  shall  have  authority  from 
time  to  time  to  appoint,  fix  the  duties  of,  and 
abolish  such  standing  committees  and  commis- 
sions as  it  deems  necessary  or  desirable  to  as- 
sist it  in  carrying  on  the  Association’s  activi- 
ties in  the  fields  of  business  and  scientific  meet- 
ings, medical  education  and  hospitals,  legisla- 
tion, medical  services,  communications  and 
public  service,  and  governmental  medical  serv- 
ices. 

The  chairman  and  members  of  such  commit- 
tees shall  be  appointed  by  the  Council  upon 
recommendation  of  the  Council  Chairman.  The 
Chairman  of  the  Council  shall  appoint  at  least 
one  Council  member  to  each  standing  commit- 
tee. The  Council  member  shall  be  a voting  mem- 
ber of  the  committee.  The  Councilor  shall  be  ex- 
pected to  attend  committee  meetings,  participate 
in  committee  activities,  and  interpret  to  the 
Council  the  committee’s  recommendations  that 
come  before  it  via  special  reports. 

The  President  may  appoint  temporary  ad  hoc 
committees  to  perform  specified  functions.  All 
such  committees  shall  expire  at  the  end  of  the 
term  of  the  President  by  whom  appointed. 

Standing  committees  shall  send  special  re- 
ports to  the  Council  for  action  on  matters  con- 
cerning the  West  Virginia  State  Medical  As- 
sociation policy  or  requiring  the  expenditure  of 
Association  funds,  and  shall  submit  committee 
minutes  to  the  Council  for  information.  Each 
standing  committee  shall  submit  an  annual  sum- 
mary of  its  activities,  without  recommendations, 
to  the  House  of  Delegates. 

No  committee  or  commission  shall  have  power 
or  authority  to  fix  or  determine  Associational 
policy  or  to  commit  the  Association  to  any 
course  of  action,  such  powers  being  expressly 
reserved  to  the  House  of  Delegates  and  the 
Council. 

Sec.  3.  The  Committee  on  Nominations 
shall  consist  of  district  Councilors,  and  the 
Junior  Councilor-at-Large,  who  shall  serve  as 
Chairman.  The  Councilors  from  the  odd-num- 
bered district  shall  serve  as  the  nominating  com- 
mittee in  odd-numbered  years,  and  the  Coun- 
cilors from  even-numbered  districts  shall  serve 
in  even-numbered  years.  Each  Councilor  Dis- 
trict which  has  more  than  one  Councilor  shall  be 


represented  by  its  senior  Councilor  in  point  of 
service  on  the  Committee.  The  Committee  shall 
consider  and  recommend  to  the  House  of  Dele- 
gates, prior  to  the  election  of  officers,  in  its 
final  session,  its  nominees  for  the  office  of 
President  Elect,  Vice  President,  Treasurer  and 
the  AMA  Delegate  and  Alternate;  and  the  Com- 
mittee shall  submit  at  least  two  nominees  for 
all  offices  except  President  Elect.  Nothing  in 
this  Section  shall  serve  to  prevent  any  nomina- 
tions from  the  floor  for  these  respective  offices. 

No  active  member  shall  be  elected  to  more 
than  five  two-year  terms  as  a West  Virginia 
State  Medical  Association  Delegate  to  the 
American  Medical  Association.  Service  as  an 
Alternate  Delegate  shall  not  be  counted  in  the 
above  limitation. 

Sec.  4.  The  Committee  on  Resolutions  shall 
receive  and  consider  all  resolutions  prepared 
for  presentation  in  the  House  of  Delegates  at 
an  annual  or  special  meeting.  Such  resolutions 
must  be  in  the  hands  of  the  Executive  Director 
at  least  two  weeks  before  the  meeting  at  which 
they  are  to  be  presented;  otherwise,  unanimous 
consent  of  the  House  of  Delegates  shall  be  re- 
quired for  presentation.  The  Committee  shall, 
in  open  session,  afford  any  member  the  oppor- 
tunity of  testifying  for  or  against  any  resolu- 
tion duly  presented,  and,  in  closed  session,  may 
recommend  adoption,  alteration,  amendment  or 
disapproval,  or  may  report  a substitute  resolu- 
tion to  the  House  of  Delegates. 

CHAPTER  IX.— SECTIONS  AND  SOCIETIES 

Sec.  1.  The  objectives  of  sections  and 

societies  organized  under  provisions  of  this 
Consitiution  and  By-Laws  are  (a)  to  form 
closer  professional  relationships  among  phy- 
sicians practicing  in  particular  specialty  areas; 
and  among  medical  residents  and  students;  and 
(b)  to  foster  among  physician  members  of  par- 
ticular specialties,  and  among  residents  and  stu- 
dents, educational  and  other  activities  directed 
toward  better  patient  care. 

Sec.  2.  Each  section  or  society  shall  elect 
its  own  officers  according  to  procedures  and/or 
Constitution  and  By-Laws  mechanisms  it  adopts. 
It  shall  adivse  the  Executive  Director  of  the 
West  Virginia  State  Medical  Association  of  the 
results  of  each  election  within  10  days  of  such 
an  election;  and  shall  take  other  steps  necessary 
to  insure  that  a current  roster  of  officers  is  on 
file  with  the  Executive  Director. 

Sec.  3.  There  is  hereby  authorized,  within 
the  membership  framework  of  the  West  Virginia 
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State  Medical  Association,  establishment  of  Res- 
ident Physician  and  Medical  Student  Sections 
to  (a)  provide  for  direct  participation  of  resi- 
dents and  medical  students  in  educational,  busi- 
ness and  other  activities  of  the  Association;  and 
(b)  establish  effective  lines  of  communication 
gmong  young  physicians,  physicians-to-be  and 
their  more  senior  colleagues.  Each  such  section 
shall  develop  its  own  constitution  and  by-laws 
or  other  organizational  procedures,  and  elect 
its  officers,  under  provisions  of  Section  3 of 
this  Chapter;  provided,  however,  that  such  a 
constitution,  by-laws  or  revisions  and  amend- 
ments shall  not  be  inconsistent  with  principles 
of  organization  of  the  West  Virginia  State  Med- 
ical Association,  and  shall  be  subject  to  approval 
by  the  Association’s  Council. 

The  Resident  Physician  and  Medical  Student 
Sections  each  shall  be  entitled  to  elect  one  dele- 
gate and  one  alternate  to  the  Association’s 
House  of  Delegates  each  year.  Each  section  shall 
report  to  the  Association’s  Executive  Director 
by  May  1 of  each  year  the  names  of  its  dele- 
gate and  alternate. 

CHAPTER  X.  — COUNTY  SOCIETIES 

Sec.  1.  All  county  medical  societies  now  af- 
filated  with  this  Association  or  those  which  may 
hereafter  be  organized  in  this  State,  which  have 
adopted  principles  of  organization  not  in  con- 
flict with  this  Constitution  and  By-Laws,  may,  on 
application,  receive  a charter  from  and  become 
component  parts  of  this  Association.  Subsequent 
revisions  or  amendments  of  these  principles 
shall  be  submitted  to  the  Council  for  review. 

Sec.  2.  Charters  shall  be  issued  only  on  the 
approval  of  the  House  of  Delegates  and  shall  be 
signed  by  the  President.  The  House  of  Delegates 
shall  have  authority,  after  a hearing,  to  revoke 
the  charter  of  any  component  society  the  ac- 
tions of  which  are  in  conflict  with  the  letter  or 
spirit  of  this  Constitution  and  By-Laws. 

Two  or  more  component  societies  shall  have 
the  right  to  merge  into  one  society  provided  such 
action  is  agreed  to  by  a vote  of  the  majority  of 
the  members  of  the  societies  affected.  In  the 
event  of  a merger  under  this  section  the  charter 
or  charters  of  the  societies  losing  identity  as  such 
shall  be  surrendered  to  the  House  of  Delegates. 

Sec.  3.  Only  one  component  medical  society 
shall  be  chartered  in  any  one  county. 

Sec.  4.  Each  component  society  shall  be  the 
judge  of  the  qualifications  of  its  own  members, 
but,  as  such  societies  are  the  only  portals  to 
membership  in  this  Association,  and  to  the 
American  Medical  Association,  every  licensed 


physician  shall  be  eligible  to  apply  for  member- 
ship. 

Sec.  5.  When  a member  in  good  standing  in 
a component  society  moves  to  another  county  in 
this  State,  his  membership  may  be  transferred 
to  the  component  society  in  the  area  to  which 
he  has  moved,  provided  the  transfer  is  approved 
by  such  society. 

Sec.  6.  A physician  living  in  one  county  may 
hold  his  membership  in  a contiguous  county 
medical  society  whose  meetings  are  most  con- 
venient for  him  to  attend.  Any  physician  who 
resides  in  a county  having  no  county  medical 
organization  may  apply  for  membership  in  a 
contiguous  county  medical  society,  and  upon 
election,  continue  such  membership  until  his 
own  county  is  organized. 

Sec.  7.  Each  component  society  shall  have 
general  direction  of  the  affairs  of  the  profession 
in  its  area,  and  its  influence  shall  be  constantly 
exerted  for  bettering  the  science  and  art  of  Med- 
icine through  its  organizational  efforts. 

Sec.  8.  The  secretary  or  treasurer  of  each 
component  society  shall  remit  promptly  to  the 
Executive  Director  of  the  Association  dues  of 
members  as  collected.  An  alternative  method  of 
dues  collection  may  be  authorized  by  the  Coun- 
cil. The  secretary  shall  notify  the  Executive  Di- 
rector of  any  change  in  the  officers  of  the  so- 
ciety, and  shall  also  notify  him  promptly  con- 
cerning the  death  or  removal  from  the  county 
of  any  member  of  his  society. 

CHAPTER  IX.  — AMENDMENTS 

Sec.  1.  These  By-Laws  may  be  amended  at 
any  annual  session  by  a majority  vote  of  the 
House  of  Delegates  present  at  that  session.  The 
amendment  must  be  proposed  during  the  first 
session  and  may  not  be  acted  upon  until  the 
second  session.  If  any  amendments  conflict  with 
any  of  the  provisions  of  the  Constitution,  they 
shall  not  be  effective  until  such  time  as  the 
Constitution  has  been  amended  to  conform. 

Sec.  2.  Whenever  an  amendment  to  the  By- 
Laws  has  been  enacted,  the  Executive  Director 
shall  notify  the  secretary  of  each  component 
society,  and  the  secretary  of  the  Resident  Phy- 
sician and  Medical  Student  Sections,  within  sixty 
days  after  it  has  become  effective.  It  shall  he 
incumbent  upon  each  component  society  and 
Resident  Physician  and  Medical  Student  Sec- 
tions, to  make  such  changes  in  their  constitu- 
tions and  by-laws  as  will  bring  about  conformity 
to  the  change  in  the  By-Laws  of  the  West  Vir- 
ginia State  Medical  Association. 
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General  News 


Causes,  Costs  Of  Auto  Injuries 
Topics  Of  Doctor,  U.  S.  Official 


John  D.  States,  M.  D. 

An  orthopedic  surgeon  who  is  an 
expert  in  the  cause  and  prevention  of 
automobile  injuries,  and  an  official 
of  the  National  Highway  Traffic 
Safety  Administration  (NHTSA), 
Department  of  Transportation  in 
Washington,  will  speak  during  the 
WVSMA’s  Annual  Meeting  in 
Charleston,  August  14-17. 

John  D.  States,  M.  D.,  Professor  of 
Orthopedics  at  the  University  of 
Rochester  (New  York)  and  Chair- 
man of  the  Department  of  Orthope- 
dics at  Rochester  General  Hospital, 
will  talk  during  the  Thursday  after- 
noon, August  15,  general  session  on 
“Epidemiology  and  Prevention  of 
Motor  Vehicle  Accident  Injuries.”  His 
subject  will  be  “Cause  of  Injury  In 
Motor  Vehicle  Accidents.” 

Stephen  Luchter,  Chief  of  the  Pro- 
gram Planning  Division  of  the 
NHTSA,  will  discuss  “The  Cost  of 
Motor  Vehicle  Injuries.” 

Also  speaking  during  the  Thursday 
afternoon  session,  as  announced  ear- 
lier, will  be  James  L.  Frost,  M.  D., 


Stephen  Luchter 

Associate  Professor  of  Pathology, 
West  Virginia  University  School  of 
Medicine.  Morgantown,  on  “Epidem- 
iology of  Motor  Vehicle  Injury;” 
David  Martin,  M.  S.,  Director  of 

Carolyne  Davis  Cancels 
Convention  Address 

Carolyne  K.  Davis,  R.N.,  Ph.D., 
Administrator  of  the  Health  Care  Fi- 
nancing Administration  (HCFA)  in 
Washington,  will  not  speak  during  the 
WVSMA  Annual  Meeting,  as  an- 
nounced previously,  because  of  sched- 
uling problems.  She  had  been  sched- 
uled to  talk  during  the  “Reimburse- 
ment Symposium”  Thursday  morn- 
ing, August  15.  Her  replacement  will 
be  Carol  Kelly,  Acting  Associate  Ad- 
ministrator for  Policy,  HCFA,  the 
Program  Committee  announced. 

Automotive  Safety  Engineering,  En- 
vironmental Research,  General  Motors 
Corporation,  Warren,  Michigan,  “Pre- 
vention of  Motor  Vehicle  Injury:  The 


Friendly  Interior  and  Seat  Belts;” 
and  Robert  N.  Green,  M.  D.,  LL.B., 
Associate  Professor  of  Medicine  and 
Lecturer  in  Law,  University  of  West- 
ern Ontario  Faculty  of  Medicine,  Lon- 
don, Ontario,  Canada,  “The  Change 
in  National  Injury  Rates  Following 
Seat  Belt  Enactment.” 

Moderating  the  session  will  be 
Eric  L.  Radin,  M.  D.,  Professor  and 
Chairman  of  the  WVU  Department  of 
Orthopedic  Surgery,  who  also  is 
Chairman  of  the  Program  Committee. 

The  general  scientific  sessions  and 
exhibits  will  be  located  in  the  Charles- 
ton Civic  Center,  and  the  two  ses- 
sions of  the  House  of  Delegates  and 
various  meetings  of  the  Association’s 
sections  and  affiliated  societies  will  be 
held  at  the  nearby  Charleston  Mar- 
riott. 

As  announced  previously,  a reim- 
bursement symposium  will  be  held 
Thursday  morning,  wTith  other  gen- 
eral sessions  scheduled  on  upper  GI 
problems  on  Friday  morning,  and 
cardiovascular  effects  of  exercise, 
Saturday  morning. 

Dr.  Harrison  L.  Rogers,  who  will  be 
installed  as  President  of  the  Ameri- 
can Medical  Association  this  month 
in  Chicago,  as  announced  earlier,  will 
address  the  first  session  of  the  House 
on  Wednesday  afternoon,  August  14. 
Doctor  Rogers,  of  Atlanta,  is  a gen- 
eral surgeon. 

Accident  Investigation  Research 

Doctor  States  has  been  engaged  in 
Accident  investigation  research  since 
1959,  serving  in  that  capacity  for  the 
New  York  State  Department  of  Mo- 
tor Vehicles  since  1973.  Other  ac- 
cident investigation  and  related  posts 
held  include  those  as  Consultant  on 
Biomechanics  for  General  Motors 
(1976-80),  and  Consultant  for  Cals- 
pan  Field  Services,  Inc.,  on  Pedestrian 
Cadaver  Impact  Injury  Studies.  He 
has  done  studies  of  injuries  of  the 
knee,  thigh  and  hip,  funded  by  Gen- 
eral Motors;  of  spine  cord  injury 
(funded  by  the  U.  S.  Office  of  Ed- 
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uoation),  and  of  automatic  belt  sys- 
tems for  Volkswagen  of  America. 

Among  a number  of  appointments 
held  by  Doctor  States  are  those  as  a 
member  of  the  Committee  on  Emer- 
gency Medical  Services  of  the  Ameri- 
can Academy  of  Orthopaedic  Sur- 
geons, Chairman  of  the  New  York 
Coalition  for  Safety  Belt  Use,  and 
member  of  the  Accident  Investigation 
Practices  Subcommittee,  Society  of 
Automotive  Engineers. 

He  also  is  the  recipient  of  a num- 
ber of  traffic  safety  and  related 
awards,  including  the  Cesare  Gerin 
Award  presented  in  1983  by  the  In- 
ternational Association  of  Accident 
and  Traffic  Medicine. 

Doctor  States,  a charter  member  of 
the  American  Trauma  Society,  was 
graduated  from  the  University  of 
Rochester,  and  received  his  M.  D.  de- 
gree in  1949  from  Harvard  Medical 
School.  He  interned  at  Rochester 
General  Hospital,  and  took  residencies 
at  Lackland  Air  Force  Base  Hospital 
and  at  Children’s  Hospital  and  Mas- 
sachusetts Genera]  Hospital  in  Bos- 
ton. 

Safety  Priorities 

Luchter,  in  his  present  NHTSA 
post,  is  responsible  for  developing  the 
agency’s  safety  priorities  plan.  Two 
major  studies  performed  under  his  di- 
rection have  been  an  estimation  of 
the  economic  cost  to  society  of  motor 
vehicle  accidents,  and  a forecast  of 
the  number  of  fatalities  resulting  from 


Richard  W.  McCallum,  M.  D. 


motor  vehicle  accidents  in  1990.  He 
also  contributed  to  the  development 
of  the  Transportation  Department’s 
recent  rule  covering  occupant  re- 
straints. 

His  experience  within  NHTSA  in- 
cluded the  position  of  Chief,  Econ- 
omic and  Regulatory  Analysis  Di- 
vision. That  division  is  responsible 
for  developing  costs  and  benefits  for 
all  major  agency  rule-making  activi- 
ties. He  also  was  a member  of  the 
Passenger  Car  Fuel  Economy  Di- 
vision, with  broad  responsibilities  in 
analysis  of  the  automobile  industry. 

Luchter’s  academic  background  is 
in  mechanical  engineering,  and  he  is 
a licensed  Professional  Engineer.  He 
has  been  active  in  the  Society  of  Auto- 
motive Engineers,  founding  and  serv- 
ing as  Chairman  of  the  Socio-Techni- 
cal  Committee  of  that  organization. 
He  has  authored  a number  of  tech- 
nical papers  in  the  mechanical  and 
automotive  engineering  fields  as  well 
as  in  the  interaction  of  technology  and 
society. 

Other  Speakers 

Other  general  session  speakers  an- 
nounced previously  include: 

Friday  Morning  — “Symposium  on 
Medical  Treatment  of  Upper  GI  Prob- 
lems,” Ronald  D.  Gaskins,  M.  D.,  As- 
sociate Professor  of  Medicine  and  Sec- 
tion Chief,  Gastroenterology,  WVU, 
“Use  and  Misuse  of  Endoscopy  in 
Upper  Gastrointestinal  Disorders;" 
Richard  W.  McCallum,  M.  D.,  As- 
sociate Professor  of  Medicine,  Yale 
University,  “Chest  Pain  of  Esopha- 
geal Origin,  Diagnosis  and  Manage- 
ment,” and  “Peptic  Ulcer  Disease, 
Alternatives  in  Therapy;”  and  Rich- 
ard J.  Seime,  Ph.D..  Associate  Pro- 
fessor and  Section  Chief,  Psychology. 
Department  of  Psychiatry,  WVU, 
“Functional  Vomiting  Syndromes;” 

Saturday  Morning  — Session  on 
“Cardiovascular  Effects  of  Exercise,” 
Sandy  Burkart.  PT,  Ph.D..  Professor 
and  Chairman,  Department/ Division 
of  Physical  Therapy,  WVU,  “Exercise 
Equipment  for  Home  and  Rehabilita- 
tion;” and  William  T.  Stauber,  Ph.D.. 
Associate  Professor  of  Physiology  and 
Neurology,  Department  of  Physiology, 
WVU,  “When  Does  Exercise  Become 
a Disease?” 

(Continued  on  Next  Page) 


4Big  Band’  Orchestra 
To  Play  At  Convention 

Bo  Thorpe  and  His  Orchestra 
I “with  the  Big  Band  sound”)  will 
entertain  WVSMA  convention-go- 
ers at  a dinner  dance  Friday  eve- 
ning, August  16,  at  the  Charleston 
Marriott. 

Hosted  by  the  Auxiliary,  the  din- 
ner will  be  from  7:30  to  9 P.  M.; 
the  dance,  9 to  11  P.  M. 

Admission  to  the  dinner  and 
dance  will  be  by  ticket  only  (price 
to  be  announced).  Dress  will  be 
formal  I black  tie  optional!. 

The  dinner  dance  will  be  pre- 
ceded by  a cocktail  party  and  re- 
ception honoring  Association  of- 
ficers. Music  will  be  provided  by 
Bo  Thorpe’s  Trio.  The  cocktail 
party  will  be  courtesy  of  McDon- 
ough Caperton  Group. 

Bo  Thorpe,  of  Rocky  Mount, 
North  Carolina,  is  considered  to 
have  the  premier  big  dance  band 
on  the  scene  today.  Following  an 
appearance  in  Las  Vegas,  the  Las 
Vegas  Sun  Newspaper  commented, 
“America  has  its  first  truly  new 
’name'  Big  Band  in  more  than  three 
decades  in  North  Carolina’s  Bo 
Thorpe  and  his  Orchestra.” 

The  18-member  orchestra  has 
been  praised  for  its  danceable 
style,  high  musical  quality  and 
ability  to  please  audiences  of  all 
ages  at  the  same  time. 

BILLBOARD  Magazine  said  of 
the  group,  “Bo  and  his  merry 
band  of  musicians  are  spear-head- 
ing the  second  generation  of  Big 
Bands  in  America  and  jumping  all 
the  generation  gaps.” 

The  orchestra  also  has  won 
hearty  endorsements  from  the 
AMA,  Indiana  State  Medical  As- 
sociation, Southern  Medical  As- 
sociation, and  American  Society  of 
Association  Executives. 

Cary  Ellison,  Missouri’s  official 
ragtime  pianist,  will  entertain 
WVSMA  members  Saturday  night 
I see  story  elsewhere  in  this  issue 
of  The  Journal). 
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(Continued  from  Page  130) 
Convention  Schedule 

Convention  activities  will  begin 
with  a 2 P.M.  meeting  of  the  Associa- 
tion’s Executive  Committee  on  Tues- 
day, August  13;  the  usual  precon- 
vention meeting  of  the  Council  at 
9:30  A.M.  on  Wednesday,  and  the 
opening  session  of  the  House  at 
2:45  P.  M.  on  Wednesday. 

The  first  general  session  will  be 
held  immediately  following  9 A.  M. 
opening  exercises  on  Thursday. 

General/scientific  sessions  will  of- 
fer hour-for-hour  Category  1 credit. 

Dr.  David  Z.  Morgan  of  Morgan- 
town will  be  inaugurated  as  President 
to  succeed  Dr.  Carl  J.  Roncaglione 
of  South  Charleston  during  the  sec- 
ond and  final  House  session  Saturday 
afternoon. 

Auxiliary  to  Meet 

The  Annual  Meeting  of  the  Aux- 
iliary to  the  State  Medical  Associa- 
tion, with  Esther  H.  I Mrs.  Harry  S., 
Jr.)  Weeks  in  charge  as  the  Auxil- 
iary’s President,  again  will  run  con- 
currently with  the  Association’s  con- 
vention. 

Serving  on  the  Program  Committee 
with  Doctor  Radin  are  Doctor  Mor- 
gan; Drs.  Jack  H.  Baur,  Huntington: 
Richard  C.  Rashid,  South  Charleston: 
Aarom  Boonsue,  Point  Pleasant,  and 
Doctor  Gaskins. 

More  specific  information  relative 
to  the  1985  general  session  topics 
and  speakers  will  be  provided  in  up- 
coming issues  of  The  Journal. 


Marshall  Doctors  Named 
To  Surgical  Societies 

Two  Marshall  University  School  of 
Medicine  surgeons  have  been  elected 
to  surgical  societies,  school  officials 
have  announced. 

Kenneth  S.  Scher,  M.  D.,  was 
elected  to  the  Society  of  University 
Surgeons,  which  recognizes  outstand- 
ing young  scientists  and  encourages 
original  investigation  and  develop- 
ment of  graduate  teaching  of  surgery. 

James  A.  Coil  Jr.,  M.  D.,  was 
elected  to  the  Central  Surgical  So- 
ciety, which  promotes  surgical  schol- 
arship through  a membership  which 
includes  both  professors  of  surgery 
and  community  physicians. 


Half  Of  WVU  Graduates 
To  Train  In  State 

More  than  half  of  the  West  Virginia 
University  School  of  Medicine  class 
of  1985  wi)l  remain  in  the  state  for 
residency  training. 

Forty-five  of  the  89  who  will  be 
graduated  in  May  chose  West  Virginia 
for  their  first  postgraduate  year,  and 
31  of  them  have  selected  a primary 
care  specialty. 

WVU  Hospital  attracted  24  from 
the  class;  Charleston  Area  Medical 
Center,  18;  and  Ohio  Valley  Medical 
Center,  Wheeling;  Wheeling  Hospital 
and  United  Hospital  Center  of  Clarks- 
burg, one  each. 

Among  other  hospitals  and  medical 
centers  where  two  or  more  from  this 
year’s  class  will  train  are  University 
of  Kentucky  Medical  Center  in  Lex- 
ington, four,  and  Children’s  Hospital 
of  San  Francisco,  University  Health 
Center  of  Pittsburgh,  Ohio  State  Uni- 
versity Hospital,  and  Hershey  (Penn- 
sylvania) Medical  Center,  two  each. 

Primary  care  specialties,  the  choice 
of  59  graduates,  and  the  number  in 
each  include  internal  medicine,  24; 
family  practice,  16;  pediatrics,  seven; 
combined  medicine/pediatrics,  five: 
combined  medicine/ psychiatry,  pri- 
mary medicine  and  preliminary  med- 
icine, two  each;  and  preliminary  pe- 
diatrics, one. 

Other  residency  choices  and  the 
number  in  each  are  general  surgery 
and  anesthesiology,  seven  each;  radi- 
ology, four;  transitional  or  prelimi- 
nary and  psychiatry,  three  each,  ob- 
stetrics/gynecology, two;  and  ortho- 
pedic surgery,  ophthalmology,  path- 
ology and  emergency  medicine,  one 
each. 

Class  of  ’85 

Members  of  the  class  of  1985,  listed 
alphabetically,  their  hometowns  and 
destinations  are: 

Richard  L.  Alexander,  Morgantown, 
WVU  Department  of  Family  Practice; 
Charles  B.  Arthurs,  Wellsburg,  WVU 
Department  of  Family  Practice;  Debra 
M.  Ashcraft,  Mannington,  University 
of  Florida  Medical  Center;  Jeffrey  V. 
Ashley,  Charleston,  CAMC;  Bart  W. 
Balint,  Weirton,  Western  Pennsylva- 
nia Hospital;  Clarence  H.  Beavers, 


Bolt,  CAMC;  Patricia  S.  Bonitatibus, 
Morgantown,  WVU  Department  of 
Anesthesiology;  Dana  E.  Bragg, 
Princeton,  United  Hospital  Center, 
Clarksburg;  Robert  M.  Brashear,  Win- 
chester, KY,  University  of  Kentucky, 
Lexington;  Charles  E.  Burns,  Hemet, 
CA,  LTniversity  of  Kansas — Wichita; 
Anthony  L.  Cantwell,  Morgantown, 
WVU  Preliminary  Surgery;  Michael 
F.  Carter,  Martinsburg,  WVU  Depart- 
ment of  Anesthesiology;  Wannetta  S. 
Casdorph,  St.  Albans,  CAMC;  Brent 
W.  Chapman,  Martinsburg,  University 
of  Kentucky,  Lexington; 

Judie  F.  Charlton,  Fairmont,  Mercy 
Hospital,  Pittsburgh,  PA;  Robert  S. 
Childers,  Frankford,  Latrobe-Jefferson 
University  Affiliated  Hospitals,  La- 
trobe,  PA;  Anna  M.  Contento,  Clarks- 
burg, University  Health  Center  of 
Pittsburgh,  PA;  Rusty  S.  Cook,  Mays- 
vijle,  WVU  Department  of  Medicine; 
Steven  L.  Corder,  Bridgeport.  CAMC; 
William  T.  Corder,  Weston,  WVLT  De- 
partments of  Medicine  and  Pediatrics; 
Hans  G.  Dransfeld.  Huntington,  L’ni- 
versity  of  Maryland;  David  R.  Dro- 
sick,  Thorpe,  University  of  Kentucky. 
Lexington;  Robert  B.  Dushkoff,  Mul- 
lens, WVU  Department  of  Family 
Practice;  Elizabeth  D.  Forrest,  Mor- 

( Continued  on  Page  xiv) 


WVSMA  has  been  recognized  by  the 
AMA's  Membership  Division  for  increas- 
ing its  AMA  membership  for  the  sixth 
consecutive  year  as  of  1984.  A plaque 
for  this  accomplishment  was  presented 
to  WVSMA  President  Carl  J.  Rong- 
caglione,  M.  D.,  of  South  Charleston, 
left,  by  Dr.  John  Coury,  Chairman  of  the 
AMA  Board  of  Trustees. 
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Continuing 

Education 

Activities 

Here  are  the  continuing  medical  ed- 
ucation activities  listed  primarily  by 
the  Marshall  University  and  West 
Virginia  University  Schools  of  Med- 
icine for  part  of  1985,  as  compiled  by 
Charles  W.  Jones,  Ph.D.,  MU  Director 
of  Continuing  Medical  Education; 
Robert  E.  Kristofco,  WVU  Assistant 
to  the  Dean/ Continuing  Medical  Ed- 
ucation, and  J.  Zeb  Wright,  Ph.D.. 
Coordinator,  Continuing  Education, 
Department  of  Community  Medicine, 
WVU  Charleston  Division.  The  sched- 
ule is  presented  as  a convenience  for 
physicians  in  planning  their  continu- 
ing education  program.  (Other  na- 
tional, state  and  district  medical  meet- 
ings are  listed  in  the  Medical  Meetings 
Department  of  The  Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are  held 
on  the  WVU  Morgantown,  Charleston 
and  Wheeling  campuses.  Further  in- 
formation about  CME  activities  may 
be  obtained  from:  Office  of  Continu- 
ing Medical  Education,  MU  School  of 
Medicine,  Huntington  25701;  Di- 
vision of  Continuing  Education,  WVU 
Medical  Center,  3110  MacCorkle  Ave- 
nue, S.  E.,  Charleston  25304;  Office 
of  Continuing  Medical  Education, 
WVU  Medical  Center,  Morgantown 
26506;  or  Office  of  Continuing  Med- 
ical Education,  Wheeling  Division. 
WVU  School  of  Medicine,  Ohio  Val- 
ley Medical  Center,  2000  Eoff  Street. 
Wheeling  26003. 

West  Virginia  University 

June  1,  Charleston,  Wildwater  Surgi- 
cal Conference 

June  7-8,  Morgantown,  Anesthesia 

Update  ’85  (WV  State  Society  of 

Anesthesiologists ) 

June  7-9,  Morgantown,  Annual  Meet- 
ing, WV  Academy  of  Otolaryngo- 


logy— Head  & Neck  Surgery:  & 
WVU  E.N.T.  Teaching  Day 

June  14-15,  Morgantown.  Ob/Gyn 
Teaching  Days 

July  23-25,  Morgantown,  Interdiscipli- 
nary Symposium  for  Orthopaedic  & 
Neurosurgeons:  Modern  Dissection 
Techniques  of  Bone,  Biometals  & 
Bioplastics  (Ortho  700  & Neuro 
7001 

Aug.  9-10,  Charleston,  Disaster  & 
Terrorism 

Sept.  20-21.  Charleston,  Cardiac  Re- 
habilitation 

Sept.  25,  Charleston,  Spinal  Cord 
Injuries 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center/ 
Charleston  Division 

Cabin  Creek,  Cabin  Creek  Medical 
Center,  Dawes,  2nd  Wednesday, 
8-10  A.  M.  — June  12  ( program  to 
be  announced) 

Gassaway,  Braxton  Co.  Memorial 
Hospital.  1st  Wednesday,  7-9  P.  M. 
— June  5,  “Diagnosis  of  Hematol- 
ogical Cancers,”  Anthony  Murgo. 
M.D. 

July  3 (vacation) 

Madison,  Boone  Co.  Career  Center, 
2nd  Tuesday,  7-9  P.  M.  — June  11, 
“Protocols  for  Operating  a Physical 
Therapy  Unit  in  a Primary  Care 
Facility”  (speaker  to  be  an- 
nounced) 

July  9 (vacation) 

Oak  Hill,  Plateau  Vocational  Center 
i Oyler  Exit.  N 19 1 4th  Tuesday, 
7-9  P.  M.  — June  25,  “New  De- 
velopments in  Dermatology.”  Rob- 
ert B.  Point,  M.  D. 

July-Aug.  (vacation) 

Bluefield , Bluefield  Community  Hos- 
pital, First-Floor  Conference  Room. 
3rd  Thursday,  Noon-2  P.  M.  — July 
18,  “Post-Menopausal  Therapy: 
Estrogen  Replacement”  (speaker  to 
be  announced) 

W/ elch , Stevens  Clinic  Hospital.  3rd 
Wednesday.  12  Noon-2  P.  M. 
June  19,  “Update  Protocols  for 


Chemotherapy  & Their  Hazards  to 
Health  Workers,”  Steven  Jubelirer, 
M.  D. 

July  17  (vacation) 

l Vhitesville,  Raleigh-Boone  Medical 
Center.  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — June-Aug.  (vacation) 

Williamson,  Williamson  Memorial 
Hospital,  1st  Thursday,  6:30-8:30 
P.  M.  — June  6,  “Estrogen  Replace- 
ment Therapy:  Post-Menopausal 

Osteoporosis,”  John  T.  Chambers, 

M.D. 


Review  A Book 


The  following  books  have  been  re- 
ceived by  the  Headquarters  Office  of 
the  State  Medical  Association.  Med- 
ical readers  interested  in  reviewing 
any  of  these  volumes  should  address 
their  requests  to  Editor,  The  West 
Virginia  Medical  Journal,  Post  Office 
Box  4106,  Charleston  25364.  We’ll 
be  happy  to  send  the  books  to  you, 
and  you  may  keep  them  for  your  per- 
sonal libraries  after  submitting  to  The 
Journal  a review  for  publication. 

Treating  Type  A Behavior  and 
Your  Heart,  by  Meyer  Friedman, 
M.  D.;  and  Diane  Ulmer,  R.N.,  M.S. 
272  pages.  Price  S15.95.  Alfred  A. 
Knopf.  201  East  Fiftieth  Street,  New 
York  City  10022.  1984. 

Managing  Incontinence,  edited  by 
Cheryle  B.  Gartley.  Price  $12.95. 
Jameson  Books,  722  Columbus  Street, 
Ottawa,  Illinois  61350.  1985. 

Physician’s  Handbook,  21st  Edi- 
tion, by  Marcus  A.  Krupp,  M.  D.; 
Lawrence  M.  Tierney,  Jr.,  M.  D.; 
Ernest  Jawetz,  M.  D.;  Robert  L.  Roe, 
M.  D.;  and  Carlos  A.  Camargo,  M.  D. 
Price  $16.50.  Lange  Medical  Publica- 
tions, Los  Altos,  California  94022. 
1985. 

Correlative  N euroanatomy,  by  Du- 
ane E.  Haines,  Ph.D.  Price  $16.50. 
Urban  & Schwarzenberg  Medical  Pub- 
lishers, 7 East  Redwood  Street,  Balti- 
more, Maryland  21202.  1985. 
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Pediatric  Oncologist 
Fills  Charleston  Post 


Kenneth  A.  Starling,  M.  D. 


Dr.  Kenneth  A.  Starling,  a former 
Baylor  College  of  Medicine  professor, 
is  the  new  Professor  of  Pediatrics  at 
the  West  Virginia  University  Medical 
Center’s  Charleston  Division  and 
Chairman  of  Charleston  Area  Medical 
Center’s  Department  of  Pediatrics. 

A graduate  of  Washington  and  Lee 
University  and  Duke  University 
School  of  Medicine,  the  Alabama  na- 
tive completed  a residency  in  pedi- 
atrics and  fellowship  in  pediatric 
hematology/ oncology  at  Houston’s 
Baylor  College  of  Medicine. 

“Doctor  Starling  enjoys  national 
recognition  for  his  23  years  of  pedi- 
atric oncology  in  Texas,”  said  Dr.  Wil- 
liam A.  Neal,  Acting  Chairman  of 
Pediatrics  at  WVU,  “and  he  will  be 
of  major  assistance  to  our  program 
and  the  community  of  Charleston,  par- 
ticularly in  helping  foster  closer  co- 
operation between  Charleston  and 
Morgantown. 

“Basically,  the  Charleston  program 
is  good,”  Doctor  Starling  commented, 
“and  the  quality  of  education  has 
been  excellent  because  of  the  support 
of  local  pediatric  clinical  faculty. 
What  we  need  now  is  to  strengthen 
pediatric  subspecialty  support  in  ed- 
ucating students  and  training  residents 
in  Charleston.” 

Dean  Thomas  W.  Mou,  M.D., 
Charleston  Division,  sees  a unique 


leadership  role  for  Doctor  Starling, 
noting  that  Doctor  Starling  “combines 
pediatric  hematology  and  oncology,  a 
real  need  in  the  Charleston  area.” 


USPHS  Applications 
In  Epidemiology  Invited 

The  U.  S.  Public  Health  Service 
(USPHS)  invites  applications  for  a 
planned  extension  of  a training  pro- 
gram in  Medical  Epidemiology. 

Up  to  11  persons  per  year,  who  al- 
ready have  an  M.  D.,  a doctorate  in 
an  allied  health  profession,  or  Ph.D. 
in  a biomedical  or  behavioral  science 
(e.g.,  biochemistry,  psychology,  etc.), 
or  equivalent,  may  be  accepted  as 
Service  Fellows  of  the  USPHS  ( a non- 
tenured,  junior  professional  classifi- 
cation under  Civil  Service ) for  up  to 
a three-year  period  of  duty. 

Applications  received  by  Septem- 
ber 10  may  be  considered  for  service 
to  begin  between  July  1 and  Septem- 
ber 1,  1986. 

During  the  first  year,  each  success- 
ful applicant  will  attend  a university 
at  government  expense  to  study  epi- 
demiology, biostatistics  and  related 


subjects.  This  course  work  should  be 
creditable  toward,  but  will  not  neces- 
sarily complete  requirements  for,  a de- 
gree in  public  health. 

During  the  subsequent  two  years, 
individuals  will  work  in  association 
with  senior  epidemiologists  in  the  par- 
ticipating USPHS  agencies  (Alcohol, 
Drug  Abuse,  and  Mental  Health  Ad- 
ministration; Food  and  Drug  Admin- 
istration; National  Center  for  Health 
Statistics;  and  the  National  Institutes 
of  Health)  primarily  in  research 
studies. 

Salaries  will  be  provided  according 
to  the  scale  in  effect  for  staff  fellows 
in  intramural  research  at  ADAMHA 
and  NIH.  The  current  schedule  of  re- 
muneration for  a physician  to  be  re- 
cruited in  1986  is  $30,000  per  annum 
for  the  first  year.  Educational  costs 
and  (allowable)  relocation  expenses 
for  the  first  year  are  provided  in  addi- 
tion. 

To  obtain  further  information  and 
application  forms,  send  a postcard 
only,  with  your  printed  name  and 
home  mailing  address  to:  Robert  S. 
Gordon,  Jr.,  M.  D.,  M.H.S.,  Chairman. 
Steering  Committee,  NIH,  Building  1, 
Room  238,  Bethesda,  Maryland 
20205. 


The  West  Virginia  Chapter,  American  Academy  of  Family  Physicians,  elected  new 
officers  during  its  33rd  annual  scientific  assembly  held  in  April  in  Morgantown. 
Shown  above  are,  seated,  from  left,  Drs.  William  H.  Harriman,  Jr.,  Terra  Alta  (now 
deceased;  see  obituary  in  this  issue  of  The  Journal),  Chairman  of  the  Board;  Joseph 
B.  Reed,  Buckhannon,  President,  and  D.  Dean  Patton,  Princeton,  President  Elect; 
standing,  from  left,  Drs.  Thomas  G.  Wack,  Wheeling,  Vice  President;  Dennis  R.  Niess, 
Wheeling,  District  I Director;  L.  Dale  Simmons,  Clarksburg,  National  Delegate;  Wil- 
bur Z.  Sine,  Morgantown,  District  II  Director;  Anne  Jean  Cavender,  Charleston,  Dis- 
trict VII  Director;  Jose  I.  Ricard,  Huntington,  Secretary;  Thomas  P.  Long,  Man, 
Alternate  Delegate;  John  V.  Merrifield,  Dunbar,  Treasurer,  and  John  E.  Beane, 
Parkersburg,  District  IV  Director. 
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AMA  House  Of  Delegates 
Meeting  June  16-20 

The  annual  meeting  of  the  Ameri- 
can Medical  Association’s  House  of 
Delegates  will  be  held  June  16-20  in 
Chicago  at  the  Marriott  Hotel. 

The  WVSMA’s  two  Delegates  to 
the  AMA  House  of  Delegates  are  Jack 
Leckie  of  Huntington  and  Harry  S. 
Weeks,  Jr.,  of  Wheeling,  with  Drs. 
Joseph  A.  Smith  of  Dunbar  and  John 
B.  Markey  of  Charleston  as  Alternate 
Delegates. 

Dr.  Frank  J.  Holroyd  of  Princeton, 
who  served  for  32  years  as  a West 
Virginia  AMA  Delegate,  is  an  Hon- 
orary AMA  Delegate. 

The  House  of  Delegates  is  com- 
posed of  representatives  from  state 
medical  associations,  national  medical 
specialty  societies,  resident  physicians, 
medical  students,  medical  schools,  hos- 
pital medical  staff  sections,  medicaj 
corps  of  the  U.  S.  military  services, 
U.  S.  Public  Health  Service,  and  Vet- 
erans Administration. 

Dr.  Joseph  F.  Boyle  of  Los  Angeles 
is  AMA  President.  The  President 
Elect  is  Dr.  Harrison  L.  Rogers,  Jr., 
of  Atlanta,  who — after  being  instated 
as  President  during  the  AMA  annual 
meeting — will  address  the  WVSMA’s 
first  session  of  the  House  of  Delegates 
on  Wednesday,  August  14,  during  the 
Association’s  Annual  Meeting  August 
14-17  in  Charleston. 


Doctor  Kumar  President 
Of  State  ACIP  Chapter 

Chandra  M.  Kumar,  Charleston  al- 
lergist, is  the  new  President  of  The 
American  College  of  International 
Physicians,  West  Virginia  Chapter, 
Inc. 

Doctor  Kumar  was  installed  during 
an  induction  ceremony  held  following 
scientific  sessions  on  Saturday,  May 
25,  in  Charleston.  He  succeeds  Rano 
S.  Bofill  of  Man. 

Governor  Arch  Moore  was  guest 
speaker. 

Scientific  subjects  of  discussion, 
with  eight  speakers  on  the  faculty,  in- 
cluded cataract  surgery,  epistaxis, 
emotional  aspect  of  coronary  artery 
disease,  quality  assurance,  modern 


Jack  Leckie,  M.  D. 


Harry  S.  Weeks,  Jr.,  M.  D. 


acupuncture  clinical  applications,  neu- 
roanatomy for  the  generalist,  male 
erectile  dysfunction,  and  use  of  H_ 
antagonist  for  acid-related  disorders. 

Out-of-state  speakers  were  Drs. 
John  Schwab,  Professor  and  Chair- 
man, Department  of  Psychiatry,  Uni- 
versity of  Louisville;  Mark  Feldman, 
Associate  Professor,  Gastoenterology, 
Southwestern  Medical  School,  Dallas; 
Augusto  Figueroa,  Chief  of  Neuro- 
surgery, Memorial  Hospital,  Cumber- 
land, Maryland;  and  Moises  P.  Lang- 
ub,  acupuncturist,  Manchester,  Ken- 
tucky. 


M.  D.s’  Comments  on  PRO 
Experiences  Invited 

An  innovative  new  program  to 
evaluate  physicians’  and  hospitals’  ex- 
periences with  the  Peer  Review  Or- 
ganizations (PROs)  has  been  an- 
nounced by  the  American  Medical  As- 
sociation. The  PROs  were  set  up  to 
monitor  the  health  care  delivered  to 
Medicare  beneficiaries. 

Under  the  PRO  program,  both 
utilization  and  quality  issues  will  be 
looked  at  by  state-level  PROs  under 
contract  to  the  federal  government.  A 
percentage  of  all  Medicare  discharges 
will  be  reviewed  with  respect  to  a 
set  of  quality  and  utilization  objectives 
contractually  agreed  to  by  each  PRO 
with  the  Health  Care  Financing  Ad- 
ministration (HCFA). 


The  AMA  is  interested  in  learning 
of  individual  physicians’  and  hospitals’ 
experiences,  both  positive  and  nega- 
tive, which  they  feel  are  attributable 
to  the  new  peer  review  system.  While 
the  AMA  is  interested  in  all  relevant 
experiences,  areas  of  particular  in- 
terest would  include:  changes  in 

length  of  stay,  admission  and  dis- 
charge policies,  preadmission  certi- 
fication procedures,  utilization  and 
quality  review  results,  administrative 
relations  between  hospitals  and  phy- 
sicians and  the  PROs,  any  demon- 
strable impact  that  PRO  review  may 
have  on  the  cost  or  quality  of  care, 
and  the  results  of  any  PRO  efforts 
to  review  patients  other  than  Medi- 
care beneficiaries. 

Address  for  Letters 

Physicians  or  hospital  medical  staffs 
who  would  like  to  share  this  informa- 
tion with  the  AMA  are  encouraged  to 
describe  their  experience! s)  in  a brief 
letter  and  direct  it  to:  AMA  PRO 

Monitoring  Project,  Department  of 
Health  Care  Financing  & Organiza- 
tion, American  Medical  Association, 
Post  Office  Box  10947,  Chicago,  Il- 
linois 60610. 

All  sources  of  information  provided 
will  be  kept  confidential.  The  data 
will  be  carefully  analyzed  and  the  re- 
sults used  by  the  AMA  as  the  Associa- 
tion pursues  further  involvement  with 
PROs  and  as  it  develops  new  ways  to 
assist  physicians  and  medical  staffs  in 
dealing  with  this  program. 
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Ragtime  Pianist 
Convention  Entertainer 


Gary  Ellison 


“He  got  his  start  on  television  as  a 
junior  in  high  school  on  the  nation’s 
top-rated  TV  show  of  that  time;  he 
has  entertained  troops  in  Vietnam 
and  Korea;  he  is,  as  resolved  by  the 
state  senate  in  1973,  Missouri’s  of- 
ficial ragtime  pianist;  and  he  is  a fam- 
iliar face  and  voice  on  local  radio  and 
television.” 

And  so  goes  the  article  in  Spring- 
field!  (Missouri)  Magazine  about 
Gary  Ellison,  who  will  entertain 
WVSMA  members  with  his  ragtime 
piano  playing  at  the  conclusion  of  the 
Association’s  Annual  Meeting  on  Sat- 
urday evening,  August  17,  at  the 
Charleston  Marriott. 

Ellison  will  present  for  members 
and  guests  a musical  program  follow- 
ing a cash  bar  and  dinner.  Admission 
to  the  dinner  will  be  by  ticket  only 
(price  to  be  announced). 

“When  Ellison  was  a junior  in  high 
school  he  was  the  caller  for  a group 
of  young  square  dancers  called  the 
‘Wagon  Wheelers,’  ” the  artiole  con- 
tinues. “The  ‘Wagon  Wheelers’  would 
take  the  place  of  the  ‘Promenaders’  on 
the  nationally  televised  ‘Ozark  Jub- 
ilee’ whenever  that  group  of  square 
dancers  was  on  a road  engagement. 
This  was  Ellison’s  first  exposure  to 
television.  The  ‘Ozark  Jubilee,’  broad- 
cast from  Springfield,  was  at  that  time 
the  number  one  show  in  the  country. 


“Ellison  was  fortunate  enough  to 
meet  a man  named  Bob  Darch  on  that 
show.  Bob  Darch  probably  was  the 
man  most  responsible  for  researching 
the  development  of  ragtime  music  and 
making  people  aware  of  who  the 
then-forgotten  Scott  Joplin  was. 
Darch  was  a guest  on  the  next  ‘Ozark 
Jubilee’  Show  and  Ellison  was  capti- 
vated by  Darch’s  playing  of  ‘Maple 
Leaf  Rag.’  Ellison  and  Darch  became 
friends  and  Darch  began  to  coach 
Ellison  on  playing  ragtime.” 

Ellison  held  temporary  jobs  and 
continued  his  ragtime  piano  playing 
whenever  and  wherever  he  could 
while  attending  college. 

After  graduating  in  1966  with  a de- 
gree in  speech  and  communications, 
he  went  on  the  road  for  the  next  10 
years.  He  went  back  to  Springfield 
about  seven  years  ago  and  decided  to 
use  his  background  in  communica- 
tions to  begin  his  own  business.  He 
founded  Gary  Ellison  Productions,  his 
own  advertising  firm,  and  now  he 
makes  commercials  and  films. 

Despite  his  many  professional  and 
community  activities,  Ellison  “has  not 
lost  his  love  for  playing  ragtime 
piano,”  and  still  plays  concert  dates. 


Patient  Hemodialysis 
Brochures  Available 

The  National  Kidney  Foundation 
recently  has  published  a new  brochure 
entitled  “Nutritional  Considerations 
for  the  Patient  on  Hemodialysis.” 
This  brochure  was  designed  specif- 
ically for  use  in  the  physician’s  office 
as  a brief  overview  of  the  types  of 
nutritional  modifications  often  im- 
posed on  persons  being  treated  with 
hemodialysis. 

Another  brochure  that  is  available 
has  been  reprinted  and  slightly  re- 
vised since  last  year.  It  is  “Nutritional 
Considerations  for  the  Patient  Before 
the  Initiation  of  Dialysis.” 

These  brochures  can  be  obtained 
through  the  local  or  state  affiliates  of 
the  National  Kidney  Foundation.  For 
further  information,  contact  the  Na- 
tional Kidney  Foundation,  2 Park 
Avenue,  New  York,  New  York  10016. 


Billing  System,  Computer 
Okayed  By  Council 

WVSMA’s  Council,  at  its  spring 
meeting  on  April  14  in  Charleston, 
endorsed  the  marketing  of  a com- 
puterized billing  process  and  approved 
the  purchase  of  an  IBM-PC  computer 
system  for  the  headquarters  office. 

The  computerized  billing  process, 
Insurance  Claims  Processing  Pack- 
age ( I C PS ) , will  be  offered  to  West 
Virginia  physicians  by  McDonough 
Caperton  Systems  of  Charleston.  ( See 
story  in  the  April  issue  of  The  Jour- 
nal.) 

The  new  headquarters  computer 
will  replace  IBM  Display  Writers, 
which  will  be  sold  to  help  defray  the 
cost. 

Honorary,  Retired  Members 

The  following  physicians,  having 
been  nominated  previously  by  their 
respective  component  societies,  were 
approved  for  reclassification  of  mem- 
bership from  active  to  honorary: 
Drs.  David  A.  Haught  of  Stuart,  Flor- 
ida ( Cabell  County  Medical  Society  ) ; 
John  F.  Suess  of  Lost  Creek  (Har- 
rison); John  L.  Crites  and  Peter 
Ladewig  of  Charleston  ( Kanawha ) ; 
A.  Joseph  Berlow  of  Wheeling 
(Ohio),  and  A.  Allen  Bliss  and 
Thomas  L.  Martin  of  Beckley  ( Ral- 
eigh ) . 

Approved  for  retired  membership 
were  Drs.  William  W.  Guthrie  of 
Huntington  and  Gene  Lee  Hackleman 
of  Barboursville  (Cabell);  Rodgers 
W.  Harshbarger  of  St.  Albans,  Miro- 
slav M.  Kovacevich  of  Charleston  and 
Ralph  H.  Nestmann  of  South  Charles- 
ton (Kanawha);  Herbert  G.  Dickie, 
Jr.,  and  John  P.  Griffith,  Jr.,  of 
Wheeling  (Ohio);  Ira  Connolly,  Jr., 
of  Belpre,  Ohio  (Parkersburg  Acad- 
emy), and  Maurice  H.  Maxwell  of 
Moorefield  (Potomac  Valley). 

In  other  actions,  Council  accepted 
the  first-quarter  financial  statement 
which  was  reviewed  by  Dr.  George  A. 
Shawkey  of  Charleston,  Treasurer, 
and  approved  the  continuation  of  the 
WVSMA  scholarship  program  for  the 
year  1985,  with  change  over  to  a stu- 
dent loan  fund  to  become  effective  in 
1986. 
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Dr.  John  W.  Traubert,  right,  receives 
the  “Mister  Doc”  Award  for  distin- 
guished service,  the  highest  award  of 
the  West  Virginia  Chapter,  American 
Academy  of  Family  Physicians,  from 
Dr.  Joseph  B.  Reed,  Buckhannon,  Acad- 
demy  President,  during  the  Acad- 
emy’s April  scientific  assembly  in  Mor- 
gantown. Doctor  Traubert  is  Professor 
and  Chairman  of  the  Department  of 
Family  Practice,  YVVU  School  of  Med- 
icine. 

Workers’  Comp  Handbook 
Available  In  July 

The  Health  Care  Providers'  Hand- 
book: When  Your  Patient  Has  a 

Work-Related  Injury  or  Disease  will 
be  available  in  July  for  distribution 
throughout  the  medical  community. 

The  Handbook  is  a product  of  the 
West  Virginia  Workers’  Compensation 
Fund  and  contains  information  on  the 
history  and  structure  of  Workers’ 
Compensation,  the  role  of  the  phy- 
sician in  examination  and  treatment 
of  work-related  disability,  payment  of 
invoices,  and  general  procedures  for 
health  care  providers.  Sample  forms 
are  presented,  including  the  new  AMA 
Health  Insurance  Claim  Form  and  the 
necessary  modifications  for  use  with 
Workers’  Compensation  claims. 

The  Handbook  is  bound  in  loose 
leaf  form  which  will  allow  timely  up- 
dates and  changes  in  accordance  with 
judicial  opinion,  new  legislation,  and 
new  policies  and  procedures.  Phy- 
sicians are  encouraged  to  become 
familiar  with  the  Handbook  and,  of 
course,  then  share  it  with  their  office 
staffs.  The  information  presented  in 
the  Handbook,  if  properly  used,  will 
make  the  filing  and  management  of 
work-related  disability  claims  easier 
for  both  health  providers  and  the 
Fund. 


Dissection  Techniques 
July  Course  Focus 

An  interdisciplinary  symposium  for 
orthopedic  surgeons  and  neurosur- 
geons on  Modern  Dissection  Tech- 
niques of  Bone,  Biometals  and  Bio- 
plastics will  be  held  July  23-25. 

The  site  will  be  the  Sheraton  Lake- 
view  in  Morgantown. 

There  will  be  separate  hands-on 
workshops  with  advanced  pneumatic 
instrumentation  so  that  surgeons’ 
boneworking  problems  will  be  facil- 
itated. Video  tapes  of  clinical  pro- 
cedures also  will  be  shown. 

The  symposium  sponsors  are  West 
Virginia  University  School  of  Med- 
icine’s departments  of  Neurosurgery 
and  Orthopaedic  Surgery,  in  coopera- 
tion with  Midas  Rex  Psychomotor  In- 
stitute of  Fort  Worth,  Texas. 

The  symposium  has  been  approved 
for  18  hours  of  credit  in  Category  1. 

For  additional  information,  contact 
the  WVU  CME  office  at  ( 304  I 293- 
3937. 


Doctor  Blaydes  Receives 
Lions  Club  Award 

Dr.  J.  Elliott  Blaydes  of  Bluefield 
received  the  Melvin  Jones  Fellow 
Award,  the  highest  honor  of  the  Lions 
Club  International  Foundation,  dur- 
ing a luncheon  in  April  in  Princeton. 

An  ophthalmologist  and  President 
of  Blaydes  Clinic  in  Bluefield,  Doctor 
Blaydes  was  given  the  award  in  rec- 
ognition of  his  efforts  in  the  field  of 
sight  conservation. 

Lions  International  adopted  sight 
conservation  as  its  main  project  in 
1923  because  of  the  work  done  by 
Doctor  Blayde’s  father.  Dr.  J.  E.  Blay- 
des, Sr.,  at  the  West  Virginia  School 
for  the  Blind. 

He  presently  is  Clinical  Associate 
Professor  of  Ophthalmology  at  both 
Marshall  and  West  Virginia  universi- 
ties. 

Doctor  Blaydes  has  served  as  a di- 
rector for  the  Contact  Lens  Associa- 
tion of  Ophthalmologists,  Inc.,  and 
American  Intra-Ocular  Implant  So- 
ciety. 


Medical  Meetings 


June  13-17— AMA  Hospital  Medical  Staff 
Section,  Chicago. 

June  15— WVSMA  Loss  Control  Seminar, 
Charleston. 

June  16-18— Am.  Diabetes  Assoc.,  Baltimore. 

June  16-20— Annual  Meeting  of  AMA  House, 
Chicago. 

July  4-6— Am.  College  of  International  Phy- 
sicians, Niagara  Falls,  NY. 

July  11-12— Am.  Geriatrics  Society;  Am. 
Federation  for  Aging  Research,  New 
York  City. 

July  13— WY'SMA  Loss  Control  Seminar,  Oak 
Hill. 

Aug.  14-17— 118th  Annual  Meeting,  WV 
State  Medical  Assoc.,  Charleston. 

Aug.  22-24— Am.  Lung  Assoc,  of  WV;  WV 
Thoracic  Society  (Interstitial  Pulmonary 
Diseases),  White  Sulphur  Springs. 

Sept.  9-12— Am.  College  of  Emergency  Phy- 
sicians, Las  Vegas. 

Sept.  21— WVSMA  Loss  Control  Seminar, 
Morgantown. 

Sept.  29-Oct.  3— Am.  Academy  of  Ophthalm- 
ology, San  Francisco. 

Oct.  2-5— Am.  Neurological  Assoc.,  Chicago. 

Oct.  10-13— Am.  Society  of  Internal  Medi- 
cine, Washington,  DC. 

Oct.  10-13— Am.  Academy  of  Family  Phy- 
sicians, Anaheim,  CA. 

Oct.  12-16— Am.  Society  of  Anesthesiologists, 
San  Francisco. 

Oct.  13-18— Am.  College  of  Surgeons,  Chi- 
cago. 

Oct.  19— WVSMA  Loss  Control  Seminar, 
Oak  Hill. 

Oct.  27-31— Am.  College  of  Chest  Physi- 
cians, New  Orleans. 

Nov.  2— WVSMA  Loss  Control  Seminar, 
Charleston. 

Nov.  5-10— Am.  Medical  Women’s  Assoc., 
San  Francisco. 

Nov.  17-20— Southern  Medical  Assoc.,  Or- 
lando. 

Nov.  17-21— Am.  Public  Health  Assoc., 
Washington,  DC. 

Nov.  17-22— Radiological  Society  of  North 
Am.,  Chicago. 
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NOW  WHEN  YOU  ENTER 
THE  WORLD  OF 
BMW  SPORTS  SEDANS, 
YOU  CAN  BRING 
YOUR  ENTIRE  FAMILY. 

Typically,  2-door  sports  sedans  have  been  the  exclusive  province 
of  drivers  with  no  real  use  for  the  backseat. 

The  new  BMW  4-door;  3-Series  sports  sedans  have  opened  their 
doors  to  a more  diverse  group:  those  who  desire  exhilarating  perform- 
ance, but  have  something  special  to  put  in  the  backseat— a family. 

If  youd  like  to  test-drive  one  of  our  new  4-door  BMW’s,  bring  your 
entire  family  to  visit  us. 


© 1985  BMW  of  North  America  Inc.  The  BMW  trademark  and  logo  are  registered 


Harvey  Shreve,  Inc. 

ROUTE  60,  WEST  ST.  ALBANS  722-4900 


WVU  Medical 
Center  News 


Compiled  from  material  furnished  bij  the 
Medical  Center  News  Service,  Morgantown, 
W.  Va. 


Flu  Vaccine  By  Mouth 
Has  Fewer  Side  Effects 

WVU  research,  with  medical  stu- 
dents among  the  investigators,  showed 
that  flu  vaccine  taken  by  mouth  can 
produce  antibodies  in  the  nasal  pas- 
sages and  has  fewer  side  effects  than 
flu  shots. 

The  research  results  were  published 
recently  in  the  Journal  of  Biological 
Standardization. 

“One  of  the  reasons  we  are  espe- 
cially pleased  with  this  research  was 
that  it  was  funded  by  our  own  Med- 
ical Corporation,”  said  Robert  H. 
Waldman,  M.  D.,  Chairman  of  the  De- 
partment of  Medicine.  “That  means 
physician  fees  here  provided  the  sup- 
port. 

“It’s  also  a source  of  pride  that 
much  of  the  work  was  done  by  two 
fourth-year  medical  students,  both  of 
whom  have  since  received  their  de- 
grees and  are  now  doing  residencies  at 
University  Hospital,”  Doctor  Wald- 
man said. 

Co-Authors 

Co-authors  of  the  report  are  Drs. 
Valerie  Uazzell  and  Catherine  Rose, 
students  when  they  took  part;  Rashida 
Khakoo,  Section  Chief  of  Infectious 
Diseases;  Arthur  Jacknowitz  and 
Stephen  Howard,  professors  of  phar- 
macy; and  Doctor  Waldman,  whose 
internal  medicine  specialty  is  infec- 
tious diseases. 


The  study  involved  24  healthy  vol- 
unteers randomly  divided  into  three 
groups.  Eight  received  oral  vaccine 
and  a placebo  shot;  eight,  vaccine 
shot  and  oral  placebo;  and  eight, 
placebo  orally  and  by  shot. 

The  oral  vaccine  was  given  in  cap- 
sules specially  coated  to  withstand 
stomach  acids  and  to  dissolve  only  in 
the  small  intestine.  Professors  Jack- 
nowitz and  Howard  prepared  the  cap- 
sules. 

“Perhaps  the  major  finding  was  that 
the  people  who  got  oral  vaccine  had 
fewer  side  effects  than  those  who  re- 
ceived shots  — indicating  that  the 
oral  route  may  be  better,”  Doctor 
Rose  said. 


WVU  Students  Have  Good 
Loan  Repayment  Record 

WVU  medical  students  have  one  of 
the  lowest  delinquency  rates  in  the 
nation  — 1.67  per  cent  — when  it 
comes  to  repaying  educational  loans. 

Kenneth  R.  Sears,  Associate  Direc- 
tor for  Student  Financial  Aid,  said 
that  was  the  1984  record  for  the  uni- 
versity-administered Health  Profes- 
sion Loan  Program,  financed  with 
both  federal  and  private  funds. 

“It’s  clear  that  our  students  feel  a 
real  commitment  to  repay  the  money,” 
Sears  said.  “One  of  the  reasons  is 
they  know  it’s  a revolving  fund  and 
new  loans  can  be  made  only  to  the  ex- 
tent old  ones  are  repaid.” 

Another  program,  the  Health  Ed- 
ucation Assistance  Loan  program,  has 
been  criticized  nationally,  with  some 
students  reported  to  have  used  the 
funds  for  consumer  purchases  or  vaca- 


tions. An  increase  in  delinquencies 
and  defaults  also  was  noted. 

Sears  said  students  borrow  funds 
from  commercial  lenders  under  that 
program. 

“For  that  reason,  schools  have  no 
way  of  knowing  their  individual  de- 
linquency rate  in  the  program.  The 
school’s  function  is  to  certify  enroll- 
ment, determine  the  student's  budget, 
recommend  the  loan  amount  and 
monitor  academic  performance,” 
Sears  said. 

“The  program  is  not  based  on  fi- 
nancial need  but  is  subject  to  the  cost 
of  education  minus  other  aid.” 

He  said  WVU  has  minimal  involve- 
ment in  this  program  and  it’s  used  as 
a last  resort  because  of  very  high  in- 
terest rates. 

64  Per  Cent  Receiving  Aid 

Among  WVU  medical  students,  64 
per  cent  are  receiving  financial  aid. 
Of  the  total  aid,  70  per  cent  is  in  the 
form  of  loans,  and  30  per  cent,  schol- 
arships. The  Health  Profession  Loan 
Program  is  the  largest  campus-based 
lending  program,  with  the  average 
medical  student  borrowing  $2,000  per 
year.  Many  loans  are  for  a 10-year 
ueriod. 

The  Guaranteed  Student  Loan  Pro- 
gram is  the  biggest  loan  program  that 
allows  students  to  borrow  from  lend- 
ing institutions.  The  average  amount 
borrowed  by  WVU  medical  students 
under  this  program  is  $4,200  annually. 

"We  have  a very  solid  loan  collec- 
tion operation  and  we  intend  to  keep 
it  that  way,”  Sears  said.  “The  pro- 
gram is  very  strict  — if  you  fall  be- 
hind on  one  payment,  it’s  considered 
delinquent." 
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Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package M 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward — to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today — you’ll  never 
feel  better. 


1 9 Data  General 


EESETIF  systems,  ins. 


1101  Forbes  Avenue,  Pittsburgh,  PA  15219 
(800)  441-8386 


Obituaries 


WILLIAM  H.  HARRIMAN,  JR., 
M.  D. 

Dr.  William  H.  Harriman,  Jr.,  of 
Terra  Alta,  1984-85  President  of  the 
West  Virginia  Chapter,  American 
Academy  of  Family  Physicians,  died 
on  April  20  at  his  home.  He  was  60. 

Doctor  Harriman  had  become 
Chairman  of  the  Board  of  the  state 
AAFP  chapter  after  completing  his 
term  as  President  during  the  chap- 
ter’s meeting  April  12-14  in  Morgan- 
town. 

A native  of  Terra  Alta,  Doctor  Har- 
riman was  graduated  from  West  Vir- 
ginia University,  and  received  his 
M.  D.  degree  in  1954  from  the  Med- 
ical College  of  Virginia.  He  interned 
at  the  former  Charleston  General  Hos- 
pital, and  had  practiced  in  Terra  Alta 
since  then. 

A member  of  the  Preston  County 
Medical  Society  and  a World  War  II 
Marine  veteran,  he  served  on  the 
Preston  County  School  Board  for  14 
years. 

Survivors  include  the  wife,  Rebecca 
Reese  Harriman;  two  sons,  William 
Harriman  of  Terra  Alta  and  Ted  Har- 
riman of  St.  George,  South  Carolina: 
three  daughters,  Cassandra  Harriman 
and  Theresa  DeWitt,  both  of  Morgan- 
town, and  Mildred  Harriman  of  Par- 
kersburg; and  a brother,  Charles  S. 
Harriman  of  Terra  Alta. 


BENJAMIN  NEWMAN,  M.  D. 

Dr.  Benjamin  Newman  of  Charles- 
ton died  on  April  13  in  a Cleveland 
hospital.  He  was  69. 

Doctor  Newman  was  a pathologist 
for  Thomas  Memorial  Hospital  in 
South  Charleston. 

A native  of  New  York  City,  he  was 
graduated  from  New  York  University, 
and  received  his  M.  D.  degree  in 
1938  from  the  American  University  of 
Beirut,  Beirut,  Lebanon.  He  interned 
at  Woodlawn  Hospital  in  Chicago, 
and  completed  his  residency  at  Cook 
County  Hospital  there. 

Located  in  Augusta,  Maine,  before 
coming  to  Charleston,  Doctor  Newman 

(Continued  on  Page  xxvii) 


WVU  GRADUATES 

( Continued  from  Page  131) 

gantown,  Eastern  Virginia  Graduate 
Medical  School;  James  W.  Freese, 
Morgantown,  WVU  Departments  of 
Medicine  and  Pediatrics;  Cecil  C. 
Graham,  Midway,  Loma  Linda  ( CA  ) 
University  Medical  Center;  James  P. 
Griffith,  Charleston,  CAMC; 

Eric  L.  Gunnoe,  Charleston,  Univer- 
sity of  Kentucky,  Lexington;  Kevin  A. 
Halbritter,  Kingwood,  WVU  Depart- 
ment of  Medicine;  Michael  B.  Har- 
mon, Charleston,  North  Carolina  Bap- 
tist Hospital,  Winston-Sajem;  Douglas 

D.  Heldreth,  Folsom,  CAMC;  Michael 
R.  Hicks,  Charleston,  University  of 
Texas  Southwestern  Medical  School, 
Dallas;  Reuben  W.  Holland,  Charles- 
ton, CAMC;  Mary  P.  Howell,  St. 
Clairsville,  OH.  Albany  ( NY  ) Medical 
Center;  James  M.  Irish,  Morgantown, 
Scott  and  White  Memorial  Hospital, 
Houston,  TX; 

Patricia  A.  Jens,  Morgantown,  Uni- 
versity Hospitals,  Madison,  WI;  Glen 

E.  Johnson,  Morgantown,  Barnes  Hos- 
pital. St.  Louis,  MO;  Sandra  S.  John- 
son, Morgantown,  Hershey  (PA) 
Medical  Center;  Donald  W.  Kees, 
Martinsburg,  North  Carolina  Me- 
morial Hospital,  Chapel  Hill;  William 
E.  Kelley,  Morgantown,  Akron  ( OH  I 
City  Hospital;  Ellen  A.  Kellogg,  West 
Chester,  OH,  Cincinnati  General  Hos- 
pital; Christine  R.  Kincaid,  Morgan- 
town, WVU  Departments  of  Medicine 
and  Pediatrics;  Maurice  D.  Kinsolv- 
ing, Cedar  Grove,  Children’s  Hospital, 
San  Francisco;  Frank  C.  Lucente, 
Oxon  Hill,  MD,  CAMC;  Brian  W. 
Macaulay,  Beckley,  Wheeling  Hos- 
pital; Thomas  J.  Mancini,  Rockville, 
MD.  Hershey  (PA)  Medical  Center; 
Clay  B.  Marsh,  Charleston,  Ohio 
State  University  Hospital;  George  D. 
Martich,  Weirton,  Ohio  State  Univer- 
sity Hospital;  Ralph  E.  Massullo,  Mor- 
gantown, WVU  Departments  of  Be- 
havioral Medicine  and  Psychiatry  and 
Medicine;  Steven  R.  Matulis,  St.  Al- 
bans, CAMC;  Richard  0.  McBurney, 
St.  Albans,  CAMC;  Kyle  E.  McCaus- 
land,  PJiny,  Roanoke  (VA)  Memorial 
Hospital; 

Gregory  S.  Merrick,  Wheeling,  Uni- 
versity of  North  Carolina,  Chapel  Hill; 
Matthew  E.  Midcap,  Wheeling,  WVU 
Department  of  Anesthesiology;  Doug- 
las Moore,  Charleston,  CAMC;  James 


J.  Morgan,  Morgantown,  WVU  De- 
partment of  Ophthalmology;  Jonathan 
B.  Murphy,  Grafton,  CAMC;  Peter  M. 
Murray,  Huntington,  University  of 
Iowa  Hospitals,  Iowa  City;  Mark  A. 
Newbrough,  St.  Albans,  CAMC;  Jon 
R.  Pearse,  Morgantown,  Scott  Air 
Force  Base,  IL;  Thomas  R.  Pecsok, 
Charleston,  WVU  Department  of  Med- 
icine; James  J.  Pettit,  Cross  Lanes, 
CAMC;  James  Photiadis,  Morgan- 
town. Medical  Center  for  Central 
Georgia;  Daniel  E.  Pickle,  University 
Health  Center  of  Pittsburgh,  PA;  Cyn- 
thia A.  Point,  Charleston,  Children’s 
Hospital,  San  Francisco;  Edwin  L. 
Rader,  Franklin,  WVU  Department  of 
Family  Practice;  Charles  E.  Reier, 
Greenville,  OH,  Harlem  Hospital  Cen- 
ter, New  York  City;  Geoffrey  L.  Ru- 
ben, Tampa,  FL,  University  of  Mas- 
sachusetts. Worcester;  Michael  N.  Ru- 
benstein,  Morgantown,  WVU  Depart- 
ment of  Medicine; 

David  I.  Saffennan,  Bowie,  MD, 
Greater  Baltimore  Center;  Renee  B. 
Saggio-Moore,  WVU  Department  of 
Pediatrics;  Thomas  F.  Scott,  Hunting- 
ton.  Riverside  Hospital,  Newport 
News,  VA;  Lee  Ann  Skaff,  Charleston, 
WVU  Department  of  Medicine;  Elaine 
V.  Stasny,  Morgantown,  Medical  Cen- 
ter Hospital  of  Vermont,  Burlington; 
Deborah  G.  Stewart,  Hedgesville, 
CAMC;  Georgia  D.  Sturgeon,  Morgan- 
town, University  of  Missouri,  Colum- 
bia; Garry  J.  Thomas,  Connellsville, 
PA,  Hahnemann  University,  Philadel- 
phia, PA;  Ted  D.  Thornton,  Prince- 
ton, CAMC;  Charles  A.  Tracy,  Cowen, 
Ohio  Vajley  Medical  Center,  Wheel- 
ing; 

Alexander  Vasilakis,  Ambridge, 
PA,  WVU  Department  of  Surgery; 
Steven  L.  Watkins,  Princeton,  CAMC; 
Charles  A.  Weber,  Morgantown,  Mayo 
Graduate  School.  Rochester,  MN; 
David  L.  Whetsell,  Wellsburg,  WVU 
Department  of  Anesthesiology;  Char- 
les R.  Whiteman,  Romney,  Martin 
Luther  King,  Jr.  Hospital,  Los  An- 
geles; Caroline  A.  Williams,  St.  Al- 
bans, CAMC;  Vickie  L.  Williams, 
Moorefield,  WVU  Department  of 
Radiology;  Craig  E.  Wolff.  Car- 
marillo,  CA,  Jacksonville  (FL)  Hos- 
pitals Educational  Program;  Renee  A. 
Woodford,  Elkins,  WVU  Department 
of  Pediatrics;  and  Gregory  J.  Yi, 
Chungli,  Taiwan,  WVU  Department  of 
Medicine. 
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GROUP  INSURANCE  SPONSORED 
BY  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION  FOR 
MEMBERS  AND  THEIR  EMPLOYEES 


McDonough  Caperton  Shepherd  Association  Group  ad- 
ministers group  insurance  at  a substantial  savings  for 
members,  their  families,  and  their  employees  on  behalf  of  the 
West  Virginia  State  Medical  Association. 


McDonough 

Caperton 

Shepherd 

Association 

Group 


Our  Group  Plans  include 

• Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  income  up  to  $500  a week  when  you 
are  disabled. 

• $1,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1,000,000  per  person.  Choice 
of  deductibles  ($1 00-$250-$500-$1 ,000).  Employees  are  eligible. 

• Hospital  Money  Plan 

Pays  up  to  $100  a day  when  you  or  a family  member  is  hospital- 
ized. 

• Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for  spouses,  and  $10,000 
for  children.  Employee  may  apply  for  up  to  $100,000. 

• $100,000  Accidental  Death  & Dismemberment  Insurance 

Around  the  clock  protection  — 24  hours  a day . . . 365  days  a year 
. . . worldwide. 

• Office  Overhead  Disability  Plan 

Pays  your  office  expenses  up  to  $5,000  per  month  while  you  are 
disabled. 

• Professional  Liability  Insurance 


SEND  THE  COUPON  BELOW  OR  CALL  TOLL-FREE  1-800-642-3088 


Please  send  me  more  information  about  the  plan(s)  I have  checked  which  are  endorsed  by  the  West  Virginia 
State  Medical  Association. 


Name 


Address 


City/State 


Zip 


Business  Telephone 


□ Long  Term  Disability  Income  Protection 

□ $1,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & Dismemberment  In- 
surance 

□ Office  Overhead  Disability  Plan 

□ Professional  Liability  Insurance 


Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 


County  Societies 


CABELL 

Dr.  Ivan  R.  Schwab  of  Morgantown 
was  the  guest  speaker  for  the  meeting 
of  the  Cabell  County  Medical  Society 
on  April  11.  Doctor  Schwab  is  Chief 
of  Cornea  and  External  Diseases,  De- 
partment of  Ophthalmology,  West  Vir- 
ginia University  School  of  Medicine. 
His  topic  was  “The  Avian  Eye.” 

Dr.  Charles  E.  Turner  reported  on 
the  outcome  of  the  malpractice  leg- 
islation in  the  State  Legislature. — 
Tara  Sharma,  M.  D.,  Secretary. 


McDowell 

Dr.  Lawrence  Schmidt,  gastroen- 
terologist at  the  University  of  Ten- 
nessee, was  the  guest  speaker  for  the 
meeting  of  the  McDowell  County  Med- 
ical Society  on  April  10  at  Stevens 
Clinic  Hospital  in  Welch. 

Doctor  Schmidt’s  subject  was  peptic 
ulcer  disease.  He  covered  the  phy- 
siology of  the  stomach  and  duodenum 
and  the  pathology  resulting  in  peptic 
ulcerations  including  both  gastric  and 
duodenal  ulcers. — John  S.  Cook, 
M.  D.,  Secretary. 


MINGO 

The  Mingo  County  Medical  Society 
met  on  April  10  at  Williamson  Me- 
morial Hospital. 

Mayor  Sam  Kapourales  presented 
the  program  on  “What’s  Happening  in 
Williamson.”  He  sympathized  with 
our  malpractice  crunch. 

Dr.  Diane  E.  Shafer  reported  on  her 
attendance  in  Charleston  at  the  Cap- 
itol Building  for  the  Senate  Judiciary 
Committee  hearing  on  the  WVSMA- 
endorsed  malpractice  bill,  SB  348. — 
Diane  E.  Shafer,  M.  D.,  Secretary/ 
Treasurer. 


MONONGALIA 

The  Monongalia  County  Medical 
Society  met  on  April  2. 

The  guest  speaker  was  Thomas  K. 
Shehan,  DVM,  who  discussed  “Lab- 
oratory Animal  Medicine — Use  of 
Animals  in  the  WVU  Medical  Center.” 
The  Society  approved  a donation  of 
$2,000  to  Morgantown  Health  Right, 
(Continued  on  Page  xxvii) 


Just  wait 
till  you  see 
the  changes 
we’re  making 

The  excellence  of  Harding’s  in-patient  treat- 
ment of  adolescents  and  adults  Is  recognized 
coast  to  coast.  Today,  thanks  to  more  flexible 
medical  and  specialty  hospital  staffing,  Hard- 
ing is  able  to  provide  the  same  quality  of  care 
for  your  patients  requiring  crisis  stabilization 
and  short-term  hospital  treatment. 


The  result  is  that  we're  seeing  more  patients 
. sooner  more  successfully.  As  a matter 
of  record,  38%  of  all  patients  admitted  during 
1984  were  treated  in  Harding's  crisis  stabiliza- 
tion and  short-term  program. 


Our  commitment  to  long-term  treatment  re- 
mains undiminished.  But  now  you  can  think  of 
Harding  for  all  your  psychiatric  referral  needs. 


Since  1916, 

Harding  is  here 

Contact; 

Director  of  Admissions 
The  Harding  Hospital 

445  East  Granville  Road 
Worthington,  Ohio  43085 


614/885-5381 

A Blue  Cross  Member  Hospital 
JCAH  Accredited 


Need  A 
Temporary 
Physician? 

You  can  take  time  off 
while  your  practice 
keeps  working! 

Lease  CompHealth 
physicians  for  your 
vacations,  CME’s  or  for 
supplementary  help. 

★ 

Want  Free  Time 
While  You 
Practice 
Medicine? 

Join  CompHealth’s 
Locum  Tenens 
Physician  Group. 

★ 

For  further  information 
about  temporary  coverage 
or  locum  tenens  practice 
opportunities, 
call: 

412/741-3310 

jjj*  CompHealth 

A Physician  Group 

★ 

WILSON  ROSS, 
Regional  Administrator 

114  Centennial  Avenue 
Sewickley,  PA  15143 


~ i 

I, 


XVI  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


Motrin 
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600 mg  Tablets 


1984  The  Upjohn  Company 


The  Upjohn  Company  • Kalamazoo.  Michigan  49001  USA 


. 
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: 
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Upjohn 
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OutsmartingThe  Bear. 


You  never  know  when  you’ll  run  into  the  bear 
on  Wall  Street  But  when  the  bull  gets  sluggish 
and  rates  decline,  you’ll  know  he’s  around.  And 
large  investors  may  have  cause  to  worry. 

The  bear  can  be  mean,  but  there  is  a way  to  out- 
smart him.  Just  join  the  Payroll  Savings  Plan 
and  buy  U.S.  Savings  Bonds. 

Bonds  have  a variable  interest  rate  so  you  can 
share  in  the  higher  returns  during  a bull  market 
There’s  no  limit  on  how  much  you  can  earn. 


But  suppose  it  turns  into  a bear  market?  Now 
you’re  protected  by  a guaranteed  minimum,  no 
matter  how  fierce  the  bear  turns. 

So,  no  need  to  run,  fight  or  hide 
from  the  bear.  The  smartest  ^ 

move  you  can  jy*' 

make  is  the  'TV  1 rd^  ^ \ 

move  to  U.S.  A31vC  J 

s’ineBond\  Stock v«/ 
'il  America. 


A Public  Service  of  This  Publication 


The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

1306  Kanawha  Boulevard,  East  • P.  O.  Box  2271 
Charleston,  WV  25328  • Phone  (304)  343-4371 

Toll  Free:  1-800-642-3049 

A 35-BED  HOSPITAL 

ACCREDITED  BY  JCAH 
AND  APPROVED  BY  MEDICARE  & MEDICAID 

OPHTHALMOLOGY 
OTOLARYNGOLOGY 
HEAD  & NECK  SURGERY 

A New  Commitment  to  Quality  Care  . . . Every  Day! 


Eye,  Ear,  Nose  & Throat 


Physicians  & Surgeons  of  Charleston,  Inc. 


(Formerly  A Division  of  the  Eye  & Ear  Clinic  of  Charleston,  Inc.) 

1306  KANAWHA  BOULEVARD,  EAST  • P.  O.  BOX  3107 
CHARLESTON,  WV  25331  • PHONE:  (304)  343-4371 
Toll  Free:  1-800-642-3049 


OPHTHALMOLOGY  E.E.N.T. 

Milton  J.  Lilly,  Jr.,  M.D.  John  A.  B.  Holt,  M.D. 

Robert  E.  O’Connor,  M.D. 

Moseley  H.  Winkler,  M.D. 

Samuel  A.  Strickland,  M.D. 

James  W.  Caudill,  M.D. 

(ALL  PHYSICIANS  ARE  BOARD  CERTIFIED) 


OTOLARYNGOLOGY- 
HEAD  AND  NECK 
SURGERY 

Romeo  Y.  Lim,  M.D. 

Nabil  A.  Ragheb,  M.  D. 

R.  Austin  Wallace,  M.D. 


CATARACT  SURGERY  (INTRAOCULAR  LENSES) 
RETINAL  & VITREOUS  SURGERY 
OPHTHALMIC  PLASTIC  SURGERY 
FLUORESCEIN  ANGIOGRAPHY 
KRYPTON/ARGON  LASER  PHOTOCOAGULATION 
STRONTIUM  90  BETA  IRRADIATION 
ORTHOPTICS 

ULTRASOUND  (A  & B SCAN) 


HEAD  AND  NECK  SURGERY 

MAXILLO-FACIAL  PLASTIC  SURGERY 

RECONSTRUCTIVE  SURGERY 

ENDOSCOPY 

CO=  LASER 

SPEECH  THERAPY 

AUDIO  VESTIBULAR  LABORATORY 

ALLERGY 
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You  can  keep  a 
larger  slice  of  your  own  pie! 


The  IRS  gives  you  the 
O.K.  with  a 401(k) 


You  make  the  pie,  but  the  tax  guys  get  the  biggest  slice. 
Until  now,  that  is.  Now  you  can  use  the  tax  advantages  of 
the  401  (k)  Retirement  Plan  to  defer  (and  deduct!)  up  to 
25%  of  your  salary,  and  not  have  to  do  the  same  thing  for 
your  employees.  In  fact,  with  a 401  (k)  Plan,  employees 
make  their  own  contributions!! 

You  can  convert  your  existing  KEOGH  or  corporate  plan 
to  a 401  (k),  or  have  a 401  (k)  plan  in  addition  to  any  other 
retirement  plan  you  currently  maintain.  You  can  even 
continue  your  I.R.A.  along  with  your  401  (k). 

So  find  out  more  about  401  (k)  Retirement  Plans.  Check 
with  your  tax  advisor.  If  he  or  she  has  attended  one  of  the 
401  (k)  seminars  offered  by  The  National  Bank  of  Com- 
merce, they’ll  have  the  information  you  need.  Or,  call  us 
directly.  We'll  be  glad  to  show  you  how  the  401  (k)  (or 
other  plans  such  as  KEOGH's  or  SEP's)  could  be  your 
O.K.  to  keeping  a larger  slice  of  your  pie. 

r\ 

The  National 
Bank  of  Commerce 

One  Commerce  Square  Charleston,  WV  25322 
Member  FDIC 

Setting  the  pace 
for  your  better  tomorrows. 

Employee  Benefits  Division 
348-4505  or  348-4504 


A great  way  of  life 


HEALTH  CARE  AT  ITS  BEST: 
AIR  FORCE  MEDICINE 


Air  Force  medicine  is  one  of  our  best  benefits,  and,  with 
your  help,  we’ll  keep  it  that  way.  The  Air  Force  needs  physi- 
cians such  as  you  to  become  members  of  our  health  care 
team. 


Most  administrative  responsibilities  are  in  the  hands 
of  others,  giving  our  physicians  the  time  to  give  their 
full  attention  to  the  patients’  needs.  Our  hospitals  are 
staffed  with  dedicated,  competent  professionals. 


You’ll  find  you  will  have  time  for  your  family,  and  to  keep 
abreast  of  the  latest  methods  and  technologies  that  you 
don’t  have  time  for  now.  We  also  offer  unlimited  profes- 
sional development  and  financial  security. 


Contact: 


Capt.  George  Berberich 
121  Wyck  Street 
Suite  307C 


Richmond,  VA  23225 
(804)  771-2127 


MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


118th  ANNUAL  MEETING 

of  the 

West  Virginia  State  Medical  Association 


AUGUST  13-18, 1985 


PLAN  NOW  TO  ATTEND 


CHARLESTON 


Marriott 

* ® T A \1/  M A C M T C 


® 

TOWN  CENTER 


200  Lee  Street  East,  Charleston,  WV  304-345-6500 


Your  patient  is  disabled  and 
her  independence  is  at  stake. 

She  needs  someone  whose  only 
business  is  rehabilitation. 


You’ve  decided  that  your 
patient  needs  rehabilita- 
tion. Will  she  know  where  to 
get  it?  Because  your  patients 
trust  you  and  your  medical 


opinions,  they  look  to  you 
for  direction. 


Recommend  Harmarville.  At 

Hamnarville,  comprehensive 
rehabilitation  is  our  total 
business  . . . and  has  been  for 
31  years.  We  add  life  to  the 
years  of  people  who  have 
suffered  such  problems  as 
stroke,  amputation,  spinal 
cord,  head  or  hand  injury 
and  chronic  pain. 

We  treat  the  total  person.  With 
specially  trained  and  experi- 
enced physicians,  nurses  and 
therapists— whatever  it  takes— 
our  team  approach  achieves 
the  highest  possible  level  of 
function  for  each  patient. 


H4RM4RVILLE 


HARMARVILLE  REHABILITATION 
CENTER,  INC. 

P.O.  Box  1 1 460,  Guys  Run  Road 
Pittsburgh,  PA  15238 


Is  less  effort  acceptable? 

We  think  not.  Every  disability 
has  its  own  unique  problems, 
and  solutions.  Fortunately  for 
your  patients,  you  know  where 
they  can  find  the  solutions 
that  can  restore  their  lost 
independence.  Harmarville 
Rehabilitation  Center.  We 
add  life  to  years. 


GREENBRIER  PHYSICIANS,  INC 

A Multispecialty  Clinic 

Greenbrier  Valley  Medical  Arts  Building 

Ronceverte/Fairlea/Lewisburg,  West  Virginia 

1-800-642-5161  or  304-647-51 15 

INTERNAL  MEDICINE 

OBSTETRICS/GYNECOLOGY 

PSYCHOLOGY 

Robert  K.  Modlin,  M.  D. 

James  L.  Pfeiff,  M.  D. 

Connie  Bradley-Mann,  Ph  D. 

Helen  R.  Perez,  M.  D. 

Robert  L.  Wheeler,  M.  D. 

Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

EAR,  NOSE  & THROAT 

ANCILLARY  SERVICES 

SURGERY 

Amir  A.  Alidina,  M.  D. 

Physical  Therapy 

Tom  Moore,  R.  T. 
Wood  McCue,  R.  T. 

General  & Vascular 

OPHTHALMOLOGY 

H.  P.  Dinsmore,  M.  D 

General  & Thoracic 

Robert  K.  Scott,  II,  M.  D 

Respiratory  Therapy 

B.  L.  Plybon,  M.  D 

PEDIATRICS 

James  D.  Creasman,  R.R.T. 

ORTHOPEDIC  SURGERY 

William  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S 

Audiology 

Conrad  D.  Tamea,  Jr.,  M.  D. 
James  W.  Banks,  M.  D. 

Gary  M.  Vandevander,  M S. 

ADMINISTRATION 

RADIOLOGY 

Charles  Weinstein,  M.  D. 

FAMILY  GENERAL  PRACTICE 

Joseph  E.  Shaver,  M D. 

UROLOGY 

Sandra  W.  Ayers,  Business  Manager 

E.  T.  Cobb,  M.  D. 

Kyle  F.  Fort,  M.  D 

m\ 
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reserpine  0.1  mg,  hydralazine  hydrochloride  25  mg,  hydrochlorothiazide  15  mg 


When  does 
two  equal  four? 


LLJhen  you  prescribe 

VELOSEF  Capsules 

(Cephradine  Capsules  USP) 

Two  capsules  of  Velosef  500  mg  BID 
can  be  as  effective  as  250  mg 
QID  — four  capsules  — of  the 
leading  oral  cephalosporin... 
decide  for  yourself! 

Velosef  provides  BID  effectiveness  in  upper 
and  lower  respiratory  tract  infections. . . in  uri- 
nary tract  infections,  including  cystitis  and  pros- 
tatitis. . . in  skin/skin  structure  infections  when  due 
to  susceptible  organisms. 

Please  see  prescribing  information  that  follows. 


BID 


100  capsules  NOC  0003-0114-50 

500  mg 

VELOSEF  500’ 

Cephradine  Capsules  USP 


...at  the  same  time  become  eligible  for  our 
“Computers  in  Health  Care  Drawing.” 

Have  your  name  entered  for  a chance  to  win 
your  own  Office  Computer  Diagnosis  Center 
or  other  valuable  “user-friendly”  prizes. 

□ Five  (5)  Grand  Prizes. . . OFFICE  COMPUTER  DIAGNOSIS  CENTER ...  an 
IBM-PC  computer  with  software  that  encompasses  hundreds  of  diseases, 
thousands  of  symptoms!  A $5,600.00  value! 

□ Five  (5)  First  Prizes. . . a briefcase-size  Hewlett-Packard  Portable 
Computer  valued  at  $3,900.00. 

□ 500  Second  Prizes ...  a copy  of  Computerizing  Your  Medical  Office: 

A Guide  for  Physicians  and  Their  Staffs  valued  at  $1 7. 50 

Just  complete  and  return  the  attached  reply  card! 


OFFICIAL  RULES:  "Computers  in  Health  Care  Drawing" 

NO  PURCHASE  NECESSARY 

(1 .)  On  an  official  entry  form  handprint  your  name,  address  and  zip  code. 
You  may  also  enter  by  handprinting  your  name,  address  and  zip  code  and 
the  words  "Velosef— Computers  in  Health  Care”  on  a 3"  x 5"  piece  of  paper. 
Entry  forms  may  not  be  mechanically  reproduced,  (2.)  Enter  as  often  as 
you  wish,  but  each  entry  must  be  mailed  separately  to  "COMPUTERS  IN 
HEALTH  CARE  DRAWING,”  PO.  Box  3036,  Syosset,  NY  11775.  All  entries 
must  be  received  by  September  9, 1985.  (3.)  Winners  will  be  selected 
in  random  drawings  from  among  all  entries  received  by  the 
National  Judging  Institute,  Inc.,  an  independent  judging  organi- 
zation whose  decisions  are  final  on  all  matters  relating  to  this 
sweepstakes.  All  prizes  will  be  awarded  and  winners  notified  by 


mail.  Only  one  prize  to  an  individual  or  household.  Prizes  are 
nontransferabie  and  no  substitutions  or  cash  equivalents  are 
allowed.  Taxes,  if  any,  are  the  responsibility  of  the  individual 
winners.  No  responsibility  is  assumed  for  lost,  misdirected  or 
late  mail.  Winners  may  be  asked  to  execute  an  affidavit  of  eligi- 
bility and  release.  (4.)  Sweepstakes  open  only  to  physicians  residing  in 
the  U S A.,  except  employees  and  their  families  of  E.R.  SQUIBB  & SONS, 
INC.,  its  affiliates,  subsidiaries,  advertising  agencies,  and  Don  Jagoda 
Associates,  Inc.  This  offer  is  void  wherever  prohibited,  and  subject  to  all 
federal,  state  and  local  laws  (5.)  For  a list  of  major  prize  winners, 
send  a stamped,  self-addressed  envelope  to:  “COMPUTERS  IN 
HEALTH  CARE”  WINNERS  LIST,  P.0.  Box  3154,  Syosset,  NY 
11775. 


VELOSEF®  CAPSULES 
Cephradine  Capsules  USP 
VELOSEF®  FOR  ORAL  SUSPENSION 
Cephradine  for  Oral  Suspension  USP 

DESCRIPTION:  Velosef  '250'  Capsules  and  Velosef  '500'  Capsules 
(Cephradine  Capsules  USP)  provide  250  mg  and  500  mg  cephradine, 
respectively,  per  capsule.  Velosef  125’  for  Oral  Suspension  and  Velosef  ’250’ 
for  Oral  Suspension  (Cephradine  for  Oral  Suspension  USP)  after  constitution 
provide  125  and  250  mg  cephradine,  respectively,  per  5 ml  teaspoonful. 

INDICATIONS  AND  USAGE:  These  preparations  are  indicated  for  the 
treatment  of  infections  caused  by  susceptible  strains  of  designated 
microorganisms  as  follows:  Respiratory  Tract  Infections  (e.g„  tonsillitis, 
pharyngitis,  and  lobar  pneumonia)  due  to  S.  pneumoniae  (formerly  D.  pneu- 
moniae) and  group  A beta-hemolytic  streptococci  [penicillin  is  the  usual  drug 
of  choice  in  the  treatment  and  prevention  of  streptococcal  infections,  includ- 
ing the  prophylaxis  of  rheumatic  fever;  Velosef  (Cephradine,  Squibb)  is 
generally  effective  in  the  eradication  of  streptococci  from  the  nasopharynx; 
substantial  data  establishing  the  efficacy  of  Velosef  in  the  subsequent  preven- 
tion of  rheumatic  fever  are  not  available  at  present];  Otitis  Media  due  to  group 
A beta-hemolytic  streptococci,  H.  influenzae,  staphylococci,  and  S.  pneu- 
moniae-, Skin  and  Skin  Structures  Infections  due  to  staphylococci  and  beta- 
hemolytic  streptococci;  Urinary  Tract  Infections,  including  prostatitis,  due  to 
E.  coli,  P.  mirabilis,  Klebsiella  species,  and  enterococci  (S.  faecalis). 

Note:  Culture  and  susceptibility  tests  should  be  initiated  prior  to  and  dur- 
ing therapy. 

CONTRAINDICATIONS:  In  patients  with  known  hypersensitivity  to  the 
cephalosporin  group  of  antibiotics. 

WARNINGS:  Use  cephalosporin  derivatives  with  great  caution  in  penicillin- 
sensitive  patients  since  there  is  clinical  and  laboratory  evidence  of  partial 
cross-allergenicity  of  the  two  groups  of  antibiotics;  there  are  instances  ot 
reactions  to  both  drug  classes  (including  anaphylaxis  after  parenteral  use). 

In  persons  who  have  demonstrated  some  form  of  allergy  particularly  to 
drugs,  use  antibiotics,  including  cephradine,  cautiously  and  only  when  abso- 
lutely necessary. 

Pseudomembranous  colitis  has  been  reported  with  the  use  of 
cephalosporins  (and  other  broad  spectrum  antibiotics);  therefore, 
it  is  important  to  consider  its  diagnosis  in  patients  who  develop 
diarrhea  in  association  with  antibiotic  use.  Treatment  with  broad  spec- 


trum antibiotics  alters  normal  flora  of  the  colon  and  may  permit  overgrowth  of 
Clostridia.  Studies  indicate  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis.  Cholestyramine  and  colestipol 
resins  have  been  shown  to  bind  the  toxin  in  vitro.  Mild  cases  of  colitis  may 
respond  to  drug  discontinuance  alone.  Manage  moderate  to  severe  cases 
with  fluid,  electrolyte  and  protein  supplementation  as  indicated.  Oral  vanco- 
mycin is  the  treatment  of  choice  for  antibiotic-associated  pseudomembra- 
nous colitis  produced  by  C.  difficile  when  the  colitis  is  severe  or  is  not 
relieved  by  drug  discontinuance;  consider  other  causes  of  colitis. 
PRECAUTIONS:  General:  Follow  patients  carefully  to  detect  any  side 
effects  or  unusual  manifestations  of  drug  idiosyncrasy.  If  a hypersensitivity 
reaction  occurs,  discontinue  the  drug  and  treat  the  patient  with  the  usual 
agents,  e.g.,  pressor  amines,  antihistamines,  or  corticosteroids.  Administer 
cephradine  with  caution  in  the  presence  of  markedly  impaired  renal  function. 
In  patients  with  known  or  suspected  renal  impairment,  make  careful  clinical 
observation  and  appropriate  laboratory  studies  prior  to  and  during  therapy  as 
cephradine  accumulates  in  the  serum  and  tissues.  See  package  insert  for 
information  on  treatment  of  patients  with  impaired  renal  function.  Prescribe 
cephradine  with  caution  in  individuals  with  a history  of  gastrointestinal,  dis- 
ease, particularly  colitis.  Prolonged  use  of  antibiotics  may  promote  the  over- 
growth of  nonsusceptible  organisms.  Take  appropriate  measures  should 
superinfection  occur  during  therapy.  Indicated  surgical  procedures  should  be 
performed  in  conjunction  with  antibiotic  therapy. 

Information  for  Patients:  Caution  diabetic  patients  that  false  results 
may  occur  with  urine  glucose  tests  (see  PRECAUTIONS,  Drug/Laboratory 
Test  Interactions).  Advise  the  patient  to  comply  with  the  full  course  of  therapy 
even  if  he  begins  to  feel  better  and  to  take  a missed  dose  as  soon  as  possible. 
Tell  the  patient  he  may  take  this  medication  with  food  or  milk  since  G.l.  upset 
may  be  a factor  in  compliance  with  the  dosage  regimen.  The  patient  should 
report  current  use  of  any  medicines  and  should  be  cautioned  not  to  take  other 
medications  unless  the  physician  knows  and  approves  of  their  use  (see 
PRECAUTIONS,  Drug  Interactions). 

Laboratory  Tests:  In  patients  with  known  or  suspected  renal  impair- 
ment, it  is  advisable  to  monitor  renal  function. 

Drug  Interactions:  When  administered  concurrently,  the  following  drugs 
may  interact  with  cephalosporins: 

Other  antibacterial  agents  — Bacteriostats  may  interfere  with  the  bacterici- 
dal action  of  cephalosporins  in  acute  infection;  other  agents,  e g.,  amino- 
glycosides, colistin,  polymyxins,  vancomycin,  may  increase  the  possibility  of 
nephrotoxicity. 


Can  two  really  equal  four? 

Find  out  today  and  participate  in  the 
VELOSEF*  Capsules  (Cephradine  Capsules  USP) 
"Computers  in  Health  Care  Drawing. " 

□ Please  send  me  a clinical  trial  supply  of  40  Velosef  Capsules 
500  mg  and  enter  my  name  in  the  "Computers  in  Health 
Care  Drawing.” 

Please  type  or  print  clearly. 


Name 


Address 

City 

State 

Zip 

Signature 

MD 

SQUIBB 


□ I do  not  wish  to  receive  a trial  supply  of  Velosef  Capsules  at 
this  time,  but  please  enter  my  name  in  the  "Computers  in 
Health  Care  Drawing.” 

ALLEN  TRIES  MUST  BE  RECEI VED  B Y SEP  TEMBER  9,  1 985. 
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VELOSEFcapsules 

(Cephradine  Capsules  USP) 


BID 


Diuretics  (potent  "loop  diuretics,"  e.g.,  furosemide  and  ethacrynic  acid) 

— Enhanced  possibility  for  renal  toxicity. 

Probenecid — Increased  and  prolonged  blood  levels  of  cephalosporins, 
resulting  in  increased  risk  of  nephrotoxicity. 

Drug/Laboratory  Test  Interactions:  After  treatment  with  cephradine,  a 
false-positive  reaction  for  glucose  in  the  urine  may  occur  with  Benedict's 
solution,  Fehling's  solution,  or  with  Clinitest®  tablets,  but  not  with  enzyme- 
based  tests  such  as  Clinistix®  and  Tes-Tape®.  False-positive  Coombs  test 
results  may  occur  in  newborns  whose  mothers  received  a cephalosporin  prior 
to  delivery.  Cephalosporins  have  been  reported  to  cause  false-positive  reac- 
tions in  tests  for  urinary  proteins  which  use  sulfosalicylic  acid,  false 
elevations  of  urinary  17-ketosteroid  values,  and  prolonged  prothrombin 
times. 

Carcinogenesis,  Mutagenesis:  Long-term  studies  in  animals  have  not 
been  performed  to  evaluate  carcinogenic  potential  or  mutagenesis. 

Pregnancy  Category  B:  Reproduction  studies  have  been  performed  in 
mice  and  rats  at  doses  up  to  4 times  the  maximum  indicated  human  dose  and 
have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to 
cephradine.  There  are,  however,  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  predic- 
tive of  human  response,  use  this  drug  during  pregnancy  only  if  clearly 
needed. 

Nursing  Mothers:  Since  cephradine  is  excreted  in  breast  milk  during 
lactation,  exercise  caution  when  administering  cephradine  to  a nursing 
woman. 

Pediatric  Use:  Adequate  information  is  unavailable  on  the  efficacy  of 
b.i.d.  regimens  in  children  under  nine  months  of  age. 

ADVERSE  REACTIONS:  Untoward  reactions  are  limited  essentially  to  G.l. 
disturbances  and,  on  occasion,  to  hypersensitivity  phenomena.  The  latter  are 
more  likely  to  occur  in  persons  who  have  previously  demonstrated  hypersen- 

© 1985  E.R.  Squibb  & Sons,  Inc. 


sitivity  and  those  with  a history  of  allergy,  asthma,  hay  fever,  or  urticaria. 

The  following  adverse  reactions  have  been  reported  following  use  of 
cephradine:  G.l.  — Symptoms  of  pseudomembranous  colitis  can  appear  dur- 
ing antibiotic  therapy:  nausea  and  vomiting  have  been  reported  rarely.  Skin 
and  Hypersensitivity  Reactions  — mild  urticaria  or  skin  rash,  pruritus,  joint 
pains.  Hematologic  — mild  transient  eosinophilia,  leukopenia  and  neutrope- 
nia. Liver  — transient  mild  rise  of  SGOT,  SGPT,  and  total  bilirubin  with  no 
evidence  of  hepatocellular  damage.  Renal  — transitory  rises  in  BUN  have 
been  observed  in  some  patients  treated  with  cephalosporins;  their  frequency 
increases  in  patients  over  50  years  old.  In  adults  for  whom  serum  creatinine 
determinations  were  performed,  the  rise  in  BUN  was  not  accompanied  by  a 
rise  in  serum  creatinine.  Others  — dizziness,  tightness  in  the  chest,  and 
candidal  vaginitis. 

DOSAGE:  Adults  — For  respiratory  tract  infections  (other  than  lobar 
pneumonia)  and  skin  and  skin  structure  infections:  250  mg  q.  6 h or  500  mg 
q.  12  h.  For  lobar  pneumonia:  500  mg  q.  6 h or  1 g q.  12  h.  For  uncompli- 
cated urinary  tract  infections:  500  mg  q.  12  h;  for  more  serious  UTI,  including 
prostatitis,  500  mg  q.  6 h or  1 g q.  12  h.  Severe  or  chronic  infections  may 
require  larger  doses  (up  to  1 g q.  6 h).  For  dosage  recommendations  in 
patients  with  impaired  renal  function,  consult  package  insert. 

Children  over  9 months  of  age  — 25  to  50  mg/kg/day  in  equally  divided 
doses  q.  6 or  12  h.  For  otitis  media  due  to  H.  influenzae-.  75  to  100  mg/kg/day 
in  equally  divided  doses  q.  6 or  12  h but  not  to  exceed  4 g/day.  Dosage  for 
children  should  not  exceed  dosage  recommended  for  adults.  There  are  no 
adequate  data  available  on  efficacy  of  b.i.d.  regimens  in  children  under  9 
months  of  age. 

For  full  prescribing  information,  consult  package  insert. 

HOW  SUPPLIED:  250  mg  and  500  mg  capsules  in  bottles  of  24  and  100 
and  Unimatic®  unit-dose  packs  of  100. 125  mg  and  250  mg  for  oral  suspen- 
sion in  bottles  of  100  ml  and  200  ml. 
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JAMES  T SPENCER,  JR  M D 
ROCER  P NICHOLS,  M D 
RONALD  L WILKINSON,  M D , FACS 
F.  THOMAS  SPORCK,  M D , F A C S 
CHARLES  D CRICCER,  M D 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIC,  PH  D 
CARY  HARRIS,  PH  D 


EAR,  NOSE  SC  THROAT  ASSOCIATES 
OF  CHARLESTON,  INC. 


HEAD  AND  NECK  MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 
FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 
BRONC HOE  SOPH AGOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST  EAST  - PO  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 


Openings  At 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 

In  Internal  Medicine  & Family  Practice  To  Associate  With 

Radiology: 

Internal  Medicine: 

Family  Practice: 

Halberto  G.  Cruz,  M.  D. 

Karl  J.  Myers,  Jr.,  M.  D. 

Charles  L.  Arnett,  M.  D. 

Wm.  A.  SanPablo,  M.  D. 

R.  Gregory  Juckett,  M.  D. 

Pathology: 

James  A.  Arnett,  M.  D. 

Fulvio  Franyutti,  M.  D. 

Pediatrics: 

Surgery: 

E.  G.  Kreider,  M.  D. 

Contact:  E.  G.  Kreider,  M.  D. 

J.  W.  Woodford,  M.  D. 

Dentistry: 

Telephone:  (304)  457-2800 

Boyd  R.  Wickizer,  M.  D. 

Glenn  B.  Poling,  D.  D.  S. 

WV  (800)  346-2800 

SAINT  MARYS  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-696-2550 

Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed,  Sub- 
stance Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D. 

697-7036 

J.  V.  Ottaviano,  M.  D. 

525-7851 

K.  M.  Fink,  M.  D. 

525-8191 

L.  C.  Smith,  M.  D. 

697-7036 

R.  W.  Hibbard,  M.  D. 

697-4752 

M.  M.  Bateman,  M.  D. 

526-0580 

F.  Hoback,  M.  D. 

697-7036 

M.  Rosenbaum,  M.  D. 

526-0580 

D.  H.  Webb,  M.  D 

J.  Corcella,  M.  D. 

697-7955 

525-7851 

R.  A.  Kayser,  M.  D. 

526-0580 
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"c/ooz  bPOZEP  TH€  OPPOPTQNny  uxm't  cm/r  " 


THE  GAIN  SYSTEM  HELPS  YOU  SEIZE  EVERY  OPPORTUNITY 
WITHOUT  GIVING  UP  CONTROL 


<0>  Kanawha  Valley  Ban! 


Charleston,  WVA 


Member  FDIC 


Kanawha  Valiev  Banks,  • One  Valley  Square  • Box  I 703  • Charleston.  WVA  25326  • Phone  (304)  348-7000  • Organized  1867  * Member  FDIC 

AN  AFFILIATE  OF  ONE  VALLEY  BANCORP  OF  WEST  VIRGINIA.  INC. 


REYE 

SYNDROME 


Reye  syndrome  is  a rare  but 
dangerous  condition  that 
can  develop  from  flu  or 
chicken  pox.  It  occurs 
mainly  in  children  under  16, 
usually  when  they  appear  to 
be  recovering.  Watch  for 
these  signs: 

■ Persistent  vomiting 
m Fatigue 
m Confusion  and 
belligerence. 


If  your  child  displays  any 
of  these  symptoms,  con- 
sult a doctor  immediately. 

Some  studies  indicate  that 
there  may  be  an  associa- 
tion between  the  use  of 
aspirin  for  flu  and  chicken 
pox  and  the  development 
of  Reye  syndrome.  Further 
studies  are  being  con- 
ducted on  this  possibility. 
In  the  meantime,  the  U.S. 


Surgeon  General  suggests 
that  you  check  with  your 
doctor  before  using  aspirin 
or  any  medication  when 
your  child  has  flu  or 
chicken  pox. 


—A  message  from  the 
Food  and  Drug 
Administration. 


THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  232-3600  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B L.  VanPelt,  M.  D. 

P.  R.  Hedges,  M.  D 
T G Kenamond,  M.  D 
J Holloway,  M.  D 
M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R D.  Morris,  D O.  (New  Martinsville) 
Cardiovascular 

R N Lewis,  M D (St  Clairsville) 

A M.  Valentine,  M D. 

W E.  Noble,  M.  D 
Gastroenterology 
T E.  Chvasta,  M.  D 
L R Cain,  M.  D. 
Hematology/Oncology 
C A Vasquez,  M.  D 
Nephrology/ Hypertension 

D.  L Latos,  M.  D 
M H Drews,  M D 
Pulmonary 
C Begley,  M D 
T.  V.  Burke,  M D 
GENERAL  SURGERY 
C D.  Hershey,  M D 
E C.  Voss.  M D. 

J H Mahan,  M D (St  Clairsville) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H Shackleford,  M D. 

ORTHOPEDICS 

E L Barrett,  M D 
R S Glass,  M D 
UROLOGY 

D C.  Trapp,  M D 


GYNECOLOGY/OBSTETRICS 

R.  W Leibold,  M.  D 

R T Brandfass,  M D. 

T A Athari,  M.  D. 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 

R A Porterfield,  M D 
(St.  Clairsville) 

OPHTHALMOLOGY 

W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangillnan,  M.  D. 

H.  S.  Berlin,  M.  D 
DERMATOLOGY 

K.  W Waterson,  M.  D 
OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 

W A.  Tiu,  M.  D. 

R G.  Villanueva,  M D 
RADIOLOGY 

Valley  Radiologist,  Inc 
FAMILY  PRACTICE 

R.  A.  Porterfield,  M.  D 
(St.  Clairsville) 

G L.  Cholak,  M.  D.  (St  Clairsville) 

E.  L.  Coffield,  M.  D.  (New  Martinsville) 
NEUROSURGERY 

F.  J.  Payne,  M.  D. 

NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G Christopher,  M D 

W.  Zyznewsky,  M.  D. 

J.  G.  Tellers,  M.  D 
Neuropathology 

S.  Govindan.  M.  D 


PSYCHIATRY 

S D.  Ward.  M.  D. 

D H Smith,  M.  D. 

D P.  Hill,  M.  D 
J.  G.  Tellers,  M.  D. 

Pediatric  Psychiatry 
V.  Stein.  M.  D. 

ANCILLARY  SERVICES 
Optical 

W E Schul,  Optician 

Speech  Therapy/Audiology 
J.  P.  Frum,  M S.,  SPA 
Biofeedback  Laboratory 
M.  G.  Simon,  P.  A 
Electrology/Cosmetlc  Therapy 

J.  E.  Beserock,  R.  E. 
Allergy/Cytotoxic  Food  Testing 

K.  Gorney,  M.  T. 

TECHNOLOGISTS 

Electrocardiography 

B Maguire,  R N 
B Muklewicz,  R N 
Electroencephalography 
J.  Stone,  R N , CMET 
J Green,  R.  N 
Roentgenology 
E Forester,  R T 

PULMONARY  DIAGNOSTICS  LAB 

R.  Kordack,  R.  T 
K Bauer,  R.  N. 
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"I  can't  think  of  any  Physician  that  doesn't  need  it" 


John  M.  Daniel,  M.D. 
Doctors  Clinic 
Beckley,  WV 


If  you  still  submit  paper  bills  to  insurance  carriers,  you  waste  hours  handling  paper 
and  money  on  forms,  postage  and  mailroom  costs.  You  have  the  risk  of  submitting 
a bill  which  could  be  pended  or  delayed  for  sometimes  months. 

McDonough  Caperton  Systems,  Inc.  offers  the  Insurance  Claims  Processing  System,  a 

software  program  designed  for  electronic  submission  of  claims  and  programmed  onto 
the  popular  IBM  Personal  Computer. 


ADVANTAGES: 


Claims  payment  cycle  may  be  reduced  by  as  much  as  50  days. 
Patient  services  and  relationships  are  improved. 


McDonough 

Caperton 

Systems 


Transmission  to  50  carriers/payors  is  possible  from  one 
terminal. 

Savings  conservatively  estimated  at  $1  to  $3  per  claim 
processed. 

PC  is  multi-use  and  available  for  other  office  functions. 

Billing  program  is  menu-driven,  operator  oriented  and 
easy-to-use. 


* Claim  data  is  edited  and  corrected  prior  to  transmission. 


McDonough  Caperton  installs  system,  trains  staff  and  provides 
on-going  customer  and  technical  support  for  lifetime  of  system. 


THE  INSURANCE  CLAIMS  PROCESSING  SYSTEM* 

'Endorsed  by  West  Virginia  State  Medical  Association 


the  McDonough  caperton  insurance  group 

has  always  been  responsive,  productive  and  innovative. 

No  other  privately-owned  insurance  company  has  grown  so  much 
to  meet  the  needs  of  clients,  insureds  and  now,  providers  of 
health  care  services. 


YES!  I am  interested  in  McDonough  Caperton’s  Electronic  Claim  Sys- 
tem. I understand  Electronic  Claims  may  REDUCE  MY  CLAIMS 
PAYMENT  CYCLE  BY  AS  MUCH  AS  50  DAYS.  I would  appre- 
ciate additional  information. 

Please  call  1-800-344-5139,  and  ask  for  Colleen  Briggs,  ext.  621 
or  Brad  Layne,  ext.  728,  or  mail  in  this  card. 

Business  Name  

Contact  Name  Phone 

Address  

City State Zip 


□ I am  not  interested  at  this  time. 
Please  call  after  this  date: 


BUSINESS  REPLY  CARD 
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Classified 


The  Fifteenth  Annual  Peripheral  Vascular 
Disease  Symposium  — “Critical  Issues  & 
Controversies  in  Vascular  Surgery”  will  be 
held  at  the  Hyatt  on  Capitol  Square  in 
Columbus,  Ohio  on  September  11-14,  1985. 
This  Symposium  encourages  the  “team 
aspect”  of  caring  for  peripheral  vascular 
patients  and  offers  three  concurrent  pro- 
grams for  physicians,  nurses  and  vascular 
technologists.  For  further  information  con- 
cerning this  meeting,  please  contact  Ms. 
Shelly  Hershberger,  Symposium  Secretary, 
at  (614)  251-3680. 


OBITUARIES 

(Continued  from  Page  xiv) 

was  a Diplomate  of  the  American 
Board  of  Pathology  and  a member  of 
the  American  College  of  Pathologists. 

A World  War  II  Army  veteran,  he 
was  a member  of  the  Kanawha  Med- 
ical Society,  West  Virginia  State  Med- 
ical Association  and  American  Med- 
ical Association. 

Survivors  include  the  wife,  Ruby 
Mogill  Newman;  a daughter,  Mrs. 
Sara  Frank  of  Bloomfield,  Michigan, 
and  two  sons,  Stephen  Newman  of 
Elyria,  Ohio,  and  Harold  Newman  of 
Charleston. 


COUNTY  SOCIETIES 

(Continued  from  Page  xvi) 

a volunteer  cooperative  effort  aimed 
at  the  delivery  of  health  care  to  in- 
digents. 

Dr.  Thomas  S.  Clark  pointed  out  the 
possible  danger  of  commercial  health 
fairs  organized  to  promote  a private 
product  or  service. — Robert  L.  Mur- 
phy, Executive  Secretary. 


TYGART’S  VALLEY 

Dr.  Ellen  E.  Hrabovsky,  Professor 
of  Surgery  at  West  Virginia  Univer- 
sity School  of  Medicine,  Morgantown, 
was  guest  speaker  for  the  meeting  of 
the  Tygart’s  Valley  Medical  Society 
on  April  18  at  Broaddus  Hospital  in 
Philippi. 

“Pediatric  Intestinal  Surgery”  was 
her  topic.  The  Society  very  much  en- 
joyed her  presentation. — Michael  M. 
Stump,  M.  D.,  Secretary. 


CHAPMAN 

PRINTING 

COMPANY 

★ 

1652  4TH  AVENUE 
CHARLESTON,  WV  25357 

PHONE:  346-0676 


DOCTORS 

If  you’d  rather  practice  medicine  than 
try  to  manage  the  practice,  CTS  has  a 
solution-a  comprehensive  Medical  Man- 
agement System  designed  exclusively 
for  physicians  by  physicians. 

CTS  offers  one  of  the  most  complete 
practice  management  systems  available. 
“Typical  Billing  Systems”  may  contain 
20-30  programs,  whereas  a full  CTS 
system  has  over  300  programs  and  can 
assist  you  in  generating  income  plus 
save  you  labor  time  and  money. 

Selected  examples  of  the  systems 
capabilities  include: 

• Receivables/Management 

• Practice  Management 

• Medical  Records 

• Appointments/Office  Scheduling 

• Medical  Dictionaries 

• Word  Processing/Transcription 

• Billing/lnsurance 

• Patient  Care  Management 

CTS  MEDICAL  MANAGEMENT 
SYSTEMS 

For  further  information  please  contact 
our  Pittsburgh  Sales  Office. 

1725  Washington  Rd., 
Pittsburgh,  PA  15241,  412-464-1277 
1-800-638-2667 


How  to  live  with  someone  who’s 
living  with  cancer. 


Nobody  knows  better 
than  we  do  how  much 
help  and  understanding  is 
needed.  That’s  why  our 
service  and  rehabilitation 
programs  emphasize  the 
whole  family,  not  just  the 
cancer  patient. 

Among  our  regular 
services  we  provide  infor- 
mation and  guidance  to 
patients  and  families, 
transport  patients  to  and 
from  treatment,  supply 
home  care  items  and  assist 
patients  in  their  return  to 
everyday  life. 

Life  is  what  concerns  us. 
So  you  can  see  we  are  even 
more  than  the  research 
organization  we  are  so  well 
known  to  be. 

No  one  faces 
■ cancer  alone. 

® 

AMERICAN  CANCER  SOCIETY 
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HIGHLAND  HOSPITAL 

56TH  & NOYES  AVE.,  S.E. 

CHARLESTON, 

W.  VA.  25304 

925-4756 

MEDICAL  STAFF 

Psychiatric  treatment  for  the  emotionally 

disturbed  children  ages  5 to  13  now  avail- 

ADULT  PSYCHIATRY 

able  in  new  children’s  pavilion.  Separation 

Charles  C.  Weise,  M.  D. 

925-2159 

maintained  from  adult  psychiatric  care 
unit.  Now  available  also:  primary  psychi- 

Thomas  S.  Knapp,  M.  D. 

925-3554 

atric  care  for  older  adults  in  separate  unit. 

Pablo  M.  Pauig,  M.  D. 

343-8843 

All  programs  offer: 

Ralph  S.  Smith,  Jr.,  M.  D. 

925-0349 

• Crisis  Intervention 

Lee  L.  Neilan,  M.  D. 

925-0349 

• Group  Therapy 

Edmund  C.  Settle,  Jr.,  M.  D. 

925-6914 

• Psychotherapy 

Gina  Puzzuoli,  M.  D. 

925-6914 

• Activities  & Recreational  Therapies 

• Skilled  Attention  to  Family,  Marital,  and 

John  P.  MacCallum,  M.  D. 

925-6966 

Individual  Emotional  Problems 

Sid  Lerfald,  M.  D. 

344-0443 

• Special  Care  for  the  Acutely  Disturbed 

Elma  Bernardo,  M.  D. 

925-3554 

Patient 

• Staffed  by  Qualified  Psychiatrists  and 

CHILD  PSYCHIATRY 

Medical  Consultants 

Pablo  M.  Pauig,  M.  D. 

343-8843 

• Schooling  Provided  on  Children’s  Pa- 

vilion 

Ralph  S.  Smith,  Jr.,  M.  D. 

925-0349 

• Serving  the  Community  for  Over  28 

John  P.  MacCallum,  M.  D. 

925-6966 

Years 

XXVIII  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


Annual  membership  dues  in  the  amount  of  $250  paid  for  the  year 
1985  to  the  West  Virginia  State  Medical  Association  included  $8.00 
to  cover  annual  subscription  price  to  The  West  Virginia  Medical 
Journal. 
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FOR  THE  PREDICTABILITY 
CONFIRMED  BY  EXPERIENCE 

DALMANE® 

flurazepam  HCI/Roche 

THE  COMPLETE  HYPNOTIC 
PROVIDES  ALL  THESE  BENEFITS: 

• Rapid  sleep  onset1 6 

• More  total  sleep  time1 6 

• Undiminished  efficacy  for  at  least 
28  consecutive  nights24 

• Patients  usually  awake  rested  and  refreshed7'9 

• Avoids  causing  early  awakenings  or  rebound 
insomnia  after  discontinuation  of  therapy2510 12 


Caution  patients  about  driving,  operating  hazardous  machinery  or  drinking 
alcohol  during  therapy.  Limit  dose  to  15  mg  in  elderly  or  debilitated  patients 
Contraindicated  during  pregnancy 


DALMANE® 

flurazepam  HCI/Poche 

References:  1.  Kales  J ef  al:  Clin  Pharmacol  Ther 
12: 691  -697,  Jul-Aug  1971 . 2.  Kales  A ef  al:  Clin  Phar- 
macol Ther  78:356-363,  Sep  1975  3.  Kales  A ef  al: 

Clin  Pharmacol  Ther  79:576-583,  May  1976.  4.  Kales  A 
ef  al:  Clin  Pharmacol  Ther  32:781-788,  Dec  1982 
5.  Frost  JD  Jr,  DeLucchl  MR:  J Am  Geriatr  Soc 
27: 541-546,  Dec  1979  6.  Kales  A,  Kales  JD:  J Clin 
Pharmacol  3:140-150,  Apr  1983.  7.  Greenblatt  DJ, 

Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  27:355-361, 
Mar  1977  8.  Zimmerman  AM:  Curr  Ther  Res 
73:18-22,  Jan  1971  9.  Amrein  R ef  al:  Drugs  Exp  Clin 
Res  9(1):85-99,  1983.  10.  Monti  JM:  Methods  Find  Exp 
Clin  Pharmacol  3:303-326,  May  1981  11.  Greenblatt  DJ 
ef  al:  Sleep  5(Suppl  1):S18-S27,  1982.  12.  Kales  A 
ef  al:  Pharmacology  26121-137  1983. 


DALMANE^  <S 

flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening:  in 
patients  with  recurring  insomnia  or  poor  sleeping  hab- 
its; in  acute  or  chronic  medical  situations  requiring 
restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights 
of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy 
should  only  be  undertaken  with  appropriate  patient 
evaluation. 

Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause 
fetal  damage  when  administered  during  pregnancy 
Several  studies  suggest  an  increased  risk  of  congeni- 
tal malformations  associated  with  benzodiazepine  use 
during  the  first  trimester  Warn  patients  of  the  potential 
risks  to  the  fetus  should  the  possibility  of  becoming 
pregnant  exist  while  receiving  flurazepam.  Instruct 
patient  to  discontinue  drug  prior  to  becoming  preg- 
nant. Consider  the  possibility  of  pregnancy  prior  to 
instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery, 
driving).  Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication 
for  a prolonged  period  of  time  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and / 
or  ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated  patients. 
Severe  sedation,  lethargy,  disorientation  and  coma, 
probably  indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported:  headache,  heart- 
burn, upset  stomach,  nausea,  vomiting,  diarrhea, 
constipation,  Gl  pain,  nervousness,  talkativeness, 
apprehension,  irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  complaints.  There 
have  also  been  rare  occurrences  of  leukopenia,  gran- 
ulocytopenia, sweating,  flushes,  difficulty  in  focusing, 
blurred  vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness, 
hallucinations,  and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins,  and  alkaline  phosphatase;  and  para- 
doxical reactions,  e g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 
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the  best  professional  care. 

Saint  Albans  is  a logical 
choice  for  your  psychiatric 
referrals. 

Since  1916,  Saint 
Albans  Psychiatric  Hospital 
has  prov  ided  a spectrum 
of  care  for  emotional 
disorders. 

Today,  we  also  offer 
specialized,  fully  accredited 
programs  for  adolescents, 
alcoholics,  and  substance 
abusers.  We  have  special 
programs  for  senior  adults 
and  treatment  of  eating 
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treatment  as  an  alternative 
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Care  is  provided  by  our  medical  and  professional  staffs  in  a beautiful, 
modern  hospital  secluded  along  the  New  River.  Admission  can  be  arranged 
24  hours  a day.  And  all  programs  and  services  are  approved  for  Blue  Cross, 
Medicare,  Champus,  and  most  commercial  insurance  carriers. 
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You  make  the  pie,  but  the  tax  guys  get  the  biggest  slice. 
Until  now,  that  is  Now  you  can  use  the  tax  advantages  of 
the  401  (k)  Retirement  Plan  to  defer  (and  deduct!)  up  to 
25%  of  your  salary,  and  not  have  to  do  the  same  thing  for 
your  employees.  In  fact,  with  a 401  (k)  Plan,  employees 
make  their  own  contributions!! 

You  can  convert  your  existing  KEOGH  or  corporate  plan 
to  a 401  (k),  or  have  a 401  (k)  plan  in  addition  to  any  other 
retirement  plan  you  currently  maintain.  You  can  even 
continue  your  I.R.A.  along  with  your  401  (k). 

So  find  out  more  about  401  (k)  Retirement  Plans.  Check 
with  your  tax  advisor.  If  he  or  she  has  attended  one  of  the 
401  (k)  seminars  offered  by  The  National  Bank  of  Com- 
merce, they'll  have  the  information  you  need.  Or,  call  us 
directly.  We  ll  be  glad  to  show  you  how  the  401  (k)  (or 
other  plans  such  as  KEOGH’S  or  SEP's)  could  be  your 
O K.  to  keeping  a larger  slice  of  your  pie. 

r\ 

The  National 
Bank  of  Commerce 

One  Commerce  Square  Charleston,  WV  25322 
Member  FDIC 

Setting  the  pace 
for  your  better  tomorrows. 

Employee  Benefits  Division 
348-4505  or  348-4504 


otrin  800 


TABLETS 


Upjohn  Company 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001  USA 


J-5491  June  1985 


L I beta-2 
lockade 


Once-daily  INDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 

Once-daily  INDERAL  LA  (propranolol  HCI) 
avoids  the  risk  of  diuretic-induced  ECG  ab- 
normalities due  to  hypokalemia.' : In  addi- 
tion, INDERAL  LA  preserves  potassium 
balance  without  additive  agents  or  supple- 
ments while  prov  iding  simple,  well-tolerated 
therapy  with  broad  cardiovascular  benefits. 

Once-daily  INDERAL  LA 
for  the  cardiovascular 
benefits  of  the  world's 
leading  beta  blocker 

Simply  start  with  80  mg  once  daily.  Dosage 
may  be  increased  to  1 20  mg  to  1 60  mg  once 
daily  as  needed  to  achieve  additional  control. 

Like  conventional  INDERAL  tablets, 

INDERAL  LA  should  not  be  used  in  the 
presence  of  congestive  heart  failure,  sinus 
bradycardia,  heart  block  greater  than  first 
degree,  and  bronchial  asthma 


Once-daily 

INDERALLA 

(PROPRANOLOL  HCI) 

IB  1 

Trie  appearance  of  tnese  capsu  es 
s a registereo  irademarK 
of  Ayerst  LaDoraior.es 

w W 

80  mg  120  mg  160  mg 


Please  see  brief  summary  of  prescribing  information 
on  the  next  page  for  further  details 
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Once-daily 

Forbeta-^i ilNDERAL  LA 

(PROPRANOLOL  HCI)  L<capsulesG 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR ) 
INDERAL  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg,  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  for  available  receptor  sites.  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80. 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of 
INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline 
exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  tor  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output,  (2)  inhibition  of  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readiusts  to  or  below  the  pretreatment  level  with  chronic 
use.  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients. 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate, 
systolic  blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic 
pressure  and  systolic  election  period.  The  net  physiologic  effect  of  beta-adrenergic  blockade 
is  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a quinidine-like 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential.  The  signifi- 
cance of  the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  of  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain. 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm 

Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment ot  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus 
bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma;  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  tirst  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible). 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy.  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a tew  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physicians  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications. 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY:  The  necessity  or  desirability  ot  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe- 
sia and  surgical  procedures 


The  appearance  of  these  capsules 
is  a registered  trademark 
of  Ayers)  Laboratories 


INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g , 
dobutamme  or  isoproterenol  However  such  patients  may  be  subject  to  protracted  severe 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
beta  blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more 
difficult  to  ad|ust  the  dosage  of  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  ot  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests.  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects  at  any  of  the  dosage 
levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension paresthesia  of  hands,  thrombocytopenic  purpura  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  lightheadedness,  mental  depression  mamtested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensonum,  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  nausea  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm 

Hematologic:  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  con|unctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  tor  mg  substitute  tor 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 

ANGINA  PECTORIS — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks 
(see  WARNINGS) 

MIGRAINE — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  ot 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily. 
PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 
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BOARD  THE  ISLAND 
PRINCESS  TO  THE 
MEXICAN  RIVIERA 

7 days/7  nights 

PORTS  OF  CALL:  Los  Angeles,  Cabo 
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Your  Princess 

■ Round  trip  scheduled  jet  transportation  with  in- 
flight meals  and  beverage  service. t 

■ Round  trip  transfers  from  airport  to  ship  t 

■ Baggage  handling  on  the  pier  and  on  board  ship. 

■ Accommodations  for  seven  nights  aboard  the 
Island  Princess  or  Sun  Princess. 

■ Cabin  upgrade  options  give  you  the  opportunity  to 
purchase  superior  accommodations. 

■ Five  meals  every  day,  including  a Midnight  Buffet. 

■ Private  TNT  Cocktail  Party  with  open  bar. 

■ Captain's  Cocktail  Party  and  Farewell  Dinner. 

■ Entertainment  nightly. 


Cruise  includes: 

■ Briefings  on  the  highlights  of  each  port  of  call. 

■ Duty-free  shopping  on  board  ship  and  in  each  port 
of  call. 

■ Dozens  of  activities  on  board  ship  including  a fully 
equipped  health  spa,  swimming  pools,  sauna 

and  more. 

■ 24-hour  a day  stateroom  service. 

■ Full  gambling  casino. 

■ Port  taxes. 

■ Services  of  a professional  TNT  tour  escort  who  will 
accompany  your  cruise. 

t except  for  dockside  departures  on  the  Sun  Princess  Cruise 


Imagine. ..you  can  receive  continuing  medical  education  while  cruising  to  fabulous  ports  of  call  on  an  exciting 
ship,  fully  equipped  to  provide  you  with  all  the  amenities  you’ll  need  for  a perfect  vacation. 


During  your  Mexican  Riviera  Cruise  aboard  the 
Island  Princess,  your  CME  course  will  be:  Office 
Management  of  Problems  in  Endocrinology  and 
Metabolism.  A special  seminar  on  The  Use  of  Retire- 
ment Programs  in  Personal  Financial  Planning  for 
Physicians  will  also  be  offered  during  your  course. 


On  board  the  Sun  Princess,  you  can  receive  CME 
credits  for  the  following  course:  AIDS  & Other  Sexually 
Transmitted  Diseases  Seen  in  Daily  Practice.  Also  you 
can  choose  to  participate  in  the  seminar  entitled  The  Use 

of  Retirement  Programs  in  Personal  Financial  Planning 
For  Physicians. 


For  FREE  FULL-COLOR  BROCHURES 

of  both  Princess  Cruises,  plus  a Reservation  Form  (with  no  obligation  on  your  part)  or  for 

Reservations  and  information  please  call 

TOLL-FREE  1-800-262-0123 
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Cut  your  wait  for  test  results  from  days  to  min- 
utes (or  even  seconds),  with  in-office  testing 
systems  from  Phytec. 

You’ll  he  able  to  give  more  authoritative 
patient  counsel  and  medication  tracking,  on 
the  spot.  You’ll  save  the  hours  you  once  spent 
phoning  patients  with  days-later  test  results. 
You’ll  enjoy  smoother,  more  predictable 
patient  flow  through  your  office. 

And  you’ll  he  able  to  bill  directly  for  testing 
services  that  you’ve  provided — instead  of  han- 
dling unprofitable  paperwork  for  outside  labs. 

Turn  bench  space  into  a 
profitable  in-office  lab. 

All  Phytec  equipment  is  designed  to  fit 
easily  into  your  office,  and  into  your  practice. 
Since  we  can  provide  all  installation,  supplies 
management,  and  operator  training — that’s 
very  easy  indeed. 

Versalyte  II®  sodium/potassium  analyzer: 
Takes  as  little  as  a 40pd  sample  of  whole  blood, 
serum,  plasma,  or  urine;  and  gives  results  in 
22  seconds. 

Versacount ' " Series  hematology  analyzers: 
Three  separate  units  for  hemoglobin  analysis; 
platelets;  and  white  cell,  red  cell,  and  hemato- 
crit. In  as  little  as  24  seconds. 

Versamate  1"  and  Versamate  A'" 
chemistry  analyzers:  Manual  and  automated 
models  offering  20  tests — including  glucose, 
hemoglobin,  BUN,  cholesterol,  triglycerides, 
and  uric  acid. 

Test  15  and  Test  13  reagents:  State-of-the- 
art  chemistries  for  fastest  response,  best  accu- 
racy. Available  in  15mm  and  13mm  sample 
tube  sizes  for  use  with  virtually  all  manual 
chemistry  analyzers.  For  more  information  on 
Phytec  systems,  or  for  a no-obligation  analysis 
of  how  in-office  testing  could  benefit  your 
practice,  call  toll-free  800-742-8880.  Or  write. 
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McDonough  Caperton  Insurance  Group's  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky 
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Among  the  10  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY 
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Methods  of  reconstructing  the  cer- 
vical esophagus  involve  using  either 
skin  or  gastrointestinal  tissues.  Ten 
patients  underwent  a one-stage  recon- 
struction of  the  cervical  esophagus  in 
which  the  right  colon  was  mobilized 
subcutaneously  over  the  left  anterior 
chest  wall  to  the  pharynx.  Four  of 
these  patients  had  a laryngoesophage- 
ctomy  for  carcinoma,  and  five  post- 
laryngectomy  patients  developed  a 
carcinoma  of  the  cervical  esophagus 
after  a one-  to  three-year  interval. 
One  patient  had  a stenosis  of  a cer- 
vical esophagus  previously  recon- 
structed with  Bakamjian  flap. 

Swallowing  was  promptly  restored 
in  seven  of  these  patients.  Two  pa- 
tients developed  postoperatively  a 
massive  gastrocolic  anastomotic  hem- 
orrhage, and  the  other  patient  had  a 
leakage  of  the  distal  esophageal 
stump;  consequently,  all  three  died 
from  their  complications.  The  tech- 
nique and  its  advantages  are  pre- 
sented. 

Major  head  and  neck  cancer  surgery 
aims  to  accomplish  an  adequate 
resection,  prompt  reconstruction  and 
a successful  restoration  of  functions. 
When  Czerny1  first  successfully  re- 
sected cancer  of  the  esophagus  in 
1877,  esophageal  reconstruction  had 
become  a surgical  challenge.  In  1886, 
Mikulicz2  reconstructed  the  cervical 
esophagus  with  skin  flaps,  and  there- 
after various  methods  of  esophageal 
reconstruction  with  either  skin3,4  or 


gastrointestinal5,6  tissues  have  been 
reported  in  the  literature. 

Roitlv,  in  1923,  reported  the  use 
of  the  right  half  of  the  colon  for 
esophageal  replacement.  Battersby8 
reported  in  1953  the  use  of  a one- 
stage,  right  colon  thoraco-abdominal 
esophageal  replacement  as  palliative 
in  four  patients  who  had  carcinoma 
and  in  two  who  had  benign  lesions. 
Ochsner  and  Owens9  (1934),  and 
later,  Mahoney  and  Sherman10  ( 1945  I 
reviewed  in  detail  the  literature  relat- 
ing to  the  use  and  problem  of  the 
colon  for  esophageal  substitution. 

The  purpose  of  this  paper  is  to  re- 
port the  use  of  the  right  colon  for 
reconstruction  of  the  cervical  esop- 
hagus with  emphasis  on  the  technique, 
its  important  features  and  results.  It 
is  not  the  intent  of  this  paper  to  com- 
pare various  methods  of  cervical  es- 
ophageal reconstruction.  Such  com- 
parison has  been  cited  in  May  et  al.11 
and  in  Leonard  and  Holt’s12  excellent 
review  of  esophageal  replacement. 

Materials  and  Methods 

Ten  patients  underwent  a cervical 
esophageal  reconstruction  in  which 
the  right  colon  was  mobilized  sub- 
cutaneously over  the  left  anterior 
chest  wall  to  the  pharynx  (Figure  1) 
at  the  Charleston  Area  Medical  Cen- 
ter, Charleston.  West  Virginia.  Eight 
of  these  patients  were  men,  and  two 
were  women.  The  youngest  was  50 
years  old;  the  oldest,  90.  Four  pa- 
tients had  a laryngoesophagectomy 
for  carcinoma,  and  five  post-laryngec- 
tomy patients  had  a squamous  cell 
carcinoma  of  the  cervical  esophagus 
with  an  interval  variance  of  one  to 
three  years.  One  pateint  had  a steno- 
sis of  a cervical  esophagus  previously 
reconstructed  with  a Bakamjian13 
flap  four  years  prior. 


Preoperative  Preparation 

In  addition  to  an  esophagoscopy 
and  a barium  swallow  (Figure  2),  a 
barium  enema  was  done  prior  to  de- 
ciding on  the  use  of  the  right  colon 
as  an  esophageal  replacement.  Neo- 
mycin bowel  preparation  was  given 
on  the  day  before  surgery.  Broad 
spectrum  antibiotics  were  also  given 
prophylactically  by  intravenous  route. 
All  of  these  patients  had  a feeding 
gastrostomy  that  was  left  in  place  un- 
til satisfactory  swallowing  had  been 
restored. 

Technique 

Under  controlled  hypotension  anes- 
thesia.14 resection  of  the  esophagus 
and  mobilization  of  the  right  colon 
were  performed  simultaneously  by  the 
head  and  neck  surgical  team  and  the 
general  surgical  team. 

The  right  colon  was  mobilized  with 
careful  preservation  of  the  marginal 
arteries  and  particularly  the  venous 
drainage.  This  includes  the  ileocolic 
arteries,  and  therefore  a segment  of 
ileum  of  approximately  15cm  fre- 
quently accompanies  the  right  colon. 
The  one  area  that  deserves  specific 
attention  is  the  base  of  the  mesocolon 
as  it  is  dissected  on  its  cephalic  aspect 


Figure  1.  Schema  of  right  colon  trans- 
fer to  the  pharynx  for  esophageal  re- 
placement. 
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Figure  2.  Preoperative  barium  swal- 
low showing  cervical  esophageal  ob- 
struction due  to  squamous  cell  car- 
cinoma. 

where  various  branches  from  the  gas- 
tropancreatic  area  may  connect  with 
the  middle  colic  vein.  Tearing  of 
these  veins  with  radical  ligation  may 
be  a cause  of  failure  of  the  operation. 

The  colon  was  brought  up  in  a re- 
trogastric  fashion  which  then  takes  a 
smooth  course  over  the  left  costal 
margin  into  a subcutaneous  position. 
A wide  subcutaneous  tunnel  was  de- 
veloped (at  least  a hand’s  breadth  I 
up  to  the  cervical  incision. 

A standard  two-layer  closure  of  the 
ileocolostomy  was  done,  and  then  the 
mesenteric  approximation  was  per- 
formed. Anastomosis  was  made  be- 
tween the  colon  and  the  lesser  curva- 
ture of  the  stomach  just  at  the  in- 
cisura  angularis  with  no  redundant 
colon  to  a J-loop.  Sutures  were  then 
placed  between  the  colon  and  the 
rectus  fascia  so  that  the  colon  from 
the  entry  point  into  the  abdomen  and 
into  the  stomach  was  in  a relatively 
straight  line  and  tension  free.  The 
anastomosis  between  the  colon  and 
stomach  was  made  in  a two-layer  fash- 
ion. In  addition,  a pyloroplasty  was 
performed  and  closed  in  a one-layer 
Gambee  (a  relatively  small  Heineke- 
Mikulicz). 

The  cervical  area  was  handled  in 
the  following  fashion:  since  the 

colonic  length  is  usually  ample,  the 


ileum  and  the  appendix  are  removed. 
The  distal  esophagus  was  oversewn 
and  allowed  to  retract  into  the  chest 
cavity.  The  anastomosis  for  the  hy- 
popharynx  and  colon  was  made 
through  the  cephalic  taenia  coli,  and 
was  done  in  one  layer  using  a non- 
absorbable suture  in  a Gambee  fash- 
ion. The  colon  was  suspended  by 
putting  a few  sutures  in  the  posterior 
fascia  prior  to  constructing  the  anas- 
tomosis. When  the  anterior  neck 
skin  was  included  with  the  esophagec- 
tomy, a deltopectoral  flap  was  used 
for  coverage. 

Results 

All  10  patients  had  a viable  colon 
conduit.  They  were  swallowing  five 
to  seven  days  after  the  reconstruction 
and  were  all  discharged  on  the  tenth 
postoperative  day.  A feeding  gastro- 
stomy was  left  in  place  for  one  month 
for  supplementary  intake.  X-ray 
studies  of  the  esophageal  replacement 
showed  rapid  passage  of  the  barium 
into  the  stomach  (Figure  3).  Diet 
was  unrestricted  and  patients  were 
advised  to  chew  their  food  well. 

One  patient  had  a ruptured  distal 
esophageal  stump  on  the  fifteenth 
postoperative  day  resulting  in  a ful- 
minating mediastinitis  and  death. 
Two  patients  had  a massive  gastro- 
colic anastomotic  hemorrhage  on  the 
twelfth  postoperative  day  resulting  in 
death.  These  three  patients  were  in 
their  eighth  and  ninth  decades  of  life. 

Discussion 

The  colon  has  advantages  not  as- 
sociated with  the  jejunum  or  other 
structures.  The  mesentery  of  the  right 
colon  is  thin  and  does  not  cause  the 
colon  to  be  plicated  upon  a short 
section  of  mesentery  as  is  charac- 
teristic of  the  small  bowel.  The  blood 
supply  of  the  colon  is  ideal  since  there 
is  an  adequate  marginal  artery  and 
vein  close  to  the  bowel.  These  mar- 
ginal vessels  communicate  with  the 
middle  colic,  the  right  colic  and,  in 
turn,  the  ileocolic  vessels.  The  im- 
portance of  this  vascular  pattern  is 
that  the  colon  can  be  mobilized  to  a 
desired  distance  unrestricted  by 
either  its  mesentery  or  blood  vessels. 

In  1959,  Battersbv  and  Moore15 
reported  five  cases  of  right  colon  re- 


placement for  congenital  atresia  of 
the  esophagus.  In  three  of  these 
cases  the  colon  was  mobilized  and 
placed  substernally  and  all  survived. 
Death  occurred  in  two  patients  in 
whom  the  colon  had  been  placed  in- 
trathoracically.  Ogura,  Roper  and 
Burford16  used  the  right  colon  to  by- 
pass a stenosed  esophagus  due  to  ex- 
tensive caustic  burns.  The  right 
colon  is  preferred  to  other  esopha- 
geal substitutes  because  of  its  ample 
length,  its  better  blood  supply,  its  is- 
operistaltic action  and  its  resistance  to 
gastric  juice. 

The  experience  with  these  10 
cases  in  reconstructing  the  cervical 
esophagus  with  the  right  colon  has 
shown  the  importance  of  utilizing 
conjoint  skills  of  a head  and  neck 
surgeon  and  a general  surgeon.  Ber- 
gan  and  Bie,1  in  1963,  mentioned  the 
importance  of  a two-team  approach 
in  performing  this  procedure.  It  also 
has  shown  the  advantages  of  perform- 
ing the  procedure  without  entering 
the  chest  cavity  and  with  prompt 
restoration  of  deglutition.  The  sub- 
cutaneous mobilization  of  the  right 
colon  was  found  to  be  a practical, 
safe  and  reasonably  cosmetic  method. 
When  resection  of  the  entire  length 


Figure  3.  Postoperative  barium  swal- 
low showing  passage  of  barium  through 
the  colon  bypass. 
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of  the  esophagus  is  required,  this 
method  is  still  applicable. 

Summary 

Ten  patients  who  had  esophageal 
replacement  using  the  right  colon 
were  presented.  The  advantages  of 
the  procedure  are  multiple:  (1) 

elimination  of  stricture  at  the  anasto- 
motic site,  ( 2 ) prompt  restoration  of 
deglutition,  ( 3 ) avoidance  of  com- 
plications encountered  in  entering 
the  chest  cavity,  and  (4)  application 
of  the  procedure  regardless  of  extent 
of  esophageal  resection. 

Conclusion 

Resection  and  reconstruction  of  the 
cervical  esophagus  with  the  right 
colon  mobilized  and  placed  subcuta- 
neously is  a reliable  and  practical  one- 
stage  procedure.  The  use  of  a two- 
team  approach  in  performing  the  en- 
tire procedure  is  emphasized. 
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Serial  cardiac  isoenzyme  determina- 
tions have  led  to  the  sensitive  and  ac- 
curate diagnosis  of  acute  myocardial 
infarction.  However,  few  attempts 
have  been  made  to  evaluate  their  cost 
effectiveness.  Due  to  the  temporal 
pattern  of  serum  isoenzymes  follotving 
a typical  myocardial  infarction,  the 
current  practice  of  routine  determina- 
tion of  LDH  isoenzymes  in  all  patients 
with  suspected  myocardial  infarction 
is  generally  not  helpful  and  appears  to 
be  an  unnecessary  expense. 

This  study  consisted  of  chart  re- 
view of  100  patients  admitted  to  the 


lUfeasurement  of  serum  isoenzymes 
and  the  12-lead  electrocardio- 
gram are  the  two  primary  tests  used 
to  establish  the  diagnosis  of  myo- 
cardial infarction.  Several  laboratory 
tests  have  been  used  in  an  attempt  to 
confirm  the  diagnosis.  Initial  labora- 
tory indications  of  infarction  were 
non-specific  and  included  the  CBC 
and  sed  rate;  other  tests  are  now  used 
to  establish  the  diagnosis  more  ac- 
curately. 
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hospital  with  a documented  myo- 
cardial infarction.  Most  patients  were 
hospitalized  between  January  and 
June,  1983.  The  patients  were  divided 
into  two  groups:  those  admitted  to 
the  hospital  within  24  hours  after  the 
onset  of  symptoms,  and  those  admit- 
ted more  than  24  hours  after  the  onset 
of  symptoms.  All  patients  admitted 
to  the  hospital  within  24  hours  of  the 
onset  of  symptoms  had  typical  CPK 
isoenzyme  rises  and  negative  initial 
LDH  isoenzymes.  LDH  isoenzyme  de- 
terminations were  helpful  only  in 
those  patients  admitted  more  than  24 
hours  after  the  onset  of  symptoms  or 
in  those  with  an  atypical  presentation. 
Thus,  it  appears  that  the  guidelines 
for  the  routine  use  of  cardiac  isoen- 
zymes should  be  modified,  and  that 
LDH  isoenzymes  are  unnecessary  in 
those  patients  presenting  with  symp- 
toms of  less  than  24  hours’  duration. 


Various  serum  enzymes  have  been 
studied  in  an  attempt  to  make  an  ac- 
curate diagnosis  of  myocardial  infarc- 
tion. SCOT  was  the  first  enzyme 
found  to  be  altered  during  myocardial 
infarction.2  However,  serum  SGOT 
levels  are  also  elevated  in  other  con- 
ditions such  as  hepatitis,  tissue  dam- 
age of  various  types,  and  from  the  ef- 
fects of  anabolic  steroids.  Because  of 
the  presence  of  SGOT  enzymes  in 
various  tissues  such  as  skeletal  muscle, 
liver,  and  red  blood  cells,  results  of 


Cost-Effective  Myocardial 
Isoenzyme  Determination 


JULY,  1985,  VOL.  81  139 


serum  SGOT  levels  are  non-specific 
for  the  diagnosis  of  acute  myocardial 
infarction. 

Other  enzymes  which  also  were 
found  to  be  released  into  the  blood 
from  necrotic  heart  tissue  have  been 
studied.4,5  These  include  CPK  (cre- 
atinine phosphokinase ) and  LDH 
(lactic  acid  dehydrogenase)  isoen- 
zymes, which  are  more  sensitive  indi- 
cations of  acute  infarction  than  were 
earlier  laboratory  indicators.6 

Use  of  CPK  determinations  in  the 
diagnosis  of  myocardial  infarction  was 
first  reported  by  Hess  et  al.  in  1965. ^ 
As  an  enzyme,  CPK  catalyzes  the 
transformation  of  creatinine  with  ATP 
to  ADP  plus  creatinine  phosphate, 
thus  supplying  energy  to  cells.  It  is 
actually  made  up  of  several  different 
enzymes  called  isoenzymes.  The  CPK- 
MB  subunit  is  localized  to  the  heart 
and  is  not  found  in  the  brain  or  skele- 
al  muscle.  Other  possible  causes  of 
total  CPK  elevation  include:  myo- 
pathy, IM  injections,  alcoholism,  car- 
dioversion, stroke,  surgery,  and  hy- 
pothyroidism. Thus,  determination  of 
the  CPK-MB  isoenzyme  fraction  en- 
hances the  sensitivity  and  specificity 
of  this  enzyme  in  the  determination  of 
acute  infarction  (especially  when  mul- 
tiple pathologic  processes  are  pres- 
ent). 

LDH  isoenzymes  also  have  been 
used  in  the  diagnosis  of  acute  myo- 
cardial infarction.4  This  enzyme  cat- 


alyzes the  reduction  of  pyruvic  acid 
to  lactic  acid.  It  is  composed  of  five 
different  isoenzymes  which  can  be  sep- 
arated and  identified  by  electrophore- 
sis. Tissues  differ  with  respect  to 
the  specific  isoenzyme  pattern  they 
contain;  the  rapidly  migrating  iso- 
enzyme which  predominates  in  the 
heart  is  labelled  LDH,.  This  rises  be- 
fore total  LDH  in  acute  myocardial 
infarction  and  may  rise  despite  a nor- 
mal total  LDH  level.  Thus  LDH,  is  a 
more  sensitive  indicator  of  infarction 
than  total  LDH,  and  its  sensitivity  ex- 
ceeds 95  per  cent.3 

During  an  acute  myocardial  infarc- 
tion the  rates  of  liberation  of  various 
enzymes  differ,  depending  on  the 
enzyme.  Thus  each  enzyme  has  a 
characteristic  temporal  pattern  ( de- 
picted graphically  in  the  Figure).3 

CPK  enzymes  usually  rise  eight 
hours  after  the  onset  of  symptoms, 
peak  before  24  hours  following  in- 
farction, and  remain  elevated  for  two 
to  three  days. 

LDH  enzymes  rise  during  the  first 
day,  peak  at  three  to  four  days,  and 
return  to  normal  in  14  days. 

In  those  patients  with  prolonged 
symptoms  or  delayed  presentation, 
only  LDH  isoenzymes  may  be  posi- 
tive because  of  their  prolonged  dura- 
tion in  the  serum.  This  demonstrates 
the  importance  of  LDH  isoenzymes  in 
those  patients  with  symptoms  of 
longer  duration. 

Routine  determination  of  CPK  and 
LDH  isoenzymes  has  led  to  the  sensi- 
tive and  accurate  diagnosis  of  acute 
myocardial  infarction.  However,  few 
attempts  have  been  made  to  evaluate 
their  cost-effectiveness.  To  assure 
cost-effectiveness  their  routine  deter- 
mination should  be  based  on  temporal 
patterns  known  to  occur  with  acute 
infarction. 

Methods 

A chart  review  of  100  patients  ad- 
mitted to  the  hospital  with  the  diag- 
nosis of  acute  myocardial  infarction 
was  done.  Random  selection  was  at- 
tempted by  serial  examination  of  pa- 
tients’ records  between  January  and 
June  of  1983.  Most  patients  reviewed 
had  experienced  a myocardial  infarc- 
tion during  that  time;  however,  in 


some  patients  (such  as  those  admitted 
during  the  above  period  for  unstable 
angina  I,  a previous  myocardial  infarc- 
tion, if  present,  was  included  in  the 
study.  The  study  group  consisted 
of  66  men  and  34  women,  ranging  in 
age  from  33  to  90.  The  patients  were 
divided  into  two  groups  according  to 
the  duration  of  symptoms  prior  to  hos- 
pital admission.  Only  those  patients 
with  documented  myocardial  infarc- 
tion were  included  in  the  study.  Doc- 
umented myocardial  infarction  cases 
were  defined  as  those  with  positive 
CPK  or  LDH  isoenzymes  in  associa- 
tion with  EKG  changes  consistent 
with  infarction.  All  patients  had  daily 
serial  EKGs  and  cardiac  isoenzymes 
performed  according  to  the  estab- 
lished CCU  protocol.  CPK  and  LDH 
isoenzyme  determinations  were  made 
as  follows: 

CPK  isoenzymes  every  8 hours  x 5 
LDH  isoenzymes  every  16  hours  x 3 
Total  CPK,  LDH  and  SGOT  every 
day  x 3 

CPK  findings  were  considered  to 
be  positive  if  the  CPK-MB  band  was 
at  least  eight  to  10  per  cent  of  the 
total  CPK.  LDH  results  were  inter- 
preted as  positive  if  the  LDH,  frac- 
tion was  greater  than  LDHl.,  or  if 
LDH,  was  within  five  per  cent  of 
LDH„.  Normally,  LDH,.  is  greater 
than  LDH,. 

Results 

The  Table  shows  the  results  of  the 
100  study  patients  with  myocardial  in- 
farction. This  table  is  divided  into 
columns  depicting  duration  of  symp- 
toms, the  type  of  cardiac  isoenzymes, 
and  when  the  enzymes  became  posi- 
tive, denoting  infarction.  The  patients 
were  divided  into  two  groups  depend- 
ing on  the  duration  of  symptoms.  One 
group  consisted  of  patients  admitted 
to  the  hospital  within  24  hours  after 
the  onset  of  symptoms,  and  the  other 
group  consisted  of  patients  admitted 
more  than  24  hours  after  the  onset  of 
symptoms. 

CPK  isoenzymes  were  positive  in 
all  patients  with  symptoms  lasting  less 
than  24  hours  prior  to  admission, 
whereas  only  84  per  cent  of  those  pa- 
tients with  symptoms  lasting  longer 
than  24  hours  prior  to  presentation 
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TABLE 


Cardiac 

Isoenzymes 

Duration  of  Symptoms 

< 24  hours 

> 24  hours 

Initial 

Isoenzymes 

Subsequent 

Isoenzymes 

Initial 

Isoenzymes 

Subsequent 

Isoenzymes 

CPK 

40%  (|f) 

100%  (^) 

74%  (;-*> 

84%  (J-f) 

LDH 

o%  (£> 

— 90% 

74%  (J-p 

100%  ( H) 

had  positive  CPK  isoenzymes.  In 
three  ( 16  per  cent ) of  the  19  patients 
with  symptoms  lasting  longer  than  24 
hours  before  admission,  myocardial  in- 
farction was  documented  by  EKG  and 
LDH  isoenzymes  alone;  CPK  isoen- 
zymes were  negative. 

None  of  the  patients  presenting  to 
the  hospital  within  24  hours  of  onset 
of  symptoms  had  positive  LDH  isoen- 
zyme initially,  whereas  74  per  cent 
of  those  patients  admitted  24  hours 
after  the  onset  of  symptoms  had  posi- 
tive LDH  isoenzymes  upon  presenta- 
tion. LDH  isoenzymes  eventually  be- 
came positive  in  most  patients  (90 
per  cent)  admitted  with  myocardial 
infarction  despite  having  been  drawn 
prior  to  the  expected  peak  rise  in 
many  instances. 

Therefore,  in  patients  presenting 
within  24  hours  of  onset  of  symptoms, 
LDH  isoenzymes  do  not  aid  in  the 
diagnosis  and  are  unnecessary  be- 
cause all  of  these  patients  had  myo- 
cardial infarction  documented  by  CPK 
isoenzymes. 

Of  the  19  patients  who  presented 
with  symptoms  lasting  longer  than  24 
hours,  symptoms  had  been  present  for 
more  than  48  hours  in  15.  This  time 
interval  is  beyond  the  expected  peak 
CPK  elevation  and,  in  eight  ( 53  per 
cent)  of  these  15  patients,  the  initial 
CPK  obtained  was  the  highest.  Al- 
though the  peak  CPK-MB  was  doc- 
umented in  all  patients  with  symptoms 
lasting  less  than  24  hours,  only  47 
per  cent  of  those  patients  presenting 
with  symptoms  for  more  than  24  hours 
had  documented  CPK-MB  peaks. 

Two  of  the  patients  with  symptoms 
lasting  longer  than  24  hours  died  soon 


after  admission  from  cardiac  arrest, 
and  multiple  LDH  isoenzymes  were 
not  obtained.  Both  of  these  patients 
had  positive  LDH  isoenzymes  and  a 
large  elevation  in  the  CPK-MB  frac- 
tion. 

Discussion 

Serial  cardiac  isoenzyme  determina- 
tions have  led  to  the  accurate  diag- 


These  determinations  cost 
$34.50  per  set , ivith  a total 
cost  of  $8,383.50  for  LDH  de- 
terminations in  these  81  pa- 
tients. This  $8,383.50  rep- 
resents the  approximate  sav- 
ings that  could  be  made  per  100 
patients  if  an  alternative  proto- 
col uere  adopted  based  on  the 
findings  of  this  study. 


nosis  of  acute  myocardial  infarction 
and  have  replaced  previously  used 
non-specific  laboratory  indices.  Of 
the  currently  available  laboratory  in- 
dicators of  infarction.  CPK-MB  iso- 
enzymes are  felt  to  be  the  most  sen- 
sitive. 

Most  routine  CCU  protocols  include 
CPK.  LDH.  and  SGOT  enzymes  drawn 
according  to  a predetermined  sched- 
ule. Lor  patients  with  symptoms  last- 
ing longer  han  24  hours  prior  to  ad- 
mission, LDH  determinations  can  be 
vei)y  helpful  in  documenting  myo- 
cardial infarction.  However,  since  it 
takes  three  to  four  days  for  the  peak 
in  LDH  isoenzymes  to  occur,  measur- 
ing LDH  isoenzymes  prior  to  that  time 
may  be  of  low  yield  and  not  cost  ef- 
fective. Although  LDH  isoenzymes 
became  positive  in  approximately  90 


per  cent  of  our  patients  with  symp- 
toms lasting  less  than  24  hours  before 
admission,  one  must  question  their 
value  since  a myocardial  infarction 
was  accurately  diagnosed  by  CPK 
isoenzymes.  Based  on  the  findings 
of  this  study,  routine  testing  for  LDH 
isoenzymes  cannot  be  recommended 
in  those  patients  presenting  with 
symptoms  of  less  than  24  hours’  dura- 
tion. 

Because  awareness  of  the  cost  of 
medical  care  is  important,  we  need  to 
investigate  routine  procedures  to  see 
if  they  are  cost  effective.  Some  routine 
tests,  while  not  very  expensive  indi- 
vidually, add  up  to  a considerable  ex- 
pense in  aggregate. 

Conclusions 

In  this  study,  100  patients  admitted 
with  myocardial  infarction  were  di- 
vided into  two  groups  based  on  symp- 
tom duration.  Cardiac  isoenzymes, 
including  serial  CPK  and  LDH  iso- 
enzymes, were  obtained  in  all  patients. 

In  the  81  patients  admitted  with 
documented  infarction  who  had  symp- 
toms beginning  less  than  24  hours  be- 
fore admission,  243  sets  of  LDH  iso- 
enzymes were  obtained  according  to 
the  current  CCU  protocol.  These  de- 
terminations cost  $34.50  per  set,  with 
a total  cost  of  $8,383.50  for  LDH  de- 
terminations in  these  81  patients.  This 
$8,383.50  represents  the  approximate 
savings  that  could  be  made  per  100 
patients  if  an  alternative  protocol 
were  adopted  based  on  the  findings 
of  this  study. 

An  alternative  protocol  would  be  to 
obtain  only  CPK  isoenzymes  in  those 
patients  with  symptoms  beginning  less 
than  24  hours  prior  to  admission,  and 
to  obtain  both  LDH  and  CPK  iso- 
enzymes in  those  patients  presenting 
with  symptoms  lasting  longer  than  24 
hours. 

In  this  study,  approximately  80  per 
cent  of  the  LDH  isoenzymes  obtained 
were  not  cost  effective  since  approxi- 
mately 80  per  cent  of  these  100  pa- 
tients presented  with  symptoms  last- 
ing less  than  24  hours.  Between  700 
and  800  LDH  isoenzyme  determina- 
ions  are  performed  monhly  at  Charles- 
ton Area  Medical  Center.  If  80  per 
cent  of  these  monthly  totals  were  elim- 
inated by  a more  cost-effective  proto- 
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col,  approximately  one  quarter  mil- 
lion dollars  in  patients’  charges  could 
be  saved  per  year. 
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Spinal  dysraphism  is  a relatively 
common  condition  which,  if  not  rec- 
ognized early,  can  have  devastating 
effects.  Open  spinal  dysraphism  is 
obvious,  but  occult  dysraphism  may 
be  manifested  only  by  subtle  midline 
cutaneous  lesions  or  minimal  neu- 
rologic deficits.  Spinal  dysraphism 
can  require  extensive  preoperative 
radiologic  evaluation  to  define  in- 
tradural abnormalities.  With  appro- 
priate surgery,  neurologic  deteriora- 
tion can  be  prevented  and  neurologic 
function  might  be  improved. 

A raphe  is  a line  of  union  between 
two  symmetrical  parts.  There  are 
numerous  raphes  in  the  midline  of 
the  developing  embryo.  Dysraphism 
has  been  used  to  describe  incomplete 
closure  of  these  lines  of  union. 

The  term,  spinal  dysraphism,  was 
introduced  by  Henneberg  and  revised 
by  Lichtenstein  in  1940  to  signify  in- 
complete fusion  or  congenital  mal- 
formation of  any  midline  structure  of 
the  back,  either  cutaneous,  skeletal 
or  neural.1  Spinal  dysraphism  can 
be  divided  into  two  categories,  occult 
and  open  varieties. 

Occult  spinal  dysraphism  includes 
diastematomyelia,  diplomyelia,  hydro- 
myelia,  dermal  sinus,  lipoma,  heman- 
gioma, thickened  filum  terminalae, 
epidermoid,  dermoid  and  neurenteric 
cysts.  They  have  been  grouped  with 
spina  bifida  occulta,  commonly 
thought  of  as  a midline  defect  of 
fusion  of  the  lamina  of  either  the 
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last  lumbar  or  first  sacral  vertebrae.2 
These  malformations  may  or  may  not 
he  associated  with  cutaneous  stigmata. 

The  open  variety  of  spinal  dys- 
raphism  has  been  commonly  termed 
spina  bifida  cystica  or  aperta,  and 
this  category  includes  meningocele, 
myelomeningocele  and  rachischisis. 

In  the  United  States,  some  form  of 
spinal  dysraphism  occurs  in  0.7  to 
1.0  per  1,000  live  births.3  However, 
the  incidence  may  be  higher  in  the 
mideastern  LTnited  States,  which  is 
know'll  as  the  “myelomeningocele 
belt.”  The  risk  increases  to  40  to  50 
per  1.000  live  births  in  mothers  who 
have  had  one  previously  affected 
child.3  Open  spinal  dysraphism  is  at 
least  seven  times  more  common  than 
symptomatic  occult  spinal  dys- 
raphism. Whites  are  affected  more 
frequently  than  blacks.4  Females  are 
more  frequently  affected  than  males 
by  nearly  2:  l.4,5  Approximately  80 
to  90  per  cent  of  spinal  dysraphism 
occurs  in  the  lumbosacral  region.4 

Developmental  Defects 

The  etiology  of  different  develop- 
mental defects  of  spinal  dysraphism 
have  been  postulated  to  include: 

1 ) Simple  incomplete  fusion  or  re- 
opening of  the  neural  tube  ( e.g.  spina 
bifida ) 

2)  Failure  of  separation  of  the 
germinal  layers,  ectoderm,  mesoderm 
and  entoderm  (e.g.  dermal  sinus 
tracts) 

3 ) Abnormal  growth  of  cell  nests 
of  one  germinal  layer  remaining 
among  another  (e.g.  dermoid  cyst) 

4)  A disturbance  of  growth  of 
otherwise  normal  tissue  leading  to 


formation  of  an  intraspinal  tumor 
(e.g.  lipoma). 

Occult  Defects 

The  most  common  variety  of  spina 
bifida  occulta  is  the  absence  of  a por- 
tion of  the  posterior  elements  of  the 
spinal  vertebra,  usually  L5  or  SI.3,4 
In  most  cases  this  is  of  no  clinical 
significance  and  is  an  incidental  find- 
ing.3 However,  this  defect  is  some- 
times associated  with  other  intraspinal 
abnormalities.3,4  In  a review  of  100 
cases  of  symptomatic  patients  with 
spina  bifida  occulta,  71  per  cent  of 
the  patients  had  traction  lesions  of 
the  spinal  cord,  and  diastematomyelia 
was  present  in  42  per  cent  of  the  pa- 
tients.4 Less  common  lesions  were 
dermoid  cyst,  dermal  sinus  and  hydro- 
myelia.4 

Occult  spinal  dysraphic  lesions 
without  obvious  skin  defects  present 
the  most  difficult  diagnostic  challenge. 
However,  approximately  50  per  cent 
of  occult  defects  have  some  form  of 
cutaneous  stigmata.1  These  are,  in 
order  of  decreasing  frequency,  lip- 
oma, dimple  or  sinus,  hairy  patch, 
pigmented  nevus  or  vascular  nevus.1’2 
In  a review  of  200  cases  of  occult 
dysraphism,  10  per  cent  were  symp- 
tom-free when  discovered  via  the  cu- 
taneous abnormality.1 

In  general,  the  onset  of  occult  dys- 
raphic syndromes  occurs  in  childhood 
but  may  be  accentuated  during  ado- 
lescence.1,3 The  most  common  symp- 
toms are  a cava-varus  deformity  or 
weakness  of  a lower  limb.1  The  af- 
fected leg  is  usually  shorter  and  with 
less  bulk  than  the  other.  The  foot  is 
often  inverted  with  a high  arch  and 
clawed  toes.1 

Sensory  changes  are  inconsistent 
and  difficult  to  detect;  however, 
trophic  ulcers  may  occur.  Scoliosis 
and  kyphosis  are  not  uncommonly 
seen.3  “Bedwetting”  and  frequent 
urinary  tract  infections  may  be  the 
first  presenting  symptoms.3 

Investigation  Techniques 

Investigation  should  include  plain 
x-rays  of  the  entire  spine  and  total 
myelography.  Computerized  tomo- 
graphy (CT)  scanning  should  be  per- 
formed in  conjunction  with  the  my- 
elogram on  abnormal  areas  to  obtain 
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the  most  detailed  anatomic  informa- 
tion for  surgical  planning.  Ortho- 
pedic and  urologic  consultations  may 
also  be  warranted.3 

The  reasons  for  surgery  are  to  pre- 
vent further  neural  injury  from  either 
traction  or  tethering  of  the  cord  or 
from  direct  compression  of  the  cord.3 
Prophylactic  surgery  is  now  pop- 
ular.2,3 Recent  reports  have  even 
claimed  postoperative  improvement  of 
symptoms.3,6,7 

The  following  criteria  can  be  used 
to  diagnose  tethered  cord:  the  conus 
below  the  L2-3  interspace  in  a child 
older  than  five;  a filum  greater  than 
two  mm  in  diameter;  or  a dorsal  posi- 
tion of  the  filum.3  Fibrous  cartilagen- 
ous  or  osseous  median  septa,  usually 
located  in  the  lower  dorsal  spine,  may 
split  the  cord  in  diastematomyelia  and 
have  a tethering  effect.  The  me- 
chanism of  tethering  should  be  treated 
with  resection  of  the  median  septum 
of  diastematomyelia  and  sectioning 
of  the  filum  terminalae.3,6  Dermal 
sinus  tracts  also  have  been  reported 
to  tether  the  cord  in  association  with 
an  intraspinal  lipoma. 

Compressive  lesions  may  occur 
from  intraspinal  or  intramedullary 
tumors.  These  are  usually  benign, 
such  as  lipoma,  epidermoid  or  der- 
moid, and  should  be  resected  as  com- 
pletely as  possible  without  risking 
neural  damage.  Subtotal  resection  is 
advised  if  the  tumor  extends  into  the 
cord.3 

Complications  include  central  ner- 
vous system  infection,  poor  wound 
healing,  cerebral  spinal  fluid  leak  and 
neurologic  deterioration  ( usually  tem- 
porary) secondary  to  surgical  trau- 
ma.3 


Open  Defects 

Open  spinal  dysraphic  defects  are 
obvious.  Approximately  90  per  cent 
of  spina  bifida  cystica  patients  have 
myelomeningoceles.3,4,6  Myelomen- 
ingoceles can  be  defined  as  open 
spinal  defects  (usually  lumbosacral) 
of  herniated  meninges  in  which  the 
sac  contains  neural  elements.  These 
patients  often  have  neurological  de- 
ficits in  the  lower  extremities  and 
bowel  and  bladder  dysfunction.3,6 
They  are  diagnosed  at  birth  and  us- 
ually undergo  immediate  closure  of 
the  defect  of  the  back  to  prevent  in- 
fection and  neurologic  deterioration. 

Postoperative  complications  in- 
clude infection,  cerebral  spinal  fluid 
leak,  flap  necrosis  after  repairs  of 
large  defects,  and  worsening  of  neu- 
rologic function  secondary  to  trauma 
to  the  neural  placode  ( flattened  cord 
remnant  at  surface  of  sac)  and  nerve 
roots.3 

Associated  problems  include  hy- 
drocephalus in  90  per  cent.4,6  The 
head  circumference  of  these  infants 
should  be  closely  followed.  If  hydro- 
cephalus is  controlled  without  infec- 
tion, greater  than  90  per  cent  will 
have  normal  I.Q.s.3  I.Q.  has  best 
been  correlated  with  incidence  of  in- 
fection.6 Orthopedic  and  urologic 
evaluation  is  mandatory  for  as- 
sociated kyphoscoliosis,  hip,  lower  ex- 
tremity and  urologic  abnormalities. 

Meningoceles  occur  in  10  per  cent 
of  patients  with  spina  bifida  cystica. 
These  patients  do  not  require  im- 
mediate surgery  for  infection  if  the 
cystic  lesion  of  the  back  is  covered 
with  normal  skin.3,6  Meningoceles 
should  be  investigated  and  treated 
similar  to  occult  spinal  dysraphism 
because  they  are  associated  with  dia- 
stematomyelia and  intraspinal  occult 


tumors.6  If  the  meningocele  and  as- 
sociated pathology  are  treated  early, 
these  patients  are  usually  without 
neurologic  deficit  and  have  a normal 
I.Q.  Patients  with  meningoceles,  un- 
like those  with  myelomeningoceles, 
usually  do  not  develop  hydrocepha- 
lus.6 

Rachischisis  is  a rare  disorder  in 
which  nearly  the  entire  spine  is  open 
dorsally.4  This  is  usually  associated 
with  anencephaly  and  is  not  compati- 
ble with  life.4 

Conclusion 

Spinal  dysraphism  is  a common 
neurosurgical  management  problem. 
Patients  with  either  open  or  occult  de- 
fects require  careful  diagnostic  and 
individual  treatment  plans.  Modern 
radiologic  investigation  and  proper 
surgical  planning  are  necessary  to 
optimize  these  patients'  outcomes. 
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Changes  And  Challenges 


One  year  ago  Congress  abandoned 
the  decade-old  PSRO  law.  The  dual 
purpose  of  the  law  was  to  contain 
costs  and  improve  the  quality  of  med- 
ical care  for  Medicare  and  Medicaid 
beneficiaries.  It  failed  both  objec- 
tives after  12  years  and  millions  of 
dollars  in  administrative  costs.  In  its 
place  was  established  PROs,  with  the 
multiple  quality  objectives  of  curtail- 
ing inappropriate  hospital  admis- 
sions, surgery,  and  medical  care,  and 
reducing  heart  attacks,  complications 
and  even  deaths.  After  less  than  one 
year,  these  objectives  are  being  re- 
stated, modified  and  called  guidelines 
instead  of  quotas.  At  what  cost  we 
are  yet  to  learn.  A new7  rule  permits 
PRO  data  access  by  any  one  of  a 
number  of  individuals  and  parties. 
Health  Care  Finance  Administration 
(HCFA)  has  already  turned  some 
PROs  over  to  the  fiscal  intermedi- 
aries. I Pennsylvania  PRO  has  been 
turned  over  to  Blue  Cross/Blue 
Shield ) . 

Diagnostic  related  groups  (DRGs  ) 
and  prospective  pricing  and  pay- 
ments, barely  a year  old.  are  under- 
going expansions  and  redefinitions 
after  a recent  meeting  of  the  watchdog 
committee,  the  Prospective  Assess- 
ment Commission  iPROPAC).  Com- 
plaints of  unworkability  pour  in 
from  small  hospitals,  large  metropol- 
itan hospitals  and  teaching  hospitals. 
Rumors  are  that  the  entire  DRG  sys- 
tem w7ill  be  scrapped  within  10  years 
in  favor  of  a pure  capitation  plan. 
DRGs  for  physicians  may  propose  di- 
recting payments  for  services  to 
someone  other  than  the  one  who  per- 
formed the  service  and  bore  the 
ethical,  legal  and  moral  responsibility 
for  the  outcome. 

HMOs,  PPOs,  IPAs  and  OWAs 
propose  to  trade  off  patient  freedom 
of  choice,  physician  clinical  freedom 
and  the  one-on-one  concept  for 


cheaper  care,  lesser  care  and  ration- 
ing of  care  even  though  a majority 
of  the  American  people  (77  per  cent) 
have  said  they  like  the  present  system 
and  do  not  want  to  change.  Will  our 
people  be  content  to  turn  their  care 
over  to  the  cheapest  bidder?  What 
will  the  outcome  be  in  terms  of  pa- 
tient satisfaction  and  physician  satis- 
faction? 

Will  not  the  corporatization  of 
medical  care  bring  profit  shifts  to  cor- 
porations and  diminish  the  preroga- 
tives of  patients  and  the  physicians 
who  serve  them?  In  the  future,  will  all 
medical  decisions  be  made  in  the  best 
interest,  first,  of  business;  second, 
administration,  and.  third,  consumer 
groups,  with  the  physicians  left  to 
handle  the  real  serious  medical  prob- 
lems of  mankind  without  the  support 
of  the  rest  of  society? 

Now  we  are  told  by  Representative 
Robert  Matsui  (D-Calif. ) that  not 
only  are  DRGs  linked  to  suits  but 
that  even  as  late  as  1982  when  the 
Tax  Equity  and  Finance  Reconstruc- 
tion Act  (TEFRA  I which  established 
DRGs  was  approved,  “there  was  no 
discussion  at  all  on  liability.”  “It  is 
an  issue  that  has  to  be  discussed  if 
we  continue  our  present  tort  system.” 

Finally,  the  professional  liability 
initiative  of  the  WVSMA  died  in  the 
Judiciary  committees  of  the  Senate 
and  House  even  though  a majority 
(75  per  cent)  of  West  Virginians 
favor  a limit  to  malpractice  awards. 
Both  committees  are  chaired  by  indi- 
viduals with  a vested  interest  in  main- 
taining the  present  system.  Many  of 
our  legislators,  however,  recognize  the 
destructive  impact  on  the  medical 
care  process,  and  eventually  they  will 
vote  as  the  people  wish.  An  interim 
study  commission  is  now  in  progress 
and  will  report  reform  recommenda- 
tions to  our  Legislature  next  year. 

A time  of  change?  It  certainly  is. 
Even  though,  to  some,  it  might  look 


like  we  are  opposing  progress,  we 
must  stick  to  what  we  know  is  right. 
Any  compromise  by  us  now  ultimately 
will  destroy  our  self  respect. 

Our  record  of  concern  for  our  pa- 
tients has  earned  the  public’s  confi- 
dence. Our  devotion  to  their  best  in- 
terest, best  health  and  comfort  and 
longevity  cannot  be  disputed  or  held 
in  question.  The  people,  our  patients, 
know  this.  Our  critics  count  on  our 
discord  and  disunity.  This  cannot  be 
allowed  to  happen.  Only  together 
can  we  lead  our  state  and  country 
out  of  the  foggy  wilderness  of  the 
alphabet  soup  acronyms  of  delivery 
systems. 

We  in  medicine  have  brought 
changes,  great  changes,  changes  en- 
vied by  the  rest  of  the  world.  Let  us 
continue  to  do  so.  Let  our  strategy 
for  change,  then,  be  to  include  the 
continuation  of  bringing  within  the 
reach  of  every  man.  woman  and  child 
the  best  and  most  reasonable  medical 
care  available  in  our  time. 

Al  H . 

Carl  J.  Roncaglione,  M.D.,  President 
West  Virginia  State 
Medical  Association 
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Editorials 


Ethics  Committees 


Remarks  of  Secretary  Heckler  of 
HHS  in  announcing  “Baby  Doe"  reg- 
ulations are  noteworthy  in  their  can- 
dor and  suggestive  of  things  to  come. 
She  stated  that  the  intent  of  the  new 
rules  was  not  “to  require  child  pro- 
tection workers  to  practice  Medicine, 
to  second-guess  medical  judgement, 
or  to  interfere  with  parental  respon- 
sibilities . . .”  Having  said  that,  she 
goes  on  to  rationalize  and  to  authorize 
those  very  acts  of  intrusiveness.  She 
continued,  “rather,  the  rule  is  to  es- 
tablish sensible  procedures  designed 
to  ascertain  whether  any  decision  to 
withhold  treatment  was  based  on 
reasonable  medical  judgment." 

The  rules,  as  described,  pertaining 
to  Baby  Doe  are  not  onerous  and  are 
perhaps  even  more  reasonable  than 
the  run-of-the-mill  government  regula- 
tion. A precedent  has  been  set,  how- 
ever, allowing,  authorizing  and  per- 
haps legalizing  an  overseer  function 
to  someone  or  some  group  whose  role 
and  presence  exponentially  compli- 
cates an  already  difficult  situation  in- 


volving ethical  decisions.  The  doctor 
must  prepare  to  defend  his  every  de- 
cision. 

The  imposition  of  this  rule  in  con- 
cert with  the  nationwide  promotion 
of  hospital  ethics  committees  should 
give  hospital  medical  staff  physicians 
pause  to  think.  Secretary  Heckler 
named  one  interested  group.  For 
“child  protection  workers,”  read  the 
generic  designation,  “social  workers." 
There  are  other  interested  groups,  of 
course,  the  clergy,  attorneys,  philo- 
sophic dilettantes  of  some  variety 
and,  not  the  least  of  the  group, 
nurses.  Certain  easily  recognized  in- 
dividuals from  such  groups  are  eager 
to  the  point  of  salivation  at  the  pros- 
pect of  being  placed  in  a position 
where  they  can  dictate  medical  care 
to  the  doctor. 

Hospital  ethics  committees  have 
been  given  a big  push  by  the  rules 
noted.  The  people  noted  above  are 
standing  in  line  as  applicants  for  the 
soon  to  be  created  committees. 

A new  industry  may  very  well  have 
been  created.  It  certainly  has  high 
probabilities  of  adding  to  the  doctor’s 


already  heavy  burden  and  paralyzing 
the  medical  decision-making  process. 
Today  the  ethical  problem  and  the 
rules  pertain  to  Baby  Doe.  Who 
knows  what  ethical  dilemma  will  ex- 
ist tomorrow?  Who  can  predict  the 
refined  scope  of  ethical  concerns  orig- 
inating in  hospital  ethics  committees 
next  month  or  next  year? 

Ethics  committees  in  every  hos- 
pital are  certainly  on  the  horizon. 
Ethics  committees  can  be  a resource 
for  the  harried  physician  facing  a 
situation  which  presents  nothing  but 
unacceptable  choices.  If  such  com- 
mittees are  to  remain  a resource 
rather  than  a burden,  medical  staff 
physicians  must  apply  a strong  hand 
in  the  creation  and  the  shaping  of 
the  committee,  in  defining  its  func- 
tion, in  limiting  its  scope  and,  more 
importantly,  in  naming  its  members 
and  their  successors. 

If  physicians  fail  to  take  a hand 
in  the  creation  of  ethics  committees, 
Secretary  Heckler's  thinly  veiled  warn- 
ing will  have  become  an  accurate  pre- 
diction of  who  will  be  in  charge  of 
medical  care  in  the  future. 


What  People  Think 


Many  of  us  are  oft  heard  to  say 
“I  don’t  care  what  other  people 
think”  or  the  obverse  of  this  phrase, 
“What  will  people  think?” 

As  humans  most  of  us  are  con- 
cerned with  what  others  think  of  us 
whether  it  be  personally,  profes- 
sionally or  socially.  Physicians’  rep- 
utations are  most  often  built  on  pa- 
tient attitudes  about  the  practice  in- 
cluding subjective  evaluations  of  such 
things  as  personality,  “beside  man- 
ner,” office  decor,  physician  employ- 
ees, fees,  etc.  It  is  very  possible  that 


each  of  these  considerations  taken  to- 
gether may  be  more  important  to  the 
patient  than  the  physician’s  clinical 
expertise  or  surgical  skills  since  the 
average  patient  has  no  way  to  deter- 
mine if  the  doctor  is  a “good”  prac- 
titioner or  the  “best”  surgeon. 

Because  many  physicians  deal  with 
patients  each  and  every  working  day 
there  is  a natural  tendency  for  doc- 
tors to  say  “I  know  what  my  patients 
think.  . .”  But  do  they?  Do  your  pa- 
tients or  the  public  you  speak  with 
tell  you  their  real  feelings  and 


thoughts  or  do  they  say  what  they 
believe  you,  the  physician,  wants  to 
hear? 

West  Virginia  physicians  should 
welcome  an  AMA  survey  being  con- 
ducted this  month  in  our  state.  The 
AMA.  through  a professional  polling 
firm,  will  conduct  phone  interviews 
with  400  randomly  selected  adults  in 
this  state  and  each  of  the  50  states 
during  July.  The  results  should  be 
available  to  us  in  September  for  our 
consideration  and  use  in  planning  our 
own  public  and  media  relations  ac- 
tivities. 

We  do  not  profess  to  understand 
the  mechanisms  of  statistical  analysis 
related  to  polling  400  people  and  ex- 
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trapolating  what  their  responses  mean 
in  terms  of  how  a whole  population 
thinks,  but  we  do  know  that  the  poll- 
ing methods  utilized  have  proven 
themselves  both  reliable  and  accurate. 
Entire  marketing  programs  of  major 
manufacturers  have  been  successfully 
built  on  survey  results. 

Whether  marketing  products,  ideas 
or  philosophies,  any  of  us  who  want 


to  deal  with,  understand  and  influence 
public  opinion  would  do  well  to  heed 
the  findings  of  our  pollsters. 

And  what  will  the  survey  attempt  to 
find  out?  It  will  ask  those  surveyed 
how  they  rate  physician  honesty  and 
ethical  standards  in  comparison  with 
several  other  professions  including 
clergymen,  dentists,  pharmacists,  law- 
yers, and  college  professors.  It  will 


inquire  about  public  attitudes  toward 
physician  fees,  accessibility,  interest 
in  patients,  availability  of  care  for  the 
poor  and  elderly,  advances  in  medical 
science,  malpractice  suits,  jury  pay- 
out. prescribing  habits,  etc. 

We  look  forward  to  sharing  the 
survey  results. 


Our  Readers  Speak 


Lions  vs.  Lambs,  The  Parkersburg  Experience 


This  is  a follow-up  letter  concern- 
ing the  editorial  that  appeared  in  the 
May  issue  of  the  West  Virginia  Med- 
ical Journal,  entitled  ‘'Lions  vs. 
Lambs,”  regarding  the  distribution  of 
West  Virginia  Department  of  Human 
Services  monies  for  health  care  serv- 
ices. In  this  editorial  it  was  docu- 
mented that  physicians  receive  only 
9.8  per  cent  of  the  total  distribution 
of  over  35  million  dollars  that  is  fun- 
neled  through  the  department  each 
year.  It  also  presented  evidence  that 
physicians  in  particular  have  a higher 
rate  of  denial  on  claims  submitted 
compared  to  other  health  care  pro- 
viders. In  this  report  17  per  cent 
were  denied  completely  while  another 
nine  per  cent  were  pended  due  to 
errors. 

We  have  recently  completed  a sur- 
vey of  members  of  the  Academy  of 
Medicine  of  Parkersburg  concerning 
West  Virginia  Department  of  Human 
Services  reimbursements  for  1984. 
Fifty-five  members  of  the  Academy 


from  a total  of  151  responded  to  this 
survey.  Of  these  55  physicians,  a 
total  of  $889,000  in  claims  was  sub- 
mitted. Physicians  from  the  Parkers- 
burg Medical  Academy  were  reim- 
bursed $200,840,  a rate  of  29  per 
cent.  Reimbursement  rates  varied  ac- 
cording to  subspecialty.  OB-GYNS 
received  a reimbursement  at  a rate  of 
approximately  44  per  cent:  Surgeons, 
35  per  cent,  and  Internists  and  Pedi- 
atricians. 25  to  26  per  cent.  The  data 
do  not  include  the  claims  that  were 
rejected  or  placed  on  hold,  which  ac- 
count for  another  10  to  20  per  cent 
of  total  fees  submitted. 

The  Academy  of  Medicine  of  Par- 
kersburg is  curious  to  see  if  this  is 
a statewide  phenomenon.  We  highly 
encourage  each  county  medical  so- 
ciety to  conduct  a similar  poll  to  de- 
velop some  figures  for  the  general 
public.  I personally  would  be  glad 
'o  collate  all  of  this  information  so 
that  it  could  be  presented  to  the  State 
Legislature  in  time  for  the  1986  Ses- 


sion. It  should  also  be  pointed  out 
that  these  values  are  low  estimates  be- 
cause. through  experience,  most  phy- 
sicians in  Parkersburg  realize  that 
many  procedures  and  services  pro- 
vided for  the  patient  are  always  re- 
jected by  the  State  Department  of  Hu- 
man Services  and.  therefore,  they  are 
not  even  tallied. 

We  agree  wholeheartedly  with  the 
final  statement  that  physicians  in 
West  Virginia  are  treating  the  poor 
and  needy  of  West  Virginia,  receiv- 
ing a lamb’s  share  of  the  monies  dis- 
tributed by  the  state  but  an  over- 
whelming lion’s  share  of  the  criticism. 
If  the  other  county  societies  do  elect 
to  take  a similar  poll,  this  data  may 
be  sent  to  the  Academy  of  Medicine 
of  Parkersburg  in  care  the  Medical 
Staff  Office,  800  Garfield  Avenue, 
Parkersburg  26101. 

Frank  Schwartz,  M.  D. 

# 2 Rosemar  Circle 

Parkersburg  26101 
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General  News 


Reimbursement  Changes,  Exercise 
WVSMA  Convention  Program  Topics 

Alternatives  and  possible  new  upcoming  changes  in  reimbursement  will 
be  explored  in  a ‘'Reimbursement  Symposium'’  during  the  Association’s  An- 
nual Meeting  August  14-17  in  Charleston. 

“Prospective  Changes  in  the  Federal  Reimbursement  System”  will  be  the 
title  of  a talk  by  Carol  A.  Kelly,  Acting  Associate  Administrator  for  Policy, 
Health  Care  Financing  Administration,  Department  of  Health  and  Human 


Services,  Washington.  DC.  during  the 
Thursday  morning,  August  15,  sym- 
posium. 

Donald  C.  Harrington,  M.  D.,  of 
Pioneer,  California,  will  discuss  “Pat- 
terns of  Treatment:  Alternative  to 
DRG.”  Doctor  Harrington,  an  ob- 
stetrician-gynecologist. is  a consultant, 
physician  reimbursement,  and  medical 
care  reviewer  (peer  and  utilization  re- 
view). 

The  remaining  speaker  for  the  Sat- 
urday morning  general  scientific  ses- 
sion on  “Cardiovascular  Effects  of 
Exercise”  also  was  announced  by  the 
Program  Committee.  Charles  M.  Tip- 
ton,  Ph.D.,  Professor  and  Head.  De- 
partment of  Exercise  and  Sport  Sci- 
ences at  the  University  of  Arizona, 
will  speak  twice  during  the  session — 
“Exercise  Science  for  the  Medical 
Practitioner”  and  “Exercise  in  the 
Prevention  and  Control  of  Hyperten- 

• 99 

sion. 

The  general  scientific  sessions  w'ill 
be  held  in  the  West  Virginia  Room  at 
the  Charleston  Civic  Center,  with  the 
exhibits  located  in  the  adjoining 
North  Hall  of  the  Center.  The  two 
sessions  of  the  WVSMA  House  of 
Delegates  and  various  meetings  of  the 
Association’s  sections  and  affiliated 
societies  will  be  held  at  the  nearby 
Charleston  Marriott. 

As  announced  previously,  the 
Thursday  afternoon  session  will  cover 
motor  vehicle  accident  injuries:  the 
Friday  morning  session,  upper  GI 
problems. 

Dr.  Harrison  L.  Rogers,  AMA 
President,  will  address  the  first  ses- 
sion of  the  House  on  Wednesday 


afternoon.  Doctor  Rogers,  of  Atlanta, 
is  a general  surgeon. 

Health  Policy  Advisor 

Since  joining  the  Department  of 
Health  and  Human  Services  ( HHS  ) 
in  1981.  Ms.  Kelly  has  served  the  Ad- 
ministration in  a variety  of  jobs.  She 
started  in  the  office  of  the  Assistant 
Secretary  for  Legislation  as  a con- 
gressional liaison  officer  assigned  to 
establish  liaison  with  members  of  con- 
gress, their  staffs,  and  the  Depart- 
ment. In  February  of  1982,  she  trans- 
ferred to  the  Health  Care  Financing 
Administration  (HCFA)  where  she 
currently  serves  as  the  Director  of 
Legislation  and  Policy.  In  that  as- 
signment, she  principally  is  respon- 
sible for  advising  the  HCFA  Admin- 
istrator on  health  policy  issues,  pre- 


Donald  C.  Harrington,  M.  D. 


paring  witnesses  for  congressional 
hearings,  and  representing  HCFA  on 
Capitol  Hill  and  before  interest 
groups.  In  February,  she  also  was 
appointed  the  Acting  Associate  Ad- 
ministrator for  Policy. 

Ms.  Kelly,  a lobbyist  with  the 
American  Textile  Manufacturers  In- 
stitute before  joining  HHS,  has  an 
M.A.  in  Public  Administration  from 
the  University  of  Virginia  and  a B.A. 
in  International  Relations  from  the 
University  of  Delaware. 

National  Posts  Held 

Doctor  Harrington  is  a Past  Presi- 
dent of  the  American  Association  of 
Foundations  for  Medical  Care  and  a 
former  member  of  the  National  PSRO 
Council.  In  California,  he  is  a Past 
President  and  Medical  Director  of  the 
San  Joaquin  Foundation  for  Medical 
Care. 

A Fellow  of  the  American  College 
of  Surgeons  and  the  American  College 
of  Obstetricians  and  Gynecologists, 
Doctor  Harrington  was  the  1978  re- 
cipient of  the  Richard  and  Hinda 
Rosenthal  Foundation  Award  from 
the  American  College  of  Physicians 
for  innovation  in  the  delivery  of 
health  care. 


James  M.  Tipton,  Ph.D. 
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He  is  a Past  President  of  the  San 
Joaquin  County  Medical  Society  and 
the  San  Francisco  Gynecology  As- 
sociation, and  received  his  M.  D.  de- 
gree in  1938  from  the  University  of 
California  at  San  Francisco. 

Prominent  in  Sports  Medicine 

Doctor  Tipton,  who  received  his 
Ph.D.  in  1962  in  physiology  from  the 
University  of  Illinois,  Champaign-Ur- 
bana,  was  President  of  the  American 
College  of  Sports  Medicine  in  1974- 
75.  He  is  a former  Chairman  of  the 
College’s  Applied  Physiology  and 
Orthopaedic  Study  Section,  and  re- 
ceived a Citation  from  the  College  in 
1979. 

Other  posts  held  by  Doctor  Tipton 
include  those  as:  Editor-In-Chief. 

“Medicine  and  Science  in  Sports  and 
Exercise.”  1979-84;  American  In- 
stitute for  Biological  Sciences  ( AIBS  ) 
Medical  Advisory  Council  for  NASA, 
1979-83;  AIBS  Advisory  Council  for 
Space  Medicine,  1983-present:  and 
National  Institutes  of  Health  Plan- 
ning Workshop  on  Exercise  and 
Aging,  1984. 

Doctor  Tipton  is  the  author  or  co- 
author of  some  15  articles,  including 
“Responses  of  SHR  to  Combinations 
of  Chemical  Sympathectomy,  Adrenal 
Demedullation,  and  Training.” 

Other  speakers  for  the  general  ses- 
sion on  exercise,  as  announced,  will 
be  “Exercise  Equipment  for  Home 
and  Rehabilitation.”  Sandy  Burkart, 
PT,  Ph.D,  Professor  and  Chairman, 
Department  / Division  of  Physical 
Therapy,  West  Virginia  University 
Medical  Center;  and  “When  Does  Ex- 
ercise Become  a Disease?,”  William 
T.  Stauber,  Ph.D.,  WVU  Associate 
Professor  of  Physiology  and  Associate 
Professor  of  Neurology. 

Other  Speakers 

Other  general  session  speakers  an- 
nounced previously  include: 

Thursday  Afternoon  — Session  on 
“Epidemiology  and  Prevention  of 
Motor  Vehicle  Accident  Injuries,” 
James  L.  Frost,  M.  D.,  Associate  Pro- 
fessor of  Pathology  and  Head  of  the 
Autopsy  Service,  WVU,  “Epidemi- 
ology of  Motor  Vehicle  Injuries;” 
John  D.  States,  M.  D.,  Professor  of 
Orthopedics,  University  of  Rochester 


(New  York),  and  Chairman.  Depart- 
ment of  Orthopedics,  Rochester  Gen- 
eral Hospital,  “Causes  of  Injury  in 
Motor  Vehicle  Accidents;"  David  E. 
Martin,  M.S.,  Director  of  Automotive 
Safety  Engineering,  Environmental 
Research.  General  Motors  Corpora- 
tion, Warren,  Michigan,  “Prevention 
of  Motor  Vehicle  Injury:  The 

Friendly  Interior  and  Seat  Belts;” 

Stephen  Luchter,  Chief  of  Program 
Planning.  National  Highway  Traffic 
Safety  Administration,  Washington. 
DC.  “The  Cost  of  Motor  Vehicle  In- 
juries:" and  Robert  N.  Green.  M.  D.. 
LL.B.,  Associate  Professor  of  Med- 
icine and  Lecturer  in  Law,  University 
of  Western  Ontario,  London.  Ontario. 
Canada,  “The  Change  in  National  In- 
jury Rates  Following  Seat  Belt  En- 
actment.” 

F riday  Morning  — - “Symposium  on 
Medical  Treatment  of  Upper  GI  Prob- 
lems,” Ronald  D.  Gaskins,  M.  D..  As- 
sociate Professor  of  Medicine  and  Sec- 
tion Chief,  Gastroenterology,  WVU, 
“Use  and  Misuse  of  Endoscopy  in 
Upper  Gastrointestinal  Disorders;” 
Richard  W.  McCallum.  M.  D.,  As- 
sociate Professor  of  Medicine,  Yale 
University,  “Chest  Pain  of  Esopha- 
geal Origin,  Diagnosis  and  Manage- 
ment,” and  “Peptic  LUcer  Disease, 
Alternatives  in  Therapy;”  and  Rich- 
ard J.  Seime,  Ph.D.,  Associate  Pro- 
fessor and  Section  Chief,  Psychology, 
Department  of  Psychiatry.  WVU, 
“Functional  Vomiting  Syndromes;” 

Convention  activities  will  begin 
with  a 2 P.M.  meeting  of  the  Associa- 
tion’s Executive  Committee  on  Tues- 
day, August  13;  the  usual  precon- 
vention meeting  of  the  Council  at 
9:30  A.M.  on  Wednesday,  and  the 
opening  session  of  the  House  at 
2:45  P.  M.  on  Wednesday. 

The  first  general  session  will  be 
held  immediately  following  9 A.  M. 
opening  exercises  on  Thursday. 

General/ scientific  sessions  will  of- 
fer hour-for-hour  Category  1 credit. 

Doctor  Morgan  to  Take  Office 

Dr.  David  Z.  Morgan  of  Morgan- 
town will  be  inaugurated  as  President 
to  succeed  Dr.  Carl  J.  Roncaglione 
of  South  Charleston  during  the  sec- 


Bo  Thorpe  Orchestra, 
Ragtime  Pianist  To  Play 

The  entertainment  schedule  for 
WVSMA  conventioneers  will  in- 
clude a dinner  dance  Friday  eve- 
ning. August  16,  and  dinner  fol- 
lowed by  a musical  program  by  a 
ragtime  pianist  Saturday  evening. 

Cocktail  parties  are  planned  for 
6:30  P.M.  Thursday  in  North  Hall 
of  the  Charleston  Civic  Center  by 
the  WVU  Alumni  Association, 
West  Virginia  Chapter,  Medical 
College  of  Virginia  Alumni  As- 
sociation: and  WVSMA  (for  ex- 
hibitors ) . 

The  Friday  evening  dinner  dance 
(7:30-11.  by  ticket  only)  will  fea- 
ture Bo  Thorpe  and  His  Orchestra 
from  Rocky  Mount,  North  Caro- 
lina. The  18-member  orchestra — 
with  the  “big  band  sound” — is 
considered  to  be  the  premier  big 
dance  band  on  the  scene  today  (see 
article  in  the  June  issue  of  The 
Journal ) . 

The  dinner  dance  will  be  pre- 
ceded by  a 6:30-7:30  P.  M.  cock- 
tail party  honoring  WVSMA  of- 
ficers. Hosted  by  McDonough  Cap- 
erton  Group,  the  cocktail  party  will 
feature  the  Bo  Thorpe  Trio. 

Both  the  cocktail  party  and  the 
dinner  dance  will  be  held  at  the 
Marriott. 

The  8 P.  M.  Saturday  dinner 
(by  ticket  only),  preceded  by  a 
cash  bar  at  7 P.  M..  also  will  be 
held  at  the  Marriott.  The  after- 
dinner  piano  music  will  be  pro- 
vided by  Gary  Ellison  of  Spring- 
field.  Missouri,  Missouri's  official 
ragtime  pianist. 

After  graduating  from  college. 
Ellison  went  on  the  road  for  10 
years  with  his  ragtime  piano  play- 
ing. He  went  hack  to  Springfield 
about  seven  years  ago  and  decided 
to  begin  his  own  advertising  firm 
but,  because  of  his  love  for  ragtime 
piano,  he  still  plays  concert  dates 
( see  article  in  the  June  issue  of  The 
Journal) . 
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one!  and  final  House  session  Saturday 
afternoon. 

The  Annual  Meeting  of  the  Aux- 
iliary to  the  State  Medical  Associa- 
tion, with  Esther  H.  I Mrs.  Harry  S., 
Jr.)  Weeks  in  charge  as  the  Auxil- 
iary’s President,  again  will  run  con- 
currently with  the  Association's  con- 
vention. 

Serving  on  the  Program  Committee 
are  Dr.  Eric  L.  Radin,  Morgantown, 
Chairman;  Doctor  Morgan;  and  Drs. 
Jack  H.  Baur,  Huntington;  Richard  C. 
Rashid,  South  Charleston:  Aarom 

Boonsue,  Point  Pleasant,  and  Doctor 
Gaskins. 

The  official  convention  program, 
and  information  concerning  remain- 
ing speakers  and  other  details,  will  be 
provided  in  the  August  issue  of  The 
Journal. 


Psychoanalysis  Academy 
Inviting  Papers 

An  annual  award  of  $400  plus  a 
certificate  will  be  given  for  the  best 
unpublished  paper  on  either  adoles- 
cents or  women’s  issues  by  the  Ameri- 
can Academy  of  Psychoanalysis. 

Each  year  the  award-winning  paper 
will  be  presented  at  the  annual  meet- 
ing of  the  Academy  and  then  submit- 
ted to  the  Journal  of  the  American 
Academy  of  Psychoanalysis. 

The  deadline  for  submission  is  No- 
vember 1.  1985. 

Send  four  copies  of  your  submis- 
sion to:  Chair,  Esther  Haar  Award 
Committee,  American  Academy  of 
Psychoanalysis,  30  East  40th  Street, 
Suite  # 608,  New  York.  New  York 
10016. 


Continuing 

Education 

Activities 

Here  are  the  continuing  medical  ed- 
ucation activities  listed  primarily  by 
the  Marshall  University  and  West 
Virginia  University  Schools  of  Med- 
icine for  part  of  1985,  as  compiled  by 
Charles  W.  Jones,  Ph.D.,  MU  Director 
of  Continuing  Medical  Education; 
Robert  E.  Kristofco.  WVU  Assistant 
to  the  Dean/Continuing  Medical  Ed- 
ucation, and  J.  Zeb  Wright,  Ph.D.. 
Coordinator,  Continuing  Education, 
Department  of  Community  Medicine, 
WVU  Charleston  Division.  The  sched- 
ule is  presented  as  a convenience  for 
physicians  in  planning  their  continu- 
ing education  program.  (Other  na- 
tional, state  and  district  medical  meet- 
ings are  listed  in  the  Medical  Meetings 
Department  of  The  Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are  held 
on  the  WVU  Morgantown,  Charleston 
and  Wheeling  campuses.  Further  in- 
formation about  CME  activities  may 
be  obtained  from:  Office  of  Continu- 
ing Medical  Education,  MU  School  of 
Medicine,  Huntington  25701;  Di- 
vision of  Continuing  Education.  WVU 
Medical  Center,  3110  MacCorkle  Ave- 
nue, S.  E.,  Charleston  25304;  Office 
of  Continuing  Medical  Education, 
WVU  Medical  Center,  Morgantown 
26506:  or  Office  of  Continuing  Med- 
ical Education.  Wheeling  Division, 
WVU  School  of  Medicine,  Ohio  Val- 
ley Medical  Center.  2000  Eoff  Street, 
Wheeling  26003. 

West  Virginia  University 

July  23-25,  Morgantown.  Interdiscipli- 
nary Symposium  for  Orthopaedic  & 
Neurosurgeons:  Modern  Dissection 
Techniques  of  Bone,  Biometals  & 
Bioplastics  (Ortho  700  & Neuro 
7001 

Aug.  9-10,  Charleston,  Disaster: 
Myth  & Realities 

(Continued  on  Next  Page) 


The  AMA  sponsored  a national  teleconference  on  medical  malpractice  on  June  3 
which  was  seen  by  audiences  of  doctors  and  the  media  in  West  Virginia  at  WVU 
Hospital  in  Morgantown  and  at  WVU  Charleston  Division.  During  the  live  satellite 
broadcast,  doctors  from  throughout  the  United  States  were  invited  to  call  in  ques- 
tions about  malpractice.  Above,  Dr.  Carl  J.  Roncaglione  of  South  Charleston, 
WVSMA  President,  who  hosted  the  Charleston  viewing,  prepares  to  forward  a 
question  from  the  Charleston  audience.  Assisting  him  in  making  the  connection  is 
Jody  Monk,  R.N.,  Education  Project  Coordinator,  Department  of  Continuing  Educa- 
tion, Charleston  Area  Medical  Center.  (See  also  story  on  Page  153.) 
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Sept.  20-21,  Charleston,  Cardiac  Re- 
habilitation 

Oct.  1,  Charleston,  The  Living  Will 

Oct.  5,  Bluefield,  Oncology  Update 

Oct.  9,  Charleston,  The  Impaired 
Worker 

Oct.  25,  Charleston,  Spinal  Cord 
Injuries 

Nov.  2,  Charleston,  Cardiology  Up- 
date 

Dec.  6-7,  Charleston,  Advance  Car- 
diac Provider  Course 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center/ 
Charleston  Division 

Bluefield,  Bluefield  Community  Hos- 
pital, First-Floor  Conference  Room. 
3rd  Thursday,  Noon-2  P.  M.  — July 
18,  “Post-Menopausal  Therapy: 
Estrogen  Replacement,”  L.  D.  Cur- 
nutte,  M.  D. 

Cabin  Creek,  Cabin  Creek  Medical 
Center,  Dawes,  2nd  Wednesday, 
8-10  A.  M.  — July  10,  “Common 
GI  Disorders,”  Warren  Point.  M.D. 

Aug.  14,  “Cancer  & Nutrition,”  Sue 
Warren,  M.D. 

Gassaway,  Braxton  Co.  Memorial 
Hospital,  1st  Wednesday.  7-9  P.  M. 
— July  3 (vacation) 

Aug.  7,  “Update:  Diagnostic  Tech- 
niques for  Cardiac  Abnormalities” 
(speaker  to  be  announced) 

Madison,  Boone  Co.  Career  Center, 
2nd  Tuesday,  7-9  P.  M.  — July  9 
(vacation) 

Aug.  14,  “Overdose”  (speaker  to  be 
announced ) 

Oak  Hill , Plateau  Vocational  Center 
( Oyler  Exit,  N 19)  4th  Tuesday, 
7-9  P.  M.  — July-Aug.  (vacation) 

W elcli,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  P.  M. 

July  17  (vacation) 

Whitesville,  Raleigh-Boone  Medical 
Center,  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — July-Aug.  (vacation) 

Williamson,  Williamson  Memorial 
Hospital,  1st  Thursday,  6:30-8:30 
P.M.- — July  4 (vacation) 


Workers’  Comp  Accepting 
Billings  On  AM  A Form 

Editor’s  Note : See  accompanying 

claim  form  on  facing  page. 

The  West  Virginia  Workers’  Com- 
pensation Fund  began  accepting  bill- 
ings from  physicians  on  the  AMA 
Health  Insurance  Claim  Form  on 
July  1,  it  was  announced  by  Commis- 
sioner Mary  Martha  Merritt. 

Commissioner  Merritt  emphasized, 
however,  that  there  is  specific  infor- 
mation that  must  be  provided  on  the 
form  before  payment  can  be  con- 
sidered. “This  required  information 
is  essential  for  processing,”  she  said. 
“Bills  submitted  without  our  require- 


Review  A Book 


The  following  hooks  have  been  re- 
ceived by  the  Headquarters  Office  of 
the  State  Medical  Association.  Med- 
ical readers  interested  in  reviewing 
any  of  these  volumes  should  address 
their  requests  to  Editor,  The  West 
Virginia  Medical  Journal,  Post  Office 
Box  4106,  Charleston  25364.  We’ll 
be  happy  to  send  the  books  to  you, 
and  you  may  keep  them  for  your  per- 
sonal libraries  after  submitting  to  The 
Journal  a review  for  publication. 

Current  Emergency  Diagnosis  & 
Treatment,  edited  by  John  Mills, 
M.  D.;  Mary  T.  Ho,  M.  D.;  Patricia 
R.  Salber,  M.  D.;  and  Donald  D. 
Trunkey,  M.  D.  Price  $28.  Langer 
Medical  Publications,  Los  Altos, 
California  94022.  1985. 

Managing  Incontinence,  edited  by 
Cheryle  B.  Gartley.  Price  $12.95. 
Jameson  Books,  722  Columbus  Street, 
Ottawa,  Illinois  61350.  1985. 

Physician  s Handbook,  21st  Edi- 
tion, by  Marcus  A.  Krupp,  M.  D.; 
Lawrence  M.  Tierney,  Jr.,  M.  D.; 
Ernest  Jawetz,  M.  D.;  Robert  L.  Roe, 
M.  D.;  and  Carlos  A.  Camargo,  M.  D. 
Price  $16.50.  Lange  Medical  Publica- 
tions, Los  Altos,  California  94022. 
1985. 

Correlative  N euroanatomy,  by  Du- 
ane E.  Haines,  Ph.D.  Price  $16.50. 
Urban  & Schwarzenberg  Medical  Pub- 
lishers, 7 East  Redwood  Street,  Balti- 
more, Maryland  21202.  1985. 


ments  will  be  returned  for  proper 
completion.” 

The  Commissioner  said  that  work- 
shops to  explain  the  Workers’  Com- 
pensation billing  requirements  with 
regard  to  the  use  of  this  form  will  be 
held  throughout  the  state. 

Listed  below  is  the  required  infor- 
mation for  Workers’  Compensation. 
The  items  circled  on  the  accompany- 
ing claim  form  require  the  specific 
information  listed  below. 

Health  Insurance  Claim  Form  — 
Required  Information  for  Workers’ 
Compensation 

1.  Claimant’s  Name 

3.  Employer’s  Name 

4.  Claimant’s  Address 

6.  Claimant's  Social  Security  Num- 
ber 

8.  Workers’  Compensation  Claim 
No. 

11.  Employer’s  Address 
14.  Date  of  Injury 

23.  Description/Diagnosis  of  Injury/ 
Illness 

B.  Prior  Authorization  No. -This 
is  the  number  listed  in  the 
top  right  corner  of  the  letter 
from  the  Workers’  Compen- 
sation Fund  granting  authori- 
zation for  the  service  ( i.e., 
851231125). 

24.  A.  Date  of  Service 

C.  Description  of  Procedures 
and  Procedure  Code  (CPT) 

D.  Diagnosis  Code  (ICD-9-CM) 

E.  Charges 

25.  Signature  of  Physician  (and  date 
signed ) 

27.  Total  Charge  for  Services 
29.  Balance  Due 

31.  Name  and  Address  of  Person  or 
Group  to  Whom  Payment  Should 
Be  Made 

32.  Workers’  Compensation  Invoice 
No.  (limited  to  7 fields;  user 
must  assign  a different  number 
for  each  invoice  submitted  in  a 
claim  I 

33.  Payee’s  Federal  Employer’s  Iden- 
tification Number 

The  Health  Insurance  Claim  Form 
should  be  FULLY  completed.  It  is 
important  to  indicate  that  you  are 
billing  the  Fund  by  checking  the 
“OTHER”  box  at  the  top  of  the  form 
and  typing  in  WCF  beside  the  box. 
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FORM  APPROVED 
OMB  NO  0938-0008 


HEALTH  INSURANCE  CLAIM  FORM 


(CHECK  APPLICABLE  PROGRAM  BLOCK  BELOW) 


□ MEDICARE 

(MEDICARE  f 


□ ME 

(Ml 


□CHAMPUS 

(SPONSOR'S  SSN) 


□ 


□ 


O 

0 


PATIENT  AND  INSURED  (SUBSCRIBER)  INFORMATION 


ly 


1 PATIENT'S  NAME  (LAST  NAME.  FIRST  NAME.  MIDDLE  INITIAL) 


2 PATIENT'S  DATE  OF  BIRTH 


0 


3 INSURED  S NAME  (LAST  NAME.  FIRST  NAME.  MlODLE  INITIAL) 


PATIENT  S AODRESS  (STREET.  CITY.  STATE.  ZIP  CODE) 


5 PATIENT  S SEX 


MALE 


□ □ 


6 INSURED  S ID  NO  (FOR  PROGRAM  CHECKEO  ABOVE.  INCLUDE  ALL 
ETTERS) 


FEMALE 


7 PATIENT  S RELATIONSHIP  TO  INSURED 

SELF  SPOUSE  CHILD  OTHER 

□ □ □ □ 


0 


8 INSURED  S GROUP  NO  (OR  GROUP  NAME  OR  FECA  CLAIM  NO  ) 


0 


□ INSURED  IS  EM 
HEALTH  PLAN 


PLOYED  ANO  COVERED  BY  EMPLOYER 


9 OTHER  HEALTH  INSURANCE  COVERAGE  (ENTER  NAME  OR  POLICYHOLDER 
AND  PLAN  NAME  ANO  AODRESS  ANO  POLICY  OR  MEDICAL 
ASSISTANCE  NUMBER) 


10  WAS  CONDITION  RELATEO  TO 
A.  PATIENTS  EMPLOYMENT 


NSU RED'S  ADORESS  (STREET.  CITY.  STATE.  ZIP  CODE) 


YES 

n n° 

TELEPHONE  NO 

B ACCIDENT 

11  a CHAMPUS  SPONSOR'S 

AUTO 

J OTHER 

STATUS  ! □ Aout'yVE  CHoeceaseo 

BRANCH  OF  SERVICE 

□ 


12  PATIENT  S OR  AUTHORIZED  PERSON  S SIGNATURE  (READ  BACK  BEFORE  SIGNING) 

I AUTHORIZE  THE  RELEASE  OF  ANY  MEDICAL  INFORMATION  NECESSARY  TO  PROCESS  THIS  CLAIM  I ALSO  REQUEST 
PAYMENT  OF  GOVERNMENT  BENEFITS  EITHER  TO  MYSELF  OR  TO  THE  PARTY  WHO  ACCEPTS  ASSIGNMENT  BELOW 


SIGNEO 


DATE 


SIGNEO  (INSURED  OR  AUTHORIZED  PERSON) 


memory  regarding  the  care  he/ she 
provided  a patient  in  the  past. 

Adult,  Child  Records 

Since  an  adult  patient  has  two 
years  from  the  time  he/ she  discovers 
an  act  or  omission  which  allegedly 
constitutes  malpractice,  adult  patient 
records  should  be  kept  at  least  two 
years  after  retirement.  Of  course,  a 
patient  may  not  “discover”  the  al- 
leged malpractice  until  10  or  15  years 
after  he/ she  was  last  treated,  so  the 
patient’s  medical  records  may  be 
needed  even  15  years  after  retire- 
ment. Most  malpractice  suits,  how- 
ever, are  filed  within  five  years  after 
an  adult  patient’s  treatment.  There- 
fore, it  would  be  wise  to  keep  adult 
patients’  medical  records  at  least  five 
years  after  retirement  if  it  is  not  prac- 
tical to  keep  the  records  longer. 

However,  if  the  retiring  physician 
treated  children  in  his  medical  prac- 
tice, the  records  should  be  kept 
longer.  Under  present  West  Virginia 
law.  a child  has  until  he  reaches  the 
age  of  majority  (age  18)  plus  two 
years  ( the  regular  statutory  period  ) 
to  bring  a malpractice  action  against 
a physician  from  the  date  the  alleged 
malpractice  is  “discovered”  (age  20). 
It  is  not  unusual  to  have  a lawsuit 
brought  by  a child  against  a physician 
10  years  after  that  physician  treated 
that  child  or  delivered  that  baby. 

In  conclusion,  there  are  no  laws 
requiring  a physician  to  keep  his  pa- 
tients’ medical  records  for  a specified 
period  of  time  after  that  physician  re- 
tires. But  it  is  important  for  a phy- 
sician to  keep  these  records  in  the 
event  a lawsuit  is  brought  against  him 
by  a former  patient.  It  is  recom- 
mended that  a retiring  physician  keep 
adult  patients’  medical  records  a 
minimum  of  five  years  and  the  rec- 
ords of  children  or  babies  at  least  10 
years,  if  not  20  years. 

Physician’s  Estate 

Since  the  deceased  physician's  es- 
tate also  can  be  sued  for  alleged  “mal- 
practice” of  the  deceased  physician, 
the  same  rules  would  apply  to  some 
extent  to  the  administrator/adminis- 
tratrix  or  executor/ executrix  of  the 
deceased  physician. 

NOTE:  There  is  a statute  barring 
any  lawsuits  filed  after  20  years  after 


Record  Retention  Advice 
By  WVSMA  Legal  Counsel 

Editor  s Note:  In  response  to  re- 
quests from  numerous  members  re- 
garding the  length  of  time  it  is  neces- 
sary for  a physician  to  retain  patient 
records,  The  West  Virginia  Medical 
Journal  is  pleased  to  publish  the  fol- 
lowing statement  on  medical  record 
retention  prepared  by  our  WVSMA 
legal  counsel,  Kay,  Casto  & Chaney. 

Although  there  are  no  state  or  fed- 
eral laws  or  regulations  requiring  a 
retiring  physician  to  keep  a patient’s 


medical  records  for  a specified  period 
of  time  after  retirement,  medico-legal 
reasons  exist  for  keeping  a patient’s 
medical  records.  Even  after  retire- 
ment, how  long  to  retain  records  is  a 
matter  of  choice  for  the  individual 
physician. 

The  patient's  medical  record  is  ex- 
tremely valuable  in  the  event  of  a 
medical  malpractice  action  against  a 
physician  by  a former  patient.  It 
often  will  be  the  only  record  of  pa- 
tient care  and  most  surely  will  be 
needed  by  the  physician  to  refresh  his 


The  needlepoint  wall  hanging  presented  to  WVSMA  from  its  Auxiliary  in  1983 
now  hangs  in  the  main  reception  area  of  the  Association’s  new  headquarters  build- 
ing in  Charleston.  Depicting  all  of  the  component  auxiliaries  of  the  State  Auxiliary, 
the  wall  hanging  was  presented  by  Ruth  (Mrs.  Gary  G.)  Gilbert  of  Huntington, 
1980-81  Auxiliary  President,  who  coordinated  the  preparation  of  the  gift.  Each 
Auxiliary  component  designed  and  submitted  a panel  for  the  wall  hanging,  which 
was  assembled  in  Huntington. 
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the  cause  of  action  occurred,  seem- 
ingly preventing  any  lawsuits  brought 
more  than  20  years  after  the  alleged 
“malpractice.”  So,  it  would  seem 
reasonable  not  to  keep  records  after 
20  years.  However,  this  law  has  not 
been  tested  by  the  West  Virginia  Su- 
preme Court  of  Appeals. 


AMA  Names  WVU  Student 
To  Board  of  Trustees 

Former  WVU  medical  student 
David  J.  Brailer  has  been  chosen  as 
a Trustee  of  the  American  Medical 
Association,  only  the  second  student 
to  hold  that  prestigious  post. 

Brailer,  a Kingwood  native,  has 
served  during  the  past  year  as  Chair- 
man of  the  AMA’s  medical  student 
section,  the  nation’s  largest  such  or- 
ganization with  more  than  35,000 
members. 

The  18-member  Board  of  Trustees, 
the  day-to-day  governing  body  of  the 
AMA,  shares  policy-making  with  the 
House  of  Delegates.  It  also  is  the 
AMA’s  fiduciary  agent  and  is  respon- 
sible for  its  financial  affairs. 

The  decision  to  add  a student  mem- 
ber to  the  Board  was  made  by  the 
House  of  Delegates  two  years  ago, 
and  the  post  was  filled  by  Alice  Che- 
nault  of  the  University  of  Alabama  at 
Birmingham,  holder  of  an  advanced 
degree  and  teacher  of  nutrition  before 
she  entered  medical  school. 

Enters  Special  Program 

Brailer  completed  his  fourth  year 
in  the  WVU  School  of  Medicine  this 
year  but,  instead  of  taking  his  degree 
and  beginning  a residency,  he  has  en- 
tered a speoial  program  at  the  Uni- 
versity of  Pennsylvania  School  of 
Medicine. 

It  provides  a fifth  year  of  advanced 
clinical  training  and  research  plus  ad- 
ditional education  on  selected  topics. 
Brailer  will  pursue  that  additional 
work  in  the  Wharton  School  of  Busi- 
ness, studying  changes  that  for-profit 
corporations  will  bring  to  the  way 
health  care  is  delivered  in  the  United 
States. 

He  plans  to  enter  a traditional  resi- 
dency program,  probably  in  internal 


medicine,  after  completing  the  year 
of  medical  and  business  study. 

Brailer  is  a graduate  of  Kingwood 
High  Schiol  and  did  his  undergrad- 
uate work  at  WVU  in  chemistry  and 
political  science.  Two  years  ago  he 
won  a national  award  in  a competition 
on  computer  applications  in  medical 
care. 

Brailer's  term  as  AMA  student  sec- 
tion Chairman  ended,  and  his  one- 
year  term  as  a trustee  began,  at  the 
AMA’s  annual  convention  June  16-20 
in  Chicago.  The  student  member  is 
chosen  by  the  Board  from  among 
medical  student  applicants. 

Trustees’  Meeting  Schedule 

Brailer  said  the  AMA  trustees  us- 
ually meet  for  a full  week  five  to 
seven  times  a year  in  addition  to 
holding  conference  calls  about  once 
a week  to  discuss  policies  and  de- 
velopments. 

“They  also  communicate  by  com- 
puter, electronically,  and  each  mem- 
ber must  have  his  or  her  own  com- 
puter,” he  said. 

Brailer  said  the  AMA  has  gone  be- 
yond most  similar  national  organiza- 
tions in  having  “student  voice  high  in 
the  association.” 

“Alice  Chenault’s  work  has  been 
universally  acclaimed,  even  by  per- 
sons who  hadn’t  been  ready  for  this 
kind  of  participation,”  he  said. 


Doctor  Chandor  Heads 
Pathologists’  Group 

Dr.  Stebbins  B.  Chandor  of  the 
Marshall  University  School  of  Med- 
icine has  assumed  the  presidency  of 
the  West  Virginia  Association  of 
Pathologists. 

Doctor  Chandor,  who  is  Chairman 
of  the  school’s  Pathology  Department, 
also  was  re-elected  to  the  group’s 
Board  of  Governors. 

He  said  the  group  tentatively  plans 
to  have  its  1986  annual  meeting  in 
Huntington. 

Also  elected  to  the  board  from  the 
Marshall  faculty  was  Dr.  Harry  Chang 
of  Charleston  Area  Medical  Center, 
a Clinical  Assistant  Professor. 


Liability  Crisis  Eyed 
In  AMA  Teleconference 

Editor  s Note:  See  also  photo  on 
Page  149. 

The  professional  liability  crisis  was 
examined  in  a two-hour  AMA  telecon- 
ference that  was  beamed  by  satellite 
to  357  hospital  sites  in  38  states  on 
June  3.  “One  out  of  every  five  phy- 
sicians now  faces  the  prospect  of  a 
claim  or  a lawsuit,”  said  AMA  Execu- 
tive Vice  President  James  H.  Sam- 
mons, M.D.,  who  co-anchored  the  tele- 
conference. Since  1980,  physicians 
have  experienced  a resurgence  of 
claims  being  filed  against  them. 

The  average  dollar  award  from 
these  suits  increased  dramatically. 
Million-dollar  and  multimillion-dollar 
awards  are  no  longer  unusual.  Some 
physicians  feel  compelled  to  order 
tests  primarily  to  protect  themselves, 
Doctor  Sammons  said.  The  AMA  has 
estimated  that  these  defensive  prac- 
tices add  $15  billion  to  the  cost  of 
health  care  annually. 

Overall,  the  cost  of  premiums  from 
1975  to  1983  increased  by  more  than 
80  per  cent.  Some  physicians  prac- 
ticing in  high-risk  specialties  paid  as 
much  as  $70,000  this  year,  and  may 
pay  $100,000  next  year. 

Action  Plan  Developed 

The  AMA  Task  Force  on  Profes- 
sional Liability  and  Insurance  has 
developed  a 17-point  action  plan  call- 
ing for  a public  education  campaign, 
legislative  reform  to  cut  waste  and 
unfairness  from  the  legal  system,  co- 
ordinated defenses  of  claims,  and  risk 
control  and  quality  review  to  prevent 
adverse  medical  outcomes. 

The  AMA  is  preparing  model  fed- 
eral legislation  that  would  provide  in- 
centives for  states  to  enact  tort  re- 
forms. Among  the  proposed  tort 
changes  are  a limit  on  non-economic 
awards  for  pain  and  suffering,  elimi- 
nation of  the  collateral  source  rule, 
periodic  payment  of  judgments, 
limitation  on  attorneys’  fees,  and  pro- 
visions to  strengthen  state  medical 
boards  and  peer  review  mechanisms. 

“The  AMA  has  made  the  issue  of 
professional  liability  one  of  its  top 
priorities  for  this  and  the  next  dec- 
ade,” Doctor  Sammons  said.  In  the 
meantime,  he  urged  individual  physi- 
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cians  to  improve  communications  with 
their  patients.  “Developing  and  main- 
taining solid  physician /patient  rela- 
tionships is  one  of  the  best  protections 
against  professional  liability  lawsuits,” 
he  said. 


Physician  Surveyors 
Wanted  By  JCAH 

Interested  in  an  opportunity  to  en- 
hance your  knowledge  of  the  nation’s 
health  care  system  while  helping  to 
improve  patient  care?  If  so,  you 
might  want  to  consider  becoming  a 
physician  surveyor  for  the  Joint  Com- 
mission on  Accreditation  of  Hospitals 
(JCAH). 

The  JCAH  is  currently  recruiting 
both  full-time  and  part-time  physician 
surveyors  for  its  Hospital  Accredita- 
tion Program.  As  a surveyor,  you'll 
be  part  of  a survey  team  that  visits 
facilities  throughout  the  country  to 
determine  their  progress  in  meeting 
JCAH’s  standards  in  patient  care. 
During  the  accreditation  survey,  you’ll 
discuss  your  survey  findings  with  key 
medical  staff  members  and  hospital 
personnel  and  provide  consultation 
and  education.  Your  findings  will 
help  JCAH’s  Board  of  Commissioners 
to  make  a final  accreditation  decision. 

To  become  a physician  surveyor, 
you  need: 

• a current  medical  license; 

• at  least  15  years  of  service  on  a 
hospital  medical  staff  with  com- 
mittee and  leadership  responsi- 
bilities; 

• extensive  clinical  and  patient 
care  management  experience; 

• strong  oral  and  written  commu- 
nication skills;  and 

• excellent  physical  health. 

The  benefits  of  becoming  a physi- 
cian surveyor  include  a yearly  salary 
and  per  diem  expenses,  noncontri- 
butory life  insurance,  medical  insur- 
ance, a retirement  plan,  and  an  op- 
tional, tax-sheltered  annuity  plan.  In 
addition,  a liberal  vacation  and  holi- 
day policy  are  provided. 

The  position  also  offers  educational 
opportunities  and  challenges,  JCAH 
said.  As  Donald  Weiss,  M.D.,  a phy- 
sician surveyor,  comments,  JCAH  re- 
ported: “As  a surveyor,  I am  contin- 


uously meeting  with  physicians  who 
are  eager  to  show  me  the  latest  techni- 
ques in  surgery,  nuclear  medicine, 
drug  therapy,  and  a number  of  other 
medical  areas. 

“Most  importantly,  however,  I feel 
that  as  a surveyor  I am  helping  medi- 
cal staff  members  and  other  hospital 
personnel  become  aware  of  the  value 
of  voluntary  assessment  and  how  they 
can  help  improve  the  quality  of  care 
provided  within  their  facilities." 

If  you  are  interested  in  this  career 
opportunity,  please  send  a copy  of 
your  curriculum  vitae  to:  Kristin 

V.  MacRae,  Director  of  Personnel, 
JCAH,  875  North  Michigan  Avenue, 
Chicago.  Illinois  60611.  Telephone 
312/642-6061. 


Physicians  Reminded 
To  Order  New  Handbook 

The  new  health  care  providers' 
handbook  produced  by  the  West  Vir- 
ginia Workers’  Compensation  Fund, 
as  announced  previously,  will  be  avail- 
able this  month  for  state  physicians. 

Physicians  on  the  Workers’  Com- 
pensation roles  have  been  sent  a post 
card  for  ordering  the  handbook,  and 
other  physicians  may  order  the  hand- 
book by  calling  348-2246. 

The  publication  contains  informa- 
tion on  the  history  and  structure  of 
Workers’  Compensation,  the  role  of 
the  physician  in  examination  and 
treatment  of  work-related  disability, 
payment  of  invoices,  and  general  pro- 
cedures for  health  care  providers. 
Sample  forms  are  presented,  includ- 
ing the  new  AMA  Health  Insurance 
Claim  Form  and  the  necessary  modi- 
fications for  use  with  Workers’  Com- 
pensation claims  (see  pages  150-151 
in  this  issue  of  The  Journal). 

Health  Care  Providers’  Handbook: 
When  Your  Patient  Has  a Work-Re- 
lated Injury  or  Disease  is  bound  in 
loose-leaf  form  which  will  allow  timely 
updates  and  changes  in  accordance 
with  judicial  opinion,  new  legislation, 
and  new  policies  and  procedures. 

The  information  presented  in  the 
handbook,  if  properly  used,  is  expect- 
ed to  make  the  filing  and  management 
of  work-related  disability  claims  easier 
for  both  health  providers  and  the 
Fund. 


Medical  Meetings 


July  4-6— Am.  College  of  International  Phy- 
sicians, Niagara  Falls,  NY. 

July  11-12— Am.  Geriatrics  Society;  Am. 
Federation  for  Aging  Research,  New 
York  City. 

Julv  13— WVSMA  Loss  Control  Seminar,  Oak 
Hill. 

Aug.  14-17— 118th  Annual  Meeting,  WV 
State  Medical  Assoc.,  Charleston. 

Aug.  22-24— Am.  Lung  Assoc,  of  WV;  WV 
Thoracic  Society  (Interstitial  Pulmonary 
Diseases),  White  Sulphur  Springs. 

Aug.  26— WV  Division  of  Am.  Cancer  So- 
ciety (Colorectal  Cancer)  & Memorial 
Sloan-Kettering  CME  Office,  Bluefield. 

Sept.  9-12— Am.  College  of  Emergency  Phy- 
sicians, Las  Vegas. 

Sept.  12-13— Am.  Lung  Assoc,  of  WV  (Free- 
dom From  Smoking  Clinic  Leader 
Workshop),  Charleston. 

Sept.  21— WVSMA  Loss  Control  Seminar, 
Morgantown. 

Sept.  29-Oct.  3— Am.  Academy  of  Ophthalm- 
ology, San  Francisco. 

Oct.  2-5— Am.  Neurological  Assoc.,  Chicago. 

Oct.  10-13— Am.  Society  of  Internal  Medi- 
cine, Washington,  DC. 

Oct.  10-13— Am.  Academy  of  Family  Phy- 
sicians, Anaheim,  CA. 

Oct.  12-16— Am.  Society  of  Anesthesiologists, 
San  Francisco. 

Oct.  13-18— Am.  College  of  Surgeons,  Chi- 
cago. 

Oct.  19— WVSMA  Loss  Control  Seminar, 
Oak  Hill. 

Oct.  27-31— Am.  College  of  Chest  Physi- 
cians, New  Orleans. 

Nov.  2— WVSMA  Loss  Control  Seminar, 
Charleston. 

Nov.  5-10— Am.  Medical  Women’s  Assoc., 
San  Francisco. 

Nov.  17-20— Southern  Medical  Assoc.,  Or- 
lando. 

Nov.  17-21— Am.  Public  Health  Assoc., 
Washington,  DC. 

Nov.  17-22— Radiological  Society  of  North 
Am.,  Chicago. 

1986 

Jan.  24-26— 19th  Mid- Winter  Clinical  Con- 
ference, Charleston. 

Feb.  20-25— Am.  Academy  of  Orthopaedic 
Surgeons,  New  Orleans. 
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NOW  WHEN  YOU  ENTER 
THE  WORLD  OF 
BMW  SPORTS  SEDANS, 
YOU  CAN  BRING 
YOUR  ENTIRE  FAMILY. 

Typically,  2-door  sports  sedans  have  been  the  exclusive  province 
of  drivers  with  no  real  use  for  the  backseat. 

The  new  BMW  4-door;  3-Series  sports  sedans  have  opened  their 
doors  to  a more  diverse  group:  those  who  desire  exhilarating  perform- 
ance, but  have  something  special  to  put  in  the  backseat— a family. 

If  youd  like  to  test-drive  one  of  our  new  4-door  BMW’s,  bring  your 
entire  family  to  visit  us. 


© 1985  BMW  of  North  America  Inc.  The  BMW  trademark  and  logo  are  registered 


Harvey  Shreve,  Inc. 

ROUTE  60,  WEST  ST.  ALBANS  722-4900 


WVU  Medical 
Center  News 


Compiled  from  material  furnished  by  the 
Medical  Center  News  Service,  Morgantown, 
W.  Va. 


Doctor  Frost  On  Federal 
Injury-Prevention  Panel 

WVU  pathologist  James  L.  Frost 
is  serving  on  a federal  panel  that  will 
develop  a national  strategy  to  prevent 
severe,  occupational-traumatic  injuries 
to  workers. 

Doctor  Frost  is  one  of  10  expert 
panelists  chosen  for  the  assignment 
by  the  National  Institute  for  Occupa- 
tional Safety  and  Health  of  the  U.S. 
Centers  for  Disease  Control  head- 
quartered at  Atlanta. 

The  panel  is  one  of  five  appointed 
by  NIOSH  to  review,  revise  and  fur- 
ther develop  proposed  strategies 
against  leading  occupational  diseases 
and  injuries.  They  include  occupa- 
tional lung  disease,  musculoskeletal 
injuries,  occupational  cancers  and 
cardiovascular  diseases  in  addition  to 
severe  occupational  injuries. 

A Common  Effort 

NIOSH  scientists  and  physicians 
prepared  initial  drafts  of  the  proposed 
strategies,  and  the  expert  panels  be- 
gan their  work  at  a recent  symposium 
in  Atlanta.  NIOSH  director  J.  Donald 
Millar  said  the  symposium  and  fol- 
low-up work  are  the  “first  in  a series 
of  efforts  to  bring  together  the  many 
interested  organizations  and  indi- 
viduals in  a common  effort  to  elimi- 
nate these  significant  work-related 
problems.” 

Doctor  Frost  is  Associate  Profes- 
sor of  Pathology  in  the  School  of 
Medicine,  and  serves  as  Deputy  Chief 
Medical  Examiner  for  West  Virginia. 
The  panel  on  which  he  serves  includes 


industrialists,  safety  experts,  engi- 
neers from  universities  and  private 
firms  and  associations.  He  is  the 
only  physician  member. 

Doctor  Frost  said  the  proposed 
strategies  introduce  issues  that  must 
be  addressed  in  mobilizing  a national 
preventive  effort  against  the  leading 
work-related  diseases  and  injuries. 

“It  represents  a major  national  ef- 
fort to  devise  ways  to  protect  men 
and  women  in  the  work  place  against 
these  specific  hazards,”  he  said. 

I Doctor  Frost  will  be  a speaker  for 
the  WVSMA  Annual  Meeting  in 
Charleston.  His  talk,  “Epidemiology 
of  Motor  Vehicle  Injury.”  is  sched- 
uled during  the  August  15  session  on 
“Epidemiology  and  Prevention  of  Mo- 
tor Vehicle  Accident  Injuries. ) 


Internal  Medicine  Day 
Honors  Doctor  Waldman 

Three  nationally  prominent  phy- 
sicians joined  with  two  from  the  WVU 
School  of  Medicine  faculty  to  present 
talks  Friday,  June  7,  for  Internal 
.Medicine  Day  at  the  WVU  Medical 
Center. 

The  special  program  was  planned 
by  and  for  those  physicians  who 
trained  under  Robert  H.  Waldman. 
M.D..  after  he  became  Chairman  in 
1976  of  the  School  of  Medicine’s  De- 
partment of  Medicine.  Doctor  Wald- 
man left  WVU  in  late  June  for 
Omaha,  where  he  has  been  named 
Dean  of  the  University  of  Nebraska 
College  of  Medicine. 

Leighton  E.  Cluff,  Executive  Vice 
President  of  The  Robert  Wood  John- 
son Foundation,  Princeton,  New 
Jersey,  spoke  at  Medicine  Grand 


Rounds  to  open  the  program  in  the 
Basic  Sciences  Addition  auditorium. 
Doctor  Cluff’s  topic  was  “Whither 
Thou  Goest,  GME?” 

Ronica  Kluge,  M.  D.,  Director  of 
the  General  Internal  Medicine  Di- 
vision at  the  University  of  Texas  Med- 
ical Branch  in  Galveston,  spoke  on 
“Parasitic  Disease  in  Texas.”  Doctor 
Kluge  formerly  headed  the  WVU  De- 
partment of  Medicine’s  Section  of  In- 
fectious Diseases. 

George  Caranasos,  M.D.,  Professor 
and  Chief  of  the  University  of  Flor- 
ida's Division  of  General  Medicine, 
spoke  on  “Iatrogenic  Disease  in  the 
Elderly.”  Doctor  Caranasos  is  a mem- 
ber of  the  department  at  Florida 
where  Doctor  Waldman  was  acting 
chairman  before  coming  to  WVU. 


Donald  Lamm,  University 
Of  Texas,  Heads  Urology 

Dr.  Donald  Lamm  has  been  ap- 
pointed Chairperson  of  the  Depart- 
ment of  Urology,  it  was  announced  by 
Dean  Richard  A.  DeVaul,  M.D. 

Doctor  Lamm  comes  from  the  Uni- 
versity of  Texas  Health  Sciences  Cen- 
ter in  San  Antonio  where  he  is  Acting 
Chairman  of  the  Division  of  LVology 
and  has  been  a faculty  member  since 
1967. 

For  the  past  nine  years  he  has  been 
Chief  of  the  Urology  Section  of  the 
Surgical  Service  at  Audie  L.  Murphy 
Memorial  Veterans  Administration 
Hospital.  He  received  his  bachelor’s 
and  M.D.  degrees  from  the  University 
of  California  at  Los  Angeles,  did  his 
general  surgical  residency  at  UCLA, 
and  a urology  residency  at  University 
of  California  at  San  Diego. 
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Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries— demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today — you’ll  never 
feel  better. 


4 r Data  General 


ELSDfTIF  systems,  ins. 


1101  Forbes  Avenue,  Pittsburgh,  PA  15219 
(800)  441-8386 


Obituaries 


DANTE  CASTRODALE,  M.  D. 

Dr.  Dante  Castrodale  of  Welch  died 
on  April  25.  He  was  75. 

Born  in  Chicago,  Doctor  Castro- 
dale, an  internist,  was  graduated  from 
West  Virginia  University,  and  re- 
ceived his  M.  D.  degree  in  1937  from 
Loyola  University. 

He  interned  and  served  his  resi- 
dency at  the  former  Charleston  Gen- 
eral Hospital  in  Charleston,  and  com- 
pleted additional  postgraduate  work 
in  St.  Louis  and  in  Wisconsin. 

A World  War  II  Army  veteran. 
Doctor  Castrodale  was  a member  and 
past  Secretary  of  the  McDowell 
County  Medical  Society,  and  a mem- 
ber of  the  West  Virginia  State  Med- 
ical Association. 


FRANKLIN  B.  MURPHY  M.  D. 

Dr.  Franklin  B.  Murphy,  retired 
Philippi  family  physician,  died  on 
May  1 at  his  home.  He  was  81. 

Doctor  Murphy,  who  retired  in 
1973,  was  a native  of  Philippi.  He 
was  graduated  from  West  Virginia 
University,  and  received  his  M.  D. 
degree  in  1928  from  Emory  Univer- 
sity. He  interned  at  Wesley  Memorial 
Hospital  in  Atlanta,  and  was  a resi- 
dent at  Cikers  Hospital  in  Canton, 
Georgia,  from  1929  to  1936,  when  he 
returned  to  Barbour  County  to  begin 
private  practice. 

A veteran  of  World  War  II,  Doc- 
tor Murphy  was  an  honorary  member 
of  the  Tygart’s  Valley  Medical  So- 
ciety, West  Virginia  State  Medical 
Association  and  American  Medical 
Association. 

Surving  are  the  wife,  Mrs.  Dorothy 
Evelyn  Murphy;  a daughter,  Mrs. 
Frederick  Martin  of  Philippi,  and  a 
son,  Dr.  Richard  F.  Murphy  of  Green- 
ville, North  Carolina. 


Educational  Debt  Load 

The  educational  debt  load  of  1982 
medical  school  graduates  averaged 
$21,700,  the  AMA  Center  for  Health 
Policy  Research  reported. 


Manuscript  Information 

Manuscripts  to  be  presented  for 
publication  in  The  West  Virginia 
Medical  Journal  should  be  type- 
written, triple-spaced,  on  one  side 
only  of  firm  (no  onion  skin  or 
flimsy),  standard  letter  sized  ( 8(4 
by  11  in.  I white  paper.  Wide 
margins  at  least  1(4  in.  on  left) 
should  be  left  free  of  typing.  On 
the  first  or  title  page  should  be 
shown  the  title  of  the  article,  the 
name  I or  names  I of  the  author, 
and  his  degrees.  Pages  should  be 
numbered  consecutively,  the  page 
number  being  shown  in  the  right 
upper  corner  along  with  the  sur- 
name of  the  author. 

Where  reference  is  made  to  gen- 
erically-designated  drugs,  the  first 
such  reference  must  be  followed  by 
parentheses  containing  the  most 
commonly  known  trade-name  drug 
of  that  designation.  In  addition,  a 
listing  of  all  generic  drugs  men- 
tioned in  the  article,  with  their 
trade-name  equivalents,  should  ap- 
pear at  the  end  of  the  article. 

A short  abstract  summarizing  the 
manuscript  should  be  included. 
This  should  be  typed  in  double 
space  on  a separate  page. 

Authors  are  requested  to  submit 
a copy  with  the  original. 

Illustrations  should  be  numbered 
and  their  approximate  locations 
shown  in  the  text.  Each  should  be 
identified  by  placing  on  its  back 
the  author’s  name,  its  number  and 
an  indication  of  its  “top.”  Draw- 
ings and  charts  intended  for  re- 
production should  be  done  in  black 
(India)  ink  on  pure  white.  Pho- 
tographs should  be  on  glossy  paper 
and  minimum  of  about  5 by  7 in. 
in  size.  Cost  of  printing  black  and 
white  photos  in  excess  of  4 will  be 
billed  to  author,  and  no  more  than 
25  references  will  be  published  free 
of  charge  to  the  author.  A legend 
should  be  provided  for  each  illus- 
tration and.  preferably,  attached  to 
it. 

All  scientific  material  appearing 
in  The  Journal  is  reviewed  by 
the  Editorial  Board.  Manuscripts 
should  be  mailed  to  The  Editor. 
West  Virginia  Medical  Journal, 
Box  4106,  Charleston,  W.  Va. 
25364. 


Just  wait 
till  you  see 
the  changes 
we’re  making 

The  excellence  of  Harding's  in-patient  treat- 
ment of  adolescents  and  adults  is  recognized 
coast  to  coast  Today,  thanks  to  more  flexible 
medical  and  specialty  hospital  staffing.  Hard- 
ing is  able  to  provide  the  same  quality  of  care 
for  your  patients  requiring  crisis  stabilization 
and  short-term  hospital  treatment 


The  result  is  that  we  re  seeing  more  patients 
sooner  more  successfully.  As  a matter 
of  record.  38%  of  all  patients  admitted  during 
1984  were  treated  in  Harding's  crisis  stabiliza- 
tion and  short-term  program. 


Our  commitment  to  long-term  treatment  re- 
mains undiminished  But  now  you  can  think  of 
Harding  for  all  your  psychiatric  referral  needs. 


Since  1916, 

Harding  is  here 

Contact: 

Director  of  Admissions 
The  Harding  Hospital 

445  East  Granville  Road 
Worthington,  Ohio  43085 


614/885-5381 

A Blue  Cross  Member  Hospital 
JCAH  Accredited 
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GROUP  INSURANCE  SPONSORED 
BY  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION  FOR 
MEMBERS  AND  THEIR  EMPLOYEES 


McDonough  Caperton  Shepherd  Association  Group  ad- 
ministers group  insurance  at  a substantial  savings  for 
members,  their  families,  and  their  employees  on  behalf  of  the 
West  Virginia  State  Medical  Association. 


McDonough 

Caperton 

Shepherd 

Association 

Group 


Our  Group  Plans  include 

• Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  income  up  to  $500  a week  when  you 
are  disabled. 

• $1,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1 ,000,000  per  person.  Choice 
of  deductibles  ($1 00-$250-$500-$1 ,000).  Employees  are  eligible 

• Hospital  Money  Plan 

Pays  up  to  $100  a day  when  you  or  a family  member  is  hospital- 
ized. 

• Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for  spouses,  and  $10,000 
for  children.  Employee  may  apply  for  up  to  $100,000. 

• $100,000  Accidental  Death  & Dismemberment  Insurance 

Around  the  clock  protection  — 24  hours  a day . . . 365  days  a year 
. . . worldwide. 

• Office  Overhead  Disability  Plan 

Pays  your  office  expenses  up  to  $5, 000  per  month  while  you  are 
disabled. 

• Professional  Liability  Insurance 


SEND  THE  COUPON  BELOW  OR  CALL  TOLL-FREE  1-800-642-3088 


Please  send  me  more  information  about  the  plan(s)  I have  checked  which  are  endorsed  by  the  West  Virginia 
State  Medical  Association. 


Name 


Address 


City/State 


Zip 


Business  Telephone 


□ Long  Term  Disability  Income  Protection 

□ $1,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & Dismemberment  In- 
surance 

D Office  Overhead  Disability  Plan 

□ Professional  Liability  Insurance 


Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 


County  Societies 


CABELL 

The  Cabell  County  Medical  Society 
met  on  May  11. 

Guest  speakers  were  Merwyn  G. 
Scholten,  WVSMA  Executive  Direc- 
tor, and  Evelyn  E.  Richards,  West 
Virginia  House  of  Delegates  member 
from  our  District. 

Scholten  discussed  this  year’s  leg- 
islative session  and  the  fate  of  the 
malpractice  bill. 

Delegate  Richards  answered  ques- 
tions from  the  floor  and  encouraged 
doctors  to  get  involved  in  the  Leg- 
islature.— Tara  Sharma,  M.  D.,  Sec- 
retary. 

McDowell 

The  McDowell  County  Medical  So- 
ciety met  on  May  8 at  Stevens  Clinic 
Hospital  in  Welch. 

Dr.  Barbara  Fenton  of  Welch  dis- 
cussed a case  of  brain  abscess  pre- 
senting with  features  of  stroke  and 
findings  of  meningitis  in  addition  to 
brain  abscess.  She  also  talked  about 
a case  of  subarachnoid  hemorrhage 
which  presented  as  neurologic  pulmo- 
nary edema. — John  S.  Cook,  M.  D., 
Secretary. 

MERCER 

The  Mercer  County  Medical  So- 
ciety met  on  April  15  at  Frankie’s  La 
Salute  Club  in  Bluefield. 

Guests  were  Dr.  Carl  J.  Roncag- 
lione  of  South  Charleston,  President 
of  the  State  Medical  Association,  and 
Mrs.  Roncaglione. 

Doctor  Roncaglione  summarized 
the  activities  of  the  Association  dur- 
ing his  term  in  office.  The  malprac- 
tice situation  was  completely  dis- 
cussed, and  several  questions  were 
asked  by  members  concerning  this 
and  other  matters. — David  F.  Bell. 
Jr.,  M.  D.,  Secretary-Treasurer. 


MINGO 

The  Mingo  County  Medical  Society 
met  on  May  8 at  Williamson  Me- 
morial Hospital. 

Dr.  Diane  E.  Shafer,  who  rep- 
resents Mingo  County  on  the  State 
Medical  Association’s  Council,  sum- 
marized the  April  14  meeting  of  the 
Council. — Diane  E.  Shafer,  M.  D., 
Secretary / T reasurer. 


TYGART’S  VALLEY 

Dr.  Elliott  W.  Chideckel  of  Mor- 
gantown was  the  guest  speaker  for 
the  Tygart’s  Valley  Medical  Society 
on  May  16  at  Grafton  City  Hospital. 

Doctor  Chideckel,  Associate  Pro- 
fessor of  Medicine,  Section  of  En- 
docrinology and  Metabolism,  West 
Virginia  University  School  of  Med- 
icine, discussed  “Update:  Diabetes 
Mellitus.” 

The  Society  very  much  enjoyed 
Doctor  Chideckel’s  presentation. 

The  final  point  of  discussion  by 
the  Society  was  the  malpractice  crisis, 
where  we  stood  and  what  we  might 
be  able  to  do  about  it. — Michael  M. 
Stump,  M.  D.,  Secretary. 

WESTERN 

The  Western  Medical  Society  met 
on  May  14  at  Roane  General  Hospital 
in  Spencer. 

The  scheduled  speaker  was  unable 
to  attend,  but  a brief  business  meet- 
ing wras  held. 

The  Society’s  candidate  for 
the  WVSMA  “Community  Service 
Award”  was  discussed. — Ali  H.  Mo- 
rad,  M.  D.,  Secretary. 


DOCTORS 

If  you’d  rather  practice  medicine  than 
try  to  manage  the  practice,  CTS  has  a 
solution-a  comprehensive  Medical  Man- 
agement System  designed  exclusively 
for  physicians  by  physicians. 

CTS  offers  one  of  the  most  complete 
practice  management  systems  available. 
“Typical  Billing  Systems"  may  contain 
20-30  programs,  whereas  a full  CTS 
system  has  over  300  programs  and  can 
assist  you  in  generating  income  plus 
save  you  labor  time  and  money. 

Selected  examples  of  the  systems 
capabilities  include: 

• Receivables/Management 

• Practice  Management 

• Medical  Records 

• Appointments/Office  Scheduling 

• Medical  Dictionaries 

• Word  Processing/Transcription 

• Billing/lnsurance 

• Patient  Care  Management 

CTS  MEDICAL  MANAGEMENT 
SYSTEMS 

For  further  information  please  contact 
our  Pittsburgh  Sales  Office. 

1725  Washington  Rd., 
Pittsburgh,  PA  15241,  412-464-1277 
1-800-638-2667 


Need  A 
Temporary 
Physician? 

You  can  take  time  off 
while  your  practice 
keeps  working! 

Lease  CompHealth 
physicians  for  your 
vacations,  CME’s  or  for 
supplementary  help. 

★ 

Want  Free  Time 
While  You 
Practice 
Medicine? 

Join  CompHealth’s 
Locum  Tenens 
Physician  Group. 

★ 

Forfurther  information 
about  temporary  coverage 
or  locum  tenens  practice 
opportunities, 
call: 

412/741-3310 

jjg  CompHealth 

A Physician  Group 

★ 

WILSON  ROSS, 
Regional  Administrator 

114  Centennial  Avenue 
Sewickley,  PA  15143 
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C.  D.’s 

worth  looking 
or  cooking... 
into. 


“Interest  Plus”  C.D.’s... 

Safe,  High-Yielding  Interest  Plus  TV’s,  VCR’s,  and  Microwaves! 


One  Commerce  Square,  Charleston,  West  VA  25322 
(304)  3404523 


Member  FDIC 

Substantial  Interest  Penalty  for  Early  Withdrawal 


Microwaves  as 
your  free  gift. 
Now  that’s  worth 
looking  — or 
cooking  — into. 
Come  in  or 
call  us  today 
for  the  current 
rates,  and  for 
more  information 
about  our  “Interest 
Plus”  C.D.’s 


Setting  the  pace 
for  your  better  tomorrows. 


Get  more  than  just 
safe,  high-yielding 
interest  on  your  C.D. 
Get  an  “Interest 
Plus”  C.D. 
from  The 
National  Bank 
of  Commerce  and 
choose  from  great 
brand  name  home 
electronics  — like 
TV’s,  VCR’s,  and 


The  National 
Bank  of  Commerce 


The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

1306  Kanawha  Boulevard,  East  • P.  O.  Box  2271 
Charleston,  WV  25328  • Phone  (304)  343-4371 

Toll  Free:  1-800-642-3049 

A 35-BED  HOSPITAL 

ACCREDITED  BY  JCAH 
AND  APPROVED  BY  MEDICARE  & MEDICAID 

OPHTHALMOLOGY 

OTOLARYNGOLOGY 

HEAD  & NECK  SURGERY 

A New  Commitment  to  Quality  Care  . . . Every  Day! 


Eye,  Ear,  Nose  & Throat 
Physicians  & Surgeons  of  Charleston,  Inc. 

=f  (Formerly  A Division  of  the  Eye  & Ear  Clinic  of  Charleston,  Inc.) 

1306  KANAWHA  BOULEVARD,  EAST  . P.  O.  BOX  3107 
CHARLESTON,  WV  25331  • PHONE:  (304)  343-4371 
Toll  Free:  1-800-642-3049 


E.E.N.T. 

John  A.  B.  Holt,  M.D. 


OPHTHALMOLOGY 

Milton  J.  Lilly,  Jr.,  M.D. 

Robert  E.  O’Connor,  M.D. 

Moseley  H.  Winkler,  M.D. 

Samuel  A.  Strickland,  M.D. 

James  W.  Caudill,  M.D. 

(ALL  PHYSICIANS  ARE  BOARD  CERTIFIED) 


OTOLARYNGOLOGY- 
HEAD  AND  NECK 
SURGERY 

Romeo  Y.  Lim,  M.D. 

Nabil  A.  Ragheb,  M.  D. 

R.  Austin  Wallace,  M.D. 


CATARACT  SURGERY  (INTRAOCULAR  LENSES) 
RETINAL  & VITREOUS  SURGERY 
OPHTHALMIC  PLASTIC  SURGERY 
FLUORESCEIN  ANGIOGRAPHY 
KRYPTON/ARGON  LASER  PHOTOCOAGULATION 
STRONTIUM  90  BETA  IRRADIATION 
ORTHOPTICS 

ULTRASOUND  (A  & B SCAN) 


HEAD  AND  NECK  SURGERY 
MAXILLO-FACIAL  PLASTIC  SURGERY 
RECONSTRUCTIVE  SURGERY 
ENDOSCOPY 

CO-  LASER  AND  DERMATOLOGICAL  ARGON  LASER 

SPEECH  THERAPY 

AUDIO  VESTIBULAR  LABORATORY 

ALLERGY 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 

coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Prim) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


Your  patient  is  disabled  and 
her  independence  is  at  stake. 

She  needs  someone  whose  only 
business  is  rehabilitation. 


* 


HARMARVILLE  REHABILITATION 
CENTER,  INC. 

P.O.  Box  11460,  Guys  Run  Road 
Pittsburgh,  PA  1 5238 


opinions,  they  look  to  you 
for  direction. 

Recommend  Harmarville.  At 

Harmarville,  comprehensive 
rehabilitation  is  our  total 
business  . . . and  has  been  for 
31  years.  We  add  life  to  the 
years  of  people  who  have 
suffered  such  problems  as 
stroke,  amputation,  spinal 
cord,  head  or  hand  injury 
and  chronic  pain. 

We  treat  the  total  person.  With 
specially  trained  and  experi- 
enced physicians,  nurses  and 
therapists— whatever  it  takes— 
our  team  approach  achieves 
the  highest  possible  level  of 
function  for  each  patient. 

Is  less  effort  acceptable? 

We  think  not.  Every  disability 
has  its  own  unique  problems, 
and  solutions.  Fortunately  for 
your  patients,  you  know  where 
they  can  find  the  solutions 
that  can  restore  their  lost 
independence.  Harmarville 
Rehabilitation  Center.  We 
add  life  to  years. 


You’ve  decided  that  your 
patient  needs  rehabilita- 
tion. Will  she  know  where  to 
get  it?  Because  your  patients 
trust  you  and  your  medical 


THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  232-3600  • St.  Clairsville.  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B L.  VanPelt,  M.  D. 

P.  R Hedges,  M.  D 

T G.  Kenamond,  M.  D 
J.  Holloway,  M D 
M.  J Lohne,  M D (St.  Clairsville) 

R D.  Morris,  D-  O (New  Martinsville) 
Cardiovascular 

R N Lewis,  M D (St.  Clairsville) 

A.  M Valentine,  M D 
W.  E.  Noble.  M D 
Gastroenterology 
T E Chvasta,  M O 

L R Cain,  M.  D 

Hematology  /Oncology 
C A Vasquez,  M D 
Nephrology/Hypertension 
D L.  Latos,  M.  D 
M H Drews,  M D 
Pulmonary 
C Begley,  M D 
T.  V.  Burke,  M D 
GENERAL  SURGERY 
C D Hershey.  M D. 

E C Voss,  M.  D 

J H Mahan.  M D (St  Clairsville) 

R.  L.  Cross,  M.  D (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H Shackleford.  M D 

ORTHOPEDICS 

E L Barrett,  M D 
R S Glass.  M D 
UROLOGY 

D C Trapp.  M D 


GYNECOLOGY/OBSTETRICS 

R W Leibold,  M D. 

R T Brandfass,  M.  D 

T A Athari,  M.  D 

J W Campbell,  M D 

C.  V Porter,  M.  D 

R A Porterfield,  M D 
(St.  Clairsville) 

OPHTHALMOLOGY 
W.  F.  Park,  M D. 

M E Nugent,  M.  D 
R V.  Pangilinan,  M D 
H S Berlin.  M D 
DERMATOLOGY 

K.  W.  Waterson,  M.  D 
OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 
W A.  Tiu,  M.  D. 

R G.  Villanueva,  M D 
RADIOLOGY 

Valley  Radiologist.  Inc 
FAMILY  PRACTICE 

R A.  Porterfield,  M D 
(St  Clairsville) 

G,  L Cholak,  M D (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (New  Martinsville) 
NEUROSURGERY 

F.  J Payne,  M D 
NEUROLOGY 

H.  L.  Kettler,  M.  D 

S G Christopher,  M D 
W Zyznewsky,  M.  D 
J.  G.  Tellers,  M.  D 
Neuropathology 
S Govindan,  M D 


PSYCHIATRY 

S D.  Ward,  M D 
D H.  Smith.  M.  D 
D P.  Hill,  M D 
J.  G Tellers.  M.  D 

Pediatric  Psychiatry 

V Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

W E Schul,  Optician 

Speech  Therapy/Audiology 
J.  P.  Frum,  M.  S.,  SPA 
Bioleedback  Laboratory 
M G Simon,  P A 
Electrology/Cosmetlc  Therapy 

J.  E.  Beserock,  R E 
Allergy/Cytotoxic  Food  Testing 

K.  Gorney,  M T 

TECHNOLOGISTS 

Electrocardiography 

B Maguire.  R N 
B Muklewicz,  R N 

Electroencephalography 

J.  Stone,  R N . CMET 
J.  Green,  R N 
Roentgenology 
E Forester,  R T 

PULMONARY  DIAGNOSTICS  LAB 

R Kordack,  R T 
K Bauer,  R.  N 


Medical  Clinic  — a facility  for  diagnosis  and  treatment  of  outpatients. 

Morgantown  Internal  Medicine  Group  — a medical  clinic  housed  in  an 
aesthetically  pleasing  and  user  efficient  masonry  structure  designed  by 
ALPHA  ASSOCIATES. 

ALPHA  ASSOCIATES  — a West  Virginia  architectural  and 
engineering  firm  that  will  design  to  suit  your  medical  facility  needs  — 
from  private  offices  to  hospitals. 


(jJJJJlJJ  ALPHA  ASSOCIATES.  IfKORPORATED 

^ J ARCHITECTURE  • ENGINEERING  • DESIGN 

P.O.  Box  1250  • 209  Prairie  Ave.,  Suite  209 
Morgantown,  WV  26505  • 304-296-8216 


A great  way  of  life 


HEALTH  CARE  AT  ITS  BEST: 

AIR  FORCE  MEDICINE 

Air  Force  medicine  is  one  of  our  best  benefits,  and,  with 
your  help,  we'll  keep  it  that  way.  The  Air  Force  needs  physi- 
cians such  as  you  to  become  members  of  our  health  care 
team. 

Most  administrative  responsibilities  are  in  the  hands 
of  others,  giving  our  physicians  the  time  to  give  their 
full  attention  to  the  patients’  needs.  Our  hospitals  are 
staffed  with  dedicated,  competent  professionals. 

You’ll  find  you  will  have  time  for  your  family,  and  to  keep 
abreast  of  the  latest  methods  and  technologies  that  you 
don't  have  time  for  now.  We  also  offer  unlimited  profes- 
sional development  and  financial  security. 

Contact:  Capt.  George  Berberich 
121  Wyck  Street 
Suite  307C 
Richmond,  VA  23225 
(804)  771-2127 


) AMES  T SPENCER,  JR  M D 
ROGER  P NICHOLS,  M D 
RONALD  L WILKINSON,  M D , F A C S 
F THOMAS  SPORCK,  M D , F A C S 
CHARLES  D CRICCER,  M D 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIC,  PH  D 
CARY  HARRIS,  PH  D 


rr 


EAR,  NOSE  SC  THROAT  ASSOCIATES 
OF  CHARLESTON,  INC. 


HEAD  AND  NECK  MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 
FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST  EAST  - P O BOX  1628 
CHARLESTON  WEST  VIRGINIA  25126-1628 

PHONE  342-0124 


Openings  At 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 

In  Internal  Medicine  & Family  Practice  To  Associate  With 

Radiology: 

Internal  Medicine: 

Family  Practice: 

Halberto  G.  Cruz,  M.  D. 

Karl  J.  Myers,  Jr.,  M.  D. 

Charles  L.  Arnett,  M.  D. 

Pathology: 

Wm.  A.  SanPablo,  M.  D. 

R.  Gregory  Juckett,  M.  D. 

James  A.  Arnett,  M.  D. 

Fulvio  Franyutti,  M.  D. 

Pediatrics: 

Surgery: 

E.  G.  Kreider,  M.  D. 

Contact:  E.  G.  Kreider,  M.  D. 

J.  W.  Woodford,  M.  D. 

Dentistry: 

Telephone:  (304)  457-2800 

Boyd  R.  Wickizer,  M.  D. 

Glenn  B.  Poling,  D.  D.  S. 

WV  (800)  346-2800 

SAINT  MARYS  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-696-2550 

Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed,  Sub- 
stance Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 

R.  A.  Edwards,  M.  D.  697-7036  J.  V.  Ottaviano,  M.  D.  525-7851 

K.  M.  Fink,  M.  D.  525-8191  L.  C.  Smith,  M.  D.  697-7036 

R.  W.  Hibbard,  M.  D.  697-4752  M.  M.  Bateman,  M.  D.  526-0580 

F.  Hoback,  M.  D.  697-7036  M.  Rosenbaum,  M.  D.  526-0580 

D.  H.  Webb,  M.  D.  697-7955  R.  A.  Kayser,  M.  D.  526-0580 

J.  Corcella,  M.  D.  525-7851 
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GREENBRIER  PHYSICIANS,  INC 

A Multispecialty  Clinic 

Greenbrier  Valley  Medical  Arts 

Building 

Ronceverte/Fairlea/Lewisburg,  West  Virginia 

1-800-642-5161  or  304-647-51 1 5 

INTERNAL  MEDICINE 

OBSTETRICS/GYNECOLOGY 

PSYCHOLOGY 

Robert  K.  Modlin,  M.  D. 

James  L.  Pfeiff,  M.  D. 

Connie  Bradley-Mann,  Ph.  D. 

Helen  R.  Perez,  M.  D. 

Robert  L.  Wheeler,  M.  D. 

Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

EAR,  NOSE  & THROAT 

ANCILLARY  SERVICES 

SURGERY 

Amir  A Alidina,  M.  D. 

Physical  Therapy 

Tom  Moore,  R.  T. 
Wood  McCue,  R.  T 

General  & Vascular 

OPHTHALMOLOGY 

H.  P.  Dinsmore,  M.  D 

General  & Thoracic 

Robert  K.  Scott,  II,  M.  D 

Respiratory  Therapy 

B.  L.  Plybon,  M.  D. 

PEDIATRICS 

James  D.  Creasman,  R.R.T. 

ORTHOPEDIC  SURGERY 

Conrad  D.  Tamea,  Jr.,  M.  D. 

William  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S 

Audiology 

Gary  M.  Vandevander,  M S 

James  W.  Banks,  M.  D 

RADIOLOGY 

FAMILY  GENERAL  PRACTICE 

Charles  Weinstein,  M.  D 

ADMINISTRATION 

Joseph  E.  Shaver,  M D 

UROLOGY 

Sandra  W.  Ayers,  Business  Manager 

E.  T.  Cobb,  M D 

Kyle  F.  Fort,  M D. 

HIGHLAND  HOSPITAL 

56TH  & NOYES  AVE.,  S.E. 
CHARLESTON,  W.  VA.  25304 
925-4756 


MEDICAL  STAFF 


ADULT  PSYCHIATRY 


Charles  C.  Weise,  M.  D. 

925-2159 

Thomas  S.  Knapp,  M.  D, 

925-3554 

Pablo  M.  Pauig,  M.  D. 

343-8843 

Ralph  S.  Smith,  Jr.,  M.  D. 

925-0349 

Lee  L.  Neilan,  M.  D. 

925-0349 

Edmund  C.  Settle,  Jr.,  M.  D. 

925-6914 

Gina  Puzzuoli,  M.  D. 

925-6914 

John  P.  MacCallum,  M.  D. 

925-6966 

Sid  Lerfald,  M.  D. 

344-0443 

Elma  Bernardo,  M.  D. 

925-3554 

CHILD  PSYCHIATRY 

Pablo  M.  Pauig,  M.  D. 

343-8843 

Ralph  S.  Smith,  Jr.,  M.  D. 

925-0349 

John  P.  MacCallum,  M.  D. 

925-6966 

Psychiatric  treatment  for  the  emotionally 
disturbed  children  ages  5 to  13  now  avail- 
able in  new  children’s  pavilion.  Separation 
maintained  from  adult  psychiatric  care 
unit.  Now  available  also:  primary  psychi- 
atric care  for  older  adults  in  separate  unit. 
All  programs  offer: 

• Crisis  Intervention 

• Group  Therapy 

• Psychotherapy 

• Activities  & Recreational  Therapies 

• Skilled  Attention  to  Family,  Marital,  and 
Individual  Emotional  Problems 

• Special  Care  for  the  Acutely  Disturbed 
Patient 

• Staffed  by  Qualified  Psychiatrists  and 
Medical  Consultants 

• Schooling  Provided  on  Children’s  Pa- 
vilion 

• Serving  the  Community  for  Over  28 
Years 
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Consider  “the  Alternative"  to  your  present  debt  collection  service. 

I.C.  System's  effective,  ethical,  economical  program.  Return  the  card  for 
details  about  the  collection  program  approved  and  recommended  by: 

WEST  VIRGINIA  STATE  MEDICAL  ASSN 

P.  O.  BOX  4106 
CHARLESTON,  WV  25364 


Marne  (Practice)  

Address  

City State Zip 

Signed 

title  Phone  


601 


3379 


NO  POSTAGE 
NECESSARY 
IF  MAILED 
IN  THE 

UNITED  STATES 


BUSINESS  REPLY  MAIL 

FIRST  CLASS  PERMIT  NO.  4990  ST.  PAUL,  MN. 
POSTAGE  WILL  BE  PAID  BY  ADDRESSEE 

I.C.  SYSTEM,  INC 

444  East  Highway  96 
P.O.  Box  64639 

St.  Paul,  Minnesota  55164-0639 


‘'Seventh  Annual  Primary  Care 
Update”.  Sponsored  by  the 
West  Virginia  Association  of 
Physician  Assistants.  Location: 
Wilson  Lodge  at  Oglebay  Park, 
Wheeling,  West  Virginia.  Date: 
August  9,  10,  11,  1985.  14  Credit 
Hours  Category  I AMA  approved. 
For  further  information  contact: 
Dean  Wright,  P.A.-C,  Chairman 
CME  Committee,  Wheeling  Hos- 
pital, Wheeling,  WV  26003  (304) 
243-3000  or  Home  (304)  233- 
6420. 


CHAPMAN 

PRINTING 

COMPANY 

★ 

1652  4TH  AVENUE 
CHARLESTON,  WV  25357 

PHONE:  346-0676 


Two  Texans  need  to 
sell  their  beautiful  850- 
acre  West  Virginia  farm  in 
Ritchie  County  at  Hazel- 
green  — too  far  from 
Texas.  Has  two  very  nice 
recently  remodeled  two- 
story  houses,  barns,  etc. 
and  free  gas.  Good  for 
raising  cattle,  and  good 
hunting  for  deer,  squirrel, 
turkey  and  grouse. 

Spruce  Creek  flows 
through  the  farm.  Good 
all-weather  paved  road 
divides  the  farm.  Would 
be  good  for  a group  to 
buy. 

Call  W.  L.  Gunn 
409/634-91 96  or  write  to 
P.  O.  Box  232 
Lufkin,  Texas  75901 


SOME  OF  THE 
GREATEST  THINGS 
IN  AMERICA 
NEVER  CHANGE. 

SOME  DO. 


Paying  Better  Than  Ever.  U.S.  Savings  Bonds  now  pay 
higher  variable  interest  rates — like  money  market  accounts. 
Plus,  you  get  a guaranteed  return.  You  can  buy  Bonds  at 
almost  any  financial  institution.  Or  easier  yet,  through  your 
Payroll  Savings  Plan.  For  the  current  interest  rate  and 
more  information  cal]  us  SAVINGS  BONDsSl. 
toll-free  1-800-US-Bonds.  Paying  Better  Than  Ever ' 


Variable  rates  apply  to  Bonds  purchased  on  and  after  1 1/ 1/82  and  held  at  least  5 years.  Bonds 
purchased  before  111  82  earn  variable  rates  when  held  bevond  10/31/87.  Bonds  held  less  than 
5 years  earn  lower  interest. 


A public  service  of  this  publication. 
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Another  feature  that  allows  the  B25  to 
you  is  its  ability  to  network.  You  just 
, stations  and  people  will  be  able  to  share 

\ data  and  memory  at  the  same  time. 

grow  with 
add  work- 
the  same 

INTRODUCING  THE  BURROUGHS  B25. 

THE  MICRO  COMPUTER 
THAT  GROWS  WITH  YOUR  BUSINESS. 

Buying  a computer  is  a lot  like  hiring  an  employee.  You  need  one  that 
can  produce  a lot  now  and  even  more  in  the  future. 

Take  the  B25.  It’s  modular,  so  when  you  need  more  memory  or  storage, 
you  simply  snap  on  more  modules. 


You  can  also  share  peripherals  — like  printers. 
Which  means  several  workstations  can  be  linked  to 
one  printer  so  many  people  can  use  it. 

THE  PHYSICIAN  OFFICE  ACCOUNTING  SYSTEM 
BENEFITS  YOUR  PRACTICE  BY  PROVIDING: 

Quick  access  to  timely,  accurate  information 
through  high-resolution  computer  screens,  printed 
reports  and  immediate  updating.  Flexibility  through 
user-defined  system  parameters,  print  and  report 
options.  Financial  control  through  extensive  report- 
ing. On-line  inquiry  and  automation  of  routine  office 
tasks  to  minimize  clerical  duties.  Improved  cash 
flow  through  automatic  generation  of  charge  tickets, 
insurance  bills,  demand  bills  and  statements. 

Whitman  Computer 
Systems , Inc . 

Terri  Whitman,  President  Burroughs  B25  Dealer 
Suite  302,  Sears  Bldg.  Logan,  W.  Va.  (304)  752-1272 
MS-DOS  is  a tradmark  of  Microsoft  Corporation. 

CP/M  is  a registered  trademark  of  Digital  Research,  Inc 


THE  QUESTION  ISN’T  WHO'S  BIGGER.  IT'S  WHO'S  BETTER. 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"8 


. . . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance 


Sleep  Laboratory  Investigator 
Pennsylvania 


/ 


••  . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day 


Psychiatrist 

California 


\ . . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  ft 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 


DALMANE 


© 


flurazepam  HCI/Roche 

sleep  that  satisfies 


15-mg/30-mg 

capsules 


References:  1.  Kales  J,  etal:  Clin  Pharmacol  Ther  72691- 
697,  Jul-Aug  1971  2.  Kales  A,  et  al:  Clin  Pharmacol  Ther 
78356-363,  Sep  1975  3.  Kales  A,  etal:  Clin  Pharmacol 
Ther  79.576-583,  May  1976.  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther 32.781-788,  Dec  1982.  5.  Frost  JD  Jr,  Delucchi 
MR:  J Am  Geriatr  Soc  27  541-546,  Dec  1979  6.  Dement 
WC,  etal:  BehavMed,  pp.  25-31,  Oct  1978.  7.  Kales  A, 

Kales  JD:  J Clin  Psychopharmacol  3. 140-150,  Apr  1983 
8.  Tennant  FS,  etal:  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16, 1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  77rer27.355-361, 

Mar  1977 


flurazepam  HCI/Roche 

Before  prescribing,  please  consult  complete  product  infor- 
mation. a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  in  acute  or  chronic  medical 
situations  requiring  restful  sleep.  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy.  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester.  Warn  patients  of 
the  potential  risks  to  the  fetus  should  the  possibility  of  becom- 
ing pregnant  exist  while  receiving  flurazepam.  Instruct  patient 
to  discontinue  drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation.  This  potential  may  exist  for  several  days 
following  discontinuation.  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (eg.,  operating 
machinery,  driving).  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of  age. 
Though  physical  and  psychological  dependence  have  not 
been  reported  on  recommended  doses,  abrupt  discontinua- 
tion should  be  avoided  with  gradual  tapering  of  dosage  for 
those  patients  on  medication  for  a prolonged  period  of  time. 
Use  caution  in  administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  1 5 mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia.  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants. Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  In 
elderly  or  debilitated  patients.  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported.  Also  reported:  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  eg , 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect.  Adults. 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients.  15  mg  recommended  initially 
until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


#1  IN  EXPERIENCE 


Worldwide,  ifs  a known  quantity. . . known 
for  sleep  that  satisfies. 

* You  know  it  helps  patients  fall  asleep  quickly 
,i  and  stay  asleep  till  morning. 18  You  know  its 
exceptionally  wide  margin  of  safety 7 9 You 


know  it  better  than  any  other  hypnotic.  The 
only  benzodiazepine  hypnotic  with  more 
than  15  years  of  continuing  satisfactory 
performance.  As  always,  caution  patients 
about  driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  product  information  on  reverse  side. 


DALMANE® 

flurazepam  HCI/Roche 

sleep  that  satisfies 


Copyright 


1985  by  Roche  Products  Inc. 


All  rights  reserved. 
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Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  ihe  package  literature  for  prescribing 
mtormation 

Indications  and  Usage  Ceclor  icefaclor  Lilly)  is  indicated  in  the 
treatment  ol  the  following  infections  when  caused  by  susceptible 
strains  ot  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  I Diplococcus  pneumoniae l.  Haemoph 
iius  influenzae  and  S pyogenes  igroup  A beta  hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  ot  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  ot  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIOENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS. 
TO  BOTH  DRUG  CLASSES 

Antibiotics  including  Ceclor  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  lorm  of  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides  semisynthetic 
penicillins  and  cephalospormsi  therefore  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  trom  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
llora  ot  the  colon  and  may  permit  overgrowth  ol  Clostridia  Studies 
indicate  that  a tonn  produced  by  Clostridium  difficile  is  one 
primary  cause  ol  antibiotic  associated  colitis 
Mild  cases  ot  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases  manage 


ment  should  include  sigmoidoscopy  appropriate  bactenologic 
studies  and  fluid  electrolyte  and  protein  supplementation 
When  the  colitis  does  not  improve  alter  the  drug  has  been 
discontinued  or  when  it  is  severe  oral  vancomycin  is  the  drug 
ol  choice  for  antibiotic  associated  pseudomembranous  colitis 
produced  by  C ditticile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - It  an  allergic  reaction  to 
Ceclor  ’ (cetaclor,  Lilly)  occurs  the  drug  should  be  discontinued 
and  it  necessary  the  patient  should  be  treated  with  appropriate 
agents  e g pressor  amines  antihistamines,  or  corticosteroids 
Prolonged  use  ol  Ceclor  may  result  in  the  overgrowth  ol 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  It  superinlection  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat 
ment  with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  m transtusion  cross  matching  procedures  when  antiglobulm 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  ol 
markedly  impaired  renal  function  Under  such  conditions  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false  positive  reaction 
tor  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehlmg  s solutions  and  also  with  ClinitesP 
tablets  but  not  with  Tes  Tape'  (Glucose  Enzymatic  Test  Strip 
USP  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  ol  gastrointestinal  disease  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor'  (cefaclor.  Lilly)  There  are 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  ot  Ceclor  have  been  detecied 
in  mother  s milk  following  administration  ol  single  500-mg  doses 
Average  levels  were  0 18.  0 20.  0 21  and  0 1b  mcg/ml  at  two 
three  lour  and  live  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is- administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  ol  this  product  for 
use  in  infants  less  than  one  month  ol  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and  frequently  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  ot  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  ot  therapy  and  subside  within  a lew  days 
after  cessation  ot  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosmophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  lor  the  physician 

Hepatic  - Slight  elevations  in  SGOT.  SGPT.  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count 
predominantly  lymphocytosis  occurring  in  inf-  ts  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 
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Note  Ceclor*  (cetaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections  including  the  prophylaxis 
ot  rheumatic  fever  See  prescribing  information 
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With  this  machine, you 

CANYPEELTHE  SKIN  OFF 
AN  AUDI  5000  TURBO.: 


This  impressive  quote  refers  to 
the  Volvo  760  GLE  intercooled 
turbo  and  comes  from  people  not 
easily  impressed:  the  editors  of  Car 
& Driver  magazine  (see  July  ’84). 

In  their  tests,  the  760  jumped 
from  zero  to  55  in  a blinding  seven 
seconds.  A speed  that  places  Volvo 
well  ahead  of  Audi  and  Saab 
turbos. 

The  credit  for  this  “warp  speed,” 
as  Car  & Driver  describes  it,  goes 
to  an  intercooler  which  increases 
the  engines  horsepower  by  41  per- 
cent and  torque  by  35  percent. 

But  in  the  760,  power  isn’t  only 
under  the  hood.  There  are  power 

See  VOLVO  at 


door  locks,  power  windows,  power 
sunroof,  even  heated  power 
mirrors— all  standard. 

So  come  in  tomorrow  and  test 
drive  the  Volvo  760  GLE  inter- 
cooled turbo.  And  see  what  an 
Audi  looks  like  from  your  power 
mirror. 


TheV)lvo760Tjrbo 
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1010  Washington  St.  East  — Heart  ’O  Town  Holiday  Inn 
See  Bill  Davis  or  Jerry  Jarrell  344-1 776 
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McDonough  Caperton  Insurance  Group's  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  10  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY 


McDonough  Caperton’s  electronic  claims 
billing  system  offers  the  health  care  provider 
significant  reductions  in  paperwork  and  pay- 
ment cycles. 

See  our  advertisement  on  Page  xxvi. 
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. . . “and you 
thought  youd 
gone  as  far  as 
you  could  go.''. 


INTRODUCING 
One  Financial  Place.” 

Where  your  success  is  just 
the  starting  point. 

Your  position  in  life  is  enviable.  But  you 
face  complex  financial  decisions.  And,  find 
yourself  asking  if  there  is  somewhere  to  go 
for  help. 

There  is. 

One  Financial  Place,  the  Financial  and 
Trust  Services  Group  of  Kanawha  Valley  Bank. 

A group,  unlike  any  other  in  West  Virginia, 
designed  exclusively  for  the  successful,  like 
yourself,  who  seek  a single  comprehensive 
source  of  financial  information  and  assistance. 

At  One  Financial  Place  we  can  help  you 
make  the  most  of  your  success  by  offering 
you  a personalized  relationship  based  on 
strategies  that  reflect  your  attitudes  and 
objectives.  Asset  and  investment  manage- 
ment, financial  planning,  trust  administration, 
retirement  planning  and  other  specialties  to 
suit  your  needs.  We  operate  quickly,  indepen- 
dently and  objectively  to  keep  you  in  control 
of  your  finances. 

If  you  want  to  turn  financial  opportunities 
into  profitable  realities,  call  One  Financial 
Place  at  (304)  348-7081. 

One  Financial  Place.  Where  success  is  just 
the  beginning. 


©KanattfiaA&lley  Bank 

A One  Valley  Bank 

Box  I 793  • Charleston.  WVA  25326  • Member  FDIC 
THREE  CONVENIENT  LOCATIONS: 

Downtown,  One  Valley  Square  at  Summers  and  Lee  (304-348-7000) 
Kanawha  City,  57th  & MacCorkle  at  Kanawha  Mall  (304-348- 1 I 77) 
West  Charleston,  Patrick  Street  and  Hills  Plaza  (304-348- 1450) 
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He  knew  I was  determined  to  walk 
again.  But  running,  doing  aerobics 
and  skiing  is  more  than  I expected.  And 
returning  to  school  was  a dream  come  true.’ 
Fortunately  for  Susan,  her  doctor  knew 
that  Harmarville’s  Head  Injury  Program 
has  the  expertise  and  experience  to  help 
her  return  to  the  life  she  knew  before 
the  accident. 

Susan  was  a sophomore  in  nursing 
school  when  she  suffered  a broken  hip 
and  a severe  blow  to  the  right  side  of  her 
head  in  an  automobile  accident.  She  was 
in  a coma  for  three  weeks. 

When  she  came  to  Harmarville,  she  was 
in  a wheelchair,  unable  to  bear  weight  on 
her  left  leg.  Her  injured  brain  prevented 
her  left  hand  and  arm  from  working 
properly.  She  had  also  lost  all  of  her 
short  term  memory. 

We  treat  the  total  person.  Susan’s 
rehabilitation  involved  a variety  of  pro- 
grams. Her  left  hand  and  arm  were 
retrained  through  occupational  therapy. 
Other  specialized  services  helped 
regain  her  memory  and  improve  her  ability 
to  communicate,  understand  and  follow 
directions.  Physical  therapy  helped  to 
return  strength  to  her  legs  and  hip. 

After  only  one  month  at  Harmarville, 
Susan  was  using  her  left  hand  to  paint 
her  fingernails.  She  now  remembers 
what  she  had  learned  in  college.  And, 
when  she  left  Harmarville,  she  walked. 

Is  less  effort  acceptable?  Susan  and 
her  doctor  didn’t  think  so.  And  we  at 
Harmarville  agree;  only  the  best  care  pos- 
sible will  do  when  someone's  life  is  at  stake. 

For  information  on  our  programs,  please 
call  Lynn  McMurdo,  Director  of  Admissions 
(412)781-5700  (ext.  296). 


If  my  doctor  hadn’t  recommended 
Harmarville,  I might  still  be  in 
a wheelchair  today.” 


HARMARVILLE  REHABILITATION 
CENTER,  INC. 

P.O.  Box  11460,  Guys  Run  Road 
Pittsburgh,  PA  1 5238 


Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General's  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits... 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today — you’ll  never 
feel  better. 


I r Data  General 


EUET1F  systems,  ins. 


1101  Forbes  Avenue,  Pittsburgh,  PA  15219 
(800)  441-8386 


Roche  salutes 


Small  state 
making  big 
contributions  to 
medical  services 


Hospice  care  in  action 


WEST  VIRGINIA  MEDICINE 
TODAY 


The  hospice  movement  is  growing  rapidly  in  many 
states  across  the  country.  West  Virginia  already  has 
five  active  hospice  programs  and  four  additional  ones 
in  various  start-up  stages.1  Depending  heavily  upon 
volunteer  funds  and  services,  hospice  care  is  directed 
toward  dealing  with  dying  patients  and  their  families  in 
ways  that  allow  the  terminally  ill  to  remain  at  home. 
Dignity,  openness  and  compassion  are  the  basic  con- 
siderations for  all  concerned.  In  West  Virginia,  physi- 
cians are  encouraged  to  become  involved,  to  regard 
the  patient  and  family  as  a joined  unit  of  care,  to  be 
honest  and  realistic  with  the  patient  and  family,  and  to 
provide  pain  control  in  an  effort  to  "disarm  death  of 
some  of  its  terrors."1 

Perinatal  protection  tor  "preemies" 

In  the  past  decade.  West  Virginia  has  intensified  efforts 
to  protect  prematurely  born  infants  by  encouraging 
maternal  transfers  from  community  hospitals  to  peri- 


natal centers  staffed  and  equipped  to  manage  com- 
promising illness  in  newborns.  While  there  has  been 
little  change  in  the  total  number  of  premature  babies 
born  in  West  Virginia,  the  proportion  of  these  infants 
born  in  perinatal  centers  has  nearly  doubled  since 
transfer  became  a viable  option.  More  important,  the 
mortality  among  premature  infants  born  in  perinatal 
centers  was  40%  lower  than  that  among  those  born  in 
community  hospitals  during  the  two-year  period 
monitored.2 

Diabetics:  helped  or  hurt  by  insulin? 

Diabetes  studies  being  conducted  at  West  Virginia 
Medical  Center  may  suggest  a new  consideration  in 
the  regimen  prescribed  for  diabetic  patients.  Prelimi- 
nary findings  suggest  that  insulin  is  a fattening  hor- 
mone which  should  be  administered  along  wJth  a 
comprehensive  weight  loss  program3  being  developed 
in  concurrent  studies. 


Copyright  © 1985  by  Roche  Products  Inc  All  rights  reserved 
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TODAY:  FOR  THE  PATIENT 
WITH  MIXED  DEPRESSION 
AND  ANXIETY 

A rational  approach,  combining 

- The  standard  antidepressant: 
amitriptyline 

- The  proven  anxiolytic  action  ot 
Librium®  (chlordiazepoxide  HCI/Roche)C 

Marked  improvement  often  occurs  as  early  as  the  first  week 

Headache,  insomnia  or  Gl  upsets  associated  with  mixed  depression  and 
anxiety  often  respond  quickly 

Feeling  better,  patients  feel  encouraged  to  stay  the  course-therefore, 
fewer  dropouts:  P=  .006  compared  to  amitriptyline* 

Convenient  single  h.s.  dosing  sufficient  in  some  patients;  helps  patients 
with  mixed  depression  and  anxiety  sleep  through  the  night.  Patients 
should  be  cautioned  about  the  combined  effects  of  Limbitrol  with  alcohol 
and  other  CNS  depressants,  and  about  activities  requiring  complete 
mental  alertness  such  as  operating  machinery  or  driving  a car 


In  moderate  depression  and  anxiety 


IN  PLACE  OF 
LIMBITROL  5-12.5  WRITE: 


IN  PLACE  OF 
LIMBITROL  10-25  WRITE: 


Limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline  (as  the  hydrochloride  salt) 


Each  tablet  contains  10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) 


<s 

<B 


Easier  to  remember. . . easier  to  prescribe 


’FeighnerJR  etal;  Psychopharmacology  61  217-225,  Mar  22,  1979 

Please  see  summary  of  product  information  on  following  page. 


LIMBITROL®  <S  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  ol 
which  follows 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate  to 
severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  ol  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occurred  with  concomitant  use,  then  initiate  cautiously,  gradually  increas- 
ing dosage  until  optimal  response  is  achieved  Contraindicated  during  acute  recovery 
phase  following  myocardial  intarction 

Warnings:  Use  with  great  care  in  patients  with  history  ot  urinary  retention  or  angle- 
closure  glaucoma  Severe  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  anticholinergic-type  drugs  Closely  supervise  cardiovascular  patients 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction  time  reported  with 
use  ol  tricyclic  antidepressants,  especially  high  doses  Myocardial  intarction  and 
stroke  reported  with  use  ot  this  class  ot  drugs  ) Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating  machinery,  driving) 

Usage  In  Pregnancy;  Use  ot  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  ot  increased  risk  ot  congenital 
malformations  as  suggested  in  several  studies.  Consider  possibility  ot  preg- 
nancy when  instituting  therapy;  advise  patients  to  discuss  therapy  it  they 
Intend  to  or  do  become  pregnant. 

-Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported 
rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those 
who  might  increase  dosage,  withdrawal  symptoms  following  discontinuation  ot  either 
component  alone  have  been  reported  (nausea,  headache  and  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrawal  tor 
chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  ot  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function  Because  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic  liver  (unction  tests  and  blood 
counts  are  recommended  during  prolonged  treatment  Amitriptyline  component  may 
block  action  of  guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be  additive.  Discon- 
tinue several  days  before  surgery  Limit  concomitant  administration  ot  ECT  to  essential 
treatment  See  Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be 
taken  during  the  nursing  period  Not  recommended  in  children  under  12.  In  the  elderly 
and  debilitated,  limit  to  smallest  effective  dosage  to  preclude  ataxia,  oversedation, 
contusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent alone  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion  Many  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline  Granulocytopenia,  joundice  and  hepatic  dysfunction  have 
been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardiol 
infarction,  arrhythmias,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations, 
hypomama  and  increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extrem- 
ities, extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation ot  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  tace  and  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilia.  pur- 
pura, thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement, 
galoctorrheo  and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering 
of  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone) 
secretion. 

Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an  overdose 
Treatment  is  symptomatic  and  supportive  I V administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  ot  amitriptyline  poisoning 
See  complete  product  information  for  manifestation  and  treatment 
Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to 
smallest  effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  of 
daily  dose  may  be  taken  at  bedtime  Single  h s dose  may  suffice  for  some  patients. 
Lower  dosages  are  recommended  for  the  elderly. 

Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  of  three  or  tour  tablets  daily  in 
divided  doses,  increased  up  to  six  tablets  or  decreased  to  two  tablets  doily  as  required 
Limbitrol  Tablets,  initial  dosage  of  three  or  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  Double  strength  (DS)  Tablets , white,  film-coated,  each  containing 
10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and 
Tablets , blue,  film-coated,  each  containing  5 mg  chlordiazepoxide  ond  12.5  mg 
amitriptyline  (as  the  hydrochloride  salt) — bottles  ot  100  and  500,  Tel-E-Dose® 
packages  of  100,  Prescription  Paks  of  50 
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Neurocognitive  testing  is  a recog- 
nized and  valued  diagnostic  aid  in 
assessing  patients  with  obscure  neu- 
rological and  psychiatric  symptoms. 
Standard  neurocognitive  testing  is 
time  consuming  and  expensive.  A 
personal  computer  program  is  de- 
scribed which  administers  neurocogni- 
tive testing  without  the  need  for 
highly  trained  personnel,  scores  the 
test  quickly  and  prints  a report  within 
minutes. 

The  Computerized  Neurocognitive 
Evaluation  is  designed  to  assist  in  the 
identification  of  neurocognitive  im- 
pairment, to  assist  in  differentiating 
neurological  from  psychiatric  illness, 
and  to  quantify  functional  neurocog- 
nitive impairment  as  a possible  etio- 
logic  agent  in  the  production  of  or 
modification  of  patient  symptoms.  It 
also  holds  out  the  possibility  of  some 
usefulness  in  documenting  a patient’s 
ability  to  give  informed  consent. 

Introduction 

The  brain  is  a notoriously  difficult 
organ  to  observe  directly,  and  equally 
as  difficult  is  the  task  of  measuring 
or  quantifying  its  functions  in  any 
way. 

The  study  of  phrenology  was  one 
attempt  to  make  a science  of  pre- 
dicting brain-originated  phenomena. 
Some  might  claim  with  some  au- 
thority that  we  are  as  yet  but  a short 
distance  beyond  counting  and  map- 
ping those  bumps  on  the  skull  in  our 
scientific  pursuits. 

We,  of  course,  have  experienced 
advances  afforded  by  skull  x-rays, 
pneumoencephalography,  cerebral  an- 
giography, CAT  scans,  MR  I (mag- 


netic resonance  imaging)  and  PET 
(Positron  Emission  Tomography  ) ex- 
aminations. These  all  helped  to  map 
the  structure  and  geography  of  the 
brain,  and  the  PET  scan,  in  addition, 
says  a few  things  about  brain  phy- 
siology. 

Psychologists  have  been  busy  for 
generations,  if  not  centuries,  devis- 
ing clever  strategems  for  teasing  out 
and  unravelling  the  incredibly  tangled 
skein  of  brain  activity.  Neuropsych- 
ological assessment  is  a relatively  new 
addition  in  this  quest,  and  testing 
ordinarily  requires  many  hours  of 
patient  time  and  many  more  hours  of 
the  interpreting  psychologist’s  time. 

Neurocognitive  evaluation  generally 
includes  an  assessment  of  recent  and 
remote  memory,  motor  function,  lan- 
guage comprehension,  attention,  con- 
centration, reading  and  perceptual 
functioning. 

A computerized  approach  to  this 
task  has  some  obvious  advantages  and 
some  equally  obvious  disadvantages. 
The  former,  we  believe,  far  outweigh 
the  latter.  The  Computerized  Neu- 
rocognitive Evaluation  (CNCE)  can 
be  administered,  interpreted  and  a 
hard  copy  print  out  of  results  placed 
on  a subject’s  chart  in  a total  elapsed 
time  of  less  than  one  hour;  it  costs 
much  less  and  patients  are  not  ex- 
hausted by  the  ordeal  of  testing.  In- 
terpretation of  the  CNCE,  however, 
suffers  from  a certain  impersonality; 
individual  interpretive  anecdotes  and 
examples  are  missing,  lending  a cer- 
tain sterility  to  the  reports;  certain 
areas  of  neurocognitive  interest  e.g. 
speech,  comprehension  of  spoken  lan- 
guage, writing  and  fine  motor  coordi- 
nation can  not  as  yet  be  included  in  a 
computerized  neurocognitive  assess- 
ment. 

The  Computerized  Neurocognitive 
Evaluation  is  designed  to  assist  in  the 


identification  of  neurocognitive  im- 
pairment, to  assist  in  differentiating 
neurological  from  psychiatric  illness 
and  to  quantify  functional  neurocogni- 
tive impairment  as  a possible  etiologic 
agent  in  the  production  of  or  modifi- 
cation of  patient  symptoms.  It  also 
holds  out  the  possibility  of  some  use- 
fulness in  documenting  a patient’s 
ability  to  give  informed  consent. 

Behavioral  disturbances  frequently 
present  diagnostic  dilemmas.  Hoff- 
man1 found  that  “thorough  neuropsy- 
chiatric assessment  results  in  41  per 
cent  of  patients  receiving  an  altera- 
tion of  diagnosis  with  important  ther- 
apeutic implications.'’  The  National 
Institute  on  Aging  Task  Force2  re- 
ported that  intellectual  impairment  in 
the  elderly  was  both  widespread  and 
often  treatable  but  emphasized  that 
differential  diagnosis  was  sometimes 
difficult.  Shore  et  al.3  discuss  the  im- 
portance of  measuring  attention,  men- 
tal processing,  and  comprehension  in 
the  diagnosis  of  pseudodementia,  and 
caution  against  overreliance  on  CT 
scan  findings. 

Jacobs  et  al.,4  in  developing  their 
brief  mental  status  questionnaire,  con- 
tend that  one  of  the  reasons  phy- 
sicians fail  to  detect  organic  mental 
syndromes  “.  . . lies  in  the  nature  of 
the  conventional  mental  status  ex- 
amination” which  is  “.  . . time  con- 
suming and  cumbersome.”  Jacobs4 
and  others  have  worked  to  developed 
standard  screens  for  organic  condi- 
tions with  some  success. 

Several  reasons  led  us  to  be  in- 
terested in  developing  an  evaluation 
which  could  be  administered  by  com- 
puter: computerized  testing  can  be 

administered  by  a technician  in  a 
standardized  setting,  in  a thoroughly 
predictable  and  very  cost-effective 
manner;  computers  remove  the  prob- 
lem of  rater  reliability  in  a testing 
situation;  and  computers  can  be  pro- 
grammed to  prepare  the  written  re- 
port without  further  human  input, 
thus  greatly  improving  efficiency  and 
assuring  documentation  requirements. 
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As  early  as  the  1960s,  computers 
were  used  for  direct  interviews. 
Slack’  described  a computerized  med- 
ical history  interview  in  the  New 
England  Journal  of  Medicine  in  1966. 
Greist6  has  done  much  work  in  the 
area  of  computerized  psychiatric  in- 
terviews and  points  out  that  patients 
find  computer  interviews  at  the  very 
least,  acceptable.  He  also  notes  that 
“most  patients  . . . can  be  interviewed 
by  computer.” 

The  use  of  computers  in  the  evalua- 
tion of  neurocognitive  impairment  is 
certainly  not  new.  Rosamond  Gianut- 
sos  reported  work  on  the  “evalua- 
tion and  treatment  of  disorders  of 
perception,  memory  and  language  in 
brain-injured  persons.”  The  Func- 
tional Assessment  Clinic  in  Dallas8 
has  used  computers  to  evaluate  sen- 
sory/motor function.  Alan  J.  Frid- 
lund9  has  described  a battery  of  neu- 
ropsychological tests  for  the  IBM  PC. 


Description 

Over  a period  of  several  years,  a 
variety  of  programs  were  tested  for 
inclusion  in  our  test  battery.  Each  test 
selected  met  the  criterion  that  it  could 
be  administered  on  a computer  by 
clerical  personnel.  An  additional  re- 
quirement was  that  patient  responses 
could  be  restricted  to  simplified 
choices  using  identified  keys  found  on 
the  numeric  computer  keypad. 

Tests  were  originally  developed  on 
a Radio  Shack  Model  III  but  more  re- 
cent work  has  been  done  on  a Tandy 
1000.  The  Tandy  1000  is  IBM  com- 
patible, a significant  asset  in  the 
selection  of  other  software  tools  for 
the  development  of  additional  com- 
puter capabilities.  We  selected  Radio 
Shack  because  of  the  price  f signi- 
ficantly lower  than  IBM)  and  service 
(there  are  more  Radio  Shack  outlets 
than  Macdonalds  in  the  United 
States).10 

Tests  were  developed  in  three  areas: 

1.  Computerized  tasks  — These  in- 
clude measurement  of  attention,  pic- 
ture identification,  picture  difference 


recognition,  pattern  matching  and 
unilateral  visual  neglect. 

Attention:  The  patient  is  asked  to 
attend  to  numbers  presented  on  the 
screen  in  numerical  order  from  one 
to  N.  After  presentation  of  the 
last  number  the  screen  clears  and 
the  patient  is  instructed  to  type  in 
the  last  number  seen.  Numbers 
are  selected  within  a prescribed 
range  using  the  pseudo  random 
function  of  the  computer.  In  addi- 
tion to  quantifying  attention,  this 
task  measures  immediate  memory. 

Picture  Identification:  Simple  pic- 
tures are  presented  on  the  screen 
and  the  patient  is  asked  to  identify 
the  pictures  from  multiple  choices. 

Picture  Difference  Recognition: 
From  sets  of  three  or  four  pictures 
the  patient  is  asked  to  select  the 
one  that  is  different. 


Pattern  Matching:  Two  pictures 

are  presented  one  after  the  other  on 
the  screen.  The  patient  is  asked  to 
determine  if  the  pictures  are  the 
same  or  different  from  one  another. 

Reaction  Time/Unilateral  Visual 
Neglect:  The  patient  is  asked  to 

respond  to  a stimulus  at  various 
points  on  the  computer  screen. 
Points  are  selected  at  random  but 
the  testing  algorithm  insures  cover- 
age of  all  quadrants  on  the  visual 
field.  Response  time  to  each  stim- 
ulus is  plotted  and  correlated  to 
averages  for  the  patient’s  age. 

2.  Computerized  psychiatric  assess- 
ment — True/  False  questions  were 
used  to  develop  scales  in  the  areas  of 
alcohol  abuse,  psychotic  thinking, 
depression,  anxiety,  obsessive  com- 
pulsive behavior,  drug  abuse,  and  de- 
pendency. 

3.  Computerized  dementia  screening 
— Computerized  tests  were  developed 
to  measure  orientation,  registration, 
calculation,  abstraction,  immediate 
memory,  recent  memory,  and  remote 
memory. 


Patient  Acceptance 

There  was  suprisingly  little  reluc- 
tance on  the  part  of  the  patient  to  in- 
teract with  the  computer,  a reflection 
perhaps  of  the  general  public’s  expec- 
tation of  “high  tech”  experiences  in 
today’s  medical  practice.  Some  man- 
ifestly organically  impaired  patients 
could  not  be  tested  but  fear  of  the 
computer  w7as  simply  not  a factor. 

In  the  psychiatric  sphere,  questions 
ordinarily  considered  sensitive  seem 
more  easily  answered  to  the  computer 
than  to  pencil  and  paper  or  another 
person. 

Reliability 

“Expert”  systems  of  a variety  of 
sorts  have  been  developed  using  com- 
puter technology.  Programs  such  as 
Internist-1  at  the  University  of  Pitts- 
burgh are  used  to  mimic  some  of  the 
functions  of  a human  expert.  Expert 
systems  were  developed  from  research 
into  artificial  intelligence  begun  in 
the  mid  -’60s.  Expert  systems  are 
different  from  a standard  computer 
program.  For  an  “expert”  to  be  re- 
quired the  subject  needs  to  be  diffi- 
cult to  quantify  and  of  such  com- 
plexity that  a simple  algorithm  is  in- 
sufficient to  its  needs.  Expert  systems 
attempt  to  mimic  the  problem-solving 
methods  of  the  human  expert.11 

A program  was  designed  to  pre- 
dict diagnostic  category  similar  to 
MYCIN,  an  expert  system  in  the  field 
of  infectious  diseases.  The  program 
established  a knowledge  base  of  “if 
. . . then”  rules  for  predicting  the 
diagnostic  category.  Rules  were  de- 
veloped based  on  the  testing  of  several 
hundred  patients  and  the  application 
of  diagnostic  criteria  ordinarily  used 
in  the  labeling  of  mental  illness.  As 
the  base  of  tested  patients  is  enlarged, 
this  data  base  is  analyzed  and  re- 
fined to  further  develop  the  rules  and 
improve  its  diagnostic  reliability. 

Validation 

To  validate  the  Computerized  Neu- 
rocognitive Assessment,  comparison 
was  made  in  three  separate  areas: 
comparison  to  organic  findings  sug- 
gested by  the  Mini  Mental  State;12 
comparison  to  psychiatric  findings 
suggested  by  the  Minnesota  Multi- 
phasic  Personality  Inventory;  and 


N eurocognitive  evaluation  generally  includes  an  assessment  of 
recent  and  remote  memory , motor  function , language  compre- 
hension, attention , concentration , reading  and  perceptual  func- 
tioning. 
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comparison  to  the  attending  phy- 
sician’s final  diagnosis. 

Folstein  et  al.12  developed  the  Mini 
Mental  State  as  a simplified  form  of 
the  “cognitive  mental  status  examina- 
tion.” Using  11  questions,  the  test 
evaluates  orientation,  registration,  at- 
tention, calculation,  recall,  and  lan- 
guage. It  was  found  to  be  a valid 
test  of  cognitive  function.  This  test 
was  administered  to  25  patients  also 
being  tested  with  the  CNCE.  Using 
the  computerized  dementia  screen, 
there  was  an  agreement  of  cognitive 
impairment  in  92  per  cent  of  the 
sample. 

One  function  of  the  CNCE  is  to 
identify  the  possibility  of  mental  ill- 
ness in  the  patient.  To  accomplish 
this,  programmed  questions  are  asked 
and  responses  are  scaled  in  a manner 
similar  to  that  used  to  scale  the 
MMPI.  Because  the  scales  are  not  the 
same,  comparison  was  made  for  in- 


dication of  any  psychopathology  in 
the  CNCE  and  elevation  of  any 
Clinical  Scale  in  the  MMPI.  On  the 
basis  of  this  comparison,  there  was 
agreement  on  the  presence  of  path- 
ology in  88  per  cent  of  the  cases. 

For  a comparison  with  the  attend- 
ing physician’s  final  diagnosis,  eight 


TABLE 


Category 

Total 

Patients 

Per  Cent 
Correct 

Psychosis 

10 

60 

Major  Depressive  Disorder  8 

75 

Alcohol  Abuse 

45 

91 

Depressive  Reaction 

11 

90 

Anxiety 

4 

25 

Drug  Abuse 

11 

72 

Organic  Conditions 
(inch  Demen) 

14 

85 

Pseudodementia 

2 

50 

broad  diagnostic  categories  were  es- 
tablished and  a printout  was  pro- 
grammed to  identify  the  three  most 
likely  diagnoses  in  order  of  their 
likelihood.  In  a sample  of  105  pa- 
tients, one  of  the  computer’s  three 
choices  agreed  with  the  attending 
physician’s  final  diagnosis  in  81  per 
cent  of  the  cases  overall. 

The  computer’s  first  choice  agreed 
with  the  final  diagnosis  of  the  phy- 
sician 68  per  cent  of  the  time.  In  as 
much  as  the  rules  for  predicting  the 
diagnosis  are  programmed  on  an 
analysis  of  the  scoring  patterns  of 
patients  with  a specific  diagnosis,  it 
seems  likely  that  the  reliability  of  the 
computer’s  predictions  will  improve 
as  more  patients  are  added  to  the  data 
base.  Studies  to  establish  any  correla- 
tion between  the  CNCE  and  other 
diagnostic  procedures  which  demon- 
strate cerebrovascular  disease  are 
currently  being  carried  out. 


Conclusions 

Results  of  our  study  indicate  that 
the  computer  can  identify  what  Ja- 
cobs4 calls  “Diminished  Cognitive 
Capacity,”  a group  including  patients 
with  organic  conditions,  minimal  ed- 
ucation, or  those  suffering  from  social 
deprivation.  In  that  paper  the  author 
points  out  it  is  then  relatively  easy  to 
differentiate  patients  suffering  from 
an  organic  condition  from  those  with 
minimal  education. 

The  same  paper  points  out  that  it 
is  important  to  identify  diminished 
cognitive  capacity  since  this  will  have 
a bearing  on  the  patient’s  ability 
to  cooperate  in  his  own  treatment  or 
to  give  informed  consent.  In  that 
same  regard,  it  seems  equally  import- 
ant to  identify  the  possible  presence 
of  psychiatric  illness  as  the  Com- 
puterized Neurocognitive  Evaluation 
does. 


Results  of  testing  by  the  CNCE 
when  measured  by  standards  applied 
to  other  scientific  endeavors  seem 
crude.  Nevertheless,  certain  uses 
might  be  found  to  be  of  some  signif- 
icant value.  One  potential  use  of  the 
CNCE  is  for  the  non-psychiatrist  to 
evaluate  the  neuropsychiatric  com- 
ponent of  any  medical  condition  being 
treated.  For  the  psychiatrist,  the 
CNCE  provides  a means  for  quantify- 
ing what  he  might  otherwise  recognize 
hut  be  unable  to  validate  on  strictly 
clinical  grounds.  The  CNCE  can  in- 
dicate the  need  for  further  evaluation 
and  can  do  so  quickly  and  con- 
veniently. At  a time  when  justifica- 
tion for  extensive  testing  is  coming 
under  increased  scrutiny,  the  CNCE 
can  be  used  as  a screening  tool  to  in- 
dicate areas  needing  further  investiga- 
tion. 
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In  order  to  assess  the  recent  inci- 
dence and  severity  of  whooping  cough 
in  West  Virginia,  we  reviewed  all 
supplementary  pertussis  surveillance 
reports  submitted  to  the  State  De- 
partment of  Health,  Epidemiology, 
from  January  1,  1979,  to  August  20, 
1984.  We  present  in  detail  one  il- 
lustrative patient  and  summarize  epi- 
demiologic information  on  52  re- 
ported cases.  Although  the  incidence 
of  pertussis  in  West  Virginia  and  the 
United  States  demonstrated  little 
variation  over  the  study  period,  the 
data  indicate  that  whooping  cough 
continues  to  be  a severe  disease  with 
a high  rate  of  hospitalization,  pri- 
marily affecting  inadequately  im- 
munized infants  and  young  children. 

After  reviewing  the  adverse  effects 
and  contraindications  to  administra- 
tion of  pertussis  vaccine,  our  results 
support  the  recommendations  of  the 
American  Academy  of  Pediatrics  and 
the  Immunization  Practices  Advisory 
Committee  to  continue  immunization 
of  all  children  without  specific  con- 
traindications with  the  current  diph- 
theria-tetanus-pertussis vaccine. 

Introduction 

Whooping  cough  was  once  a major 
health  problem  in  the  United 
States,  with  as  many  as  265,000 
cases  and  9,000  to  12,000  deaths  re- 
ported at  its  peak  in  the  1930s.1  After 
the  introduction  and  widespread  use 
of  pertussis  vaccines,  these  levels  were 
substantially  reduced  to  present  re- 
ports of  1,000  to  3,000  cases  and  5 
to  20  deaths  annually.  Epidemics  of 
the  disease  occur  infrequently,  with 
recent  outbreaks  noted  in  Oklahoma 
and  Maryland.2,3 

As  the  national  incidence  of  per- 
tussis has  declined,  questions  have 
been  raised  as  to  whether  the  risk- 


benefit  ratio  of  the  vaccine  justi- 
fies current  immunization  practices. 
The  decision  to  recommend  continued 
routine  pertussis  vaccination  depends 
on  the  severity  and  risk  of  developing 
the  disease  and  the  efficacy  and  ad- 
verse reactions  of  the  vaccine.4  In 
this  report,  we  describe  the  epidem- 
iology of  pertussis  in  West  Virginia 
and  examine  the  factors  involved  in 
the  pertussis  immunization  contro- 
versy. 

During  the  first  four  months  of 
1984,  four  cases  of  pertussis  con- 
firmed by  culture  and/ or  fluorescent 
antibody  test  were  reported  in  Cabell 
County,  West  Virginia.  All  four 
cases  presented  with  nasal  discharge, 
cough,  and  URI-like  symptoms.  Three 
of  the  four  patients  required  hos- 
pitalization for  respiratory  distress 
with  wheezing  or  cyanotic  episodes. 
All  hospitalized  patients  had  negative 
nasopharyngeal  viral  cultures.  None 
of  the  infants,  aged  four  weeks,  six 
and  one  half  weeks,  three  months,  and 
13  months,  had  received  any  im- 
munizations. All  patients  were  treated 
with  erythromycin  (Pediamycin)  and 
have  been  seen  in  followup  without 
further  sequelae.  A representative 
case  is  presented. 

Case  Report 

A one-month-old,  female  infant  was 
brought  to  John  Marshall  Medical 
Services  Pediatric  Clinic  in  January 
with  a history  of  severe  choking  cough 
associated  with  apneic  and  cyanotic 
episodes.  Nasal  congestion  and  mild 
cough  had  been  present  for  several 
days  without  temperature  elevation, 
vomiting  or  diarrhea.  The  mother 
had  similar  URI  symptoms.  The  child 
had  been  in  good  health  at  a two-week 
clinic  visit  and  had  not  received  any 
immunizations. 

On  examination,  vital  signs  were 
pulse  160/min,  respiratory  rate 
28/ min  and  rectal  temperature 
100.6  F.  The  patient  was  well  hy- 
drated with  appropriate  weight  gain 
but  was  in  mild  respiratory  distress 


without  retractions  or  nasal  flaring. 
On  auscultation,  diffuse  rhonchi  and 
wheezes  were  heard.  The  hematocrit 
was  44  per  cent  and  the  WBC  30,900 
mm3  with  69  per  cent  lymphs,  24  per 
cent  polys,  one  per  cent  bands,  five 
per  cent  monos,  and  one  per  cent  eos. 
Electrolytes  and  sweat  chloride  were 
within  normal  limits.  Chest  roentgen- 
ogram revealed  hyperexpansion  of  the 
lungs  without  infiltrate  or  atelectasis. 

The  diagnosis  of  respiratory  dis- 
tress secondary  to  bronchiolitis  was 
made  and  the  child  was  admitted. 

Frequent  spells  of  coughing,  gagging, 
and  cyanosis  accompanied  with  tena- 
cious secretions  continued  despite 
oxygen,  chest  physiotherapy  and  naso- 
pharyngeal suctioning.  Because  of 
increased  frequency  and  severity  of 
these  paroxysms,  the  infant  was  trans- 
ferred to  the  pediatric  intensive  care 
unit  for  close  monitoring.  Erythro- 
mycin (50  mg/kg/day)  was  begun 
for  presumptive  pertussis.  Subse- 
quently, nasopharyngeal  smears  by 
direct  fluorescent  antibody  test  and  a 
cough  plate  culture  on  Bordet-Gengou 
medium  were  positive  for  Bordetella 
pertussis.  The  patient  was  discharged 
in  good  health  after  nine  days  and 
has  continued  to  do  well  on  followup. 

Materials  and  Methods 

This  recent  cluster  of  pertussis  led 
us  to  investigate  reported  disease  in 
West  Virginia  from  January  1,  1979, 
through  August  20,  1984.  The  Cen- 
ter for  Disease  Control  (CDC),  in 
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Figure.  Reported  pertussis  cases  in 
West  Virginia,  1979-1984. 

*No  data  available  on  number  of  patients  hos- 
pitalized for  this  year. 
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cooperation  with  state  health  depart- 
ments, initiated  a supplementary  per- 
tussis surveillance  system  in  1979  to 
gather  more  detailed  information  on 
cases.  Each  state  surveillance  report 
was  reviewed  and  data  tabulated  as  to 
geographical  distribution,  age,  sex, 
immunization  status,  clinical  signs  and 
symptoms,  and  complications. 

Results 

Fifty-two  cases  of  pertussis  were 
reported  and  verified  by  the  West  Vir- 
ginia State  Department  of  Health  dur- 
ing the  five-year  period.  B.  pertussis 
was  confirmed  by  positive  culture  in 
nine  cases  and  by  direct  fluorescent 
antibody  test  in  15  cases  for  a total 
of  24  (46  per  cent)  diagnosed  by 
laboratory  criteria.  Twenty-three  pa- 
tients (44  per  cent)  were  considered 
to  have  pertussis  based  on  presenting 
clinical  symptoms  and  course  of  dis- 
ease. The  criteria  for  diagnosis  were 
not  described  in  five  cases  ( 10  per 
cent ).  Reported  cases  from  West  Vir- 
ginia ranged  from  three  to  14  per 
year,  representing  approximately 
0.5  per  cent  of  the  national  totals 
(Figure).  There  was  little  seasonal 
variation  in  the  incidence  of  pertussis 
in  the  state,  with  reports  ranging  from 
zero  to  four  per  month.  Twenty-four 
of  55  counties  in  West  Virginia  ac- 
counted for  all  disease  cases  (Table 

1) .  Fifty-six  per  cent  of  the  counties 
reported  no  pertussis  during  the  study 
period. 

Thirty-two  (61  per  cent)  of  the  52 
confirmed  cases  of  pertussis  in  West 
Virginia  were  reported  in  children 
under  the  age  of  11  months  (Table 

2 )  . One  third  of  this  group  was  rep- 
resented by  infants  less  than  three 
months  of  age.  Ages  ranged  from 
one  month  to  27  years.  Females  out- 
numbered males  27  vs  25  (52  per 
cent  vs  48  per  cent). 

The  immunization  status  was  known 
in  43  children  with  pertussis  reported 
from  1980-84.  Twenty-six  ( 60  per 
cent)  of  the  patients  had  not  received 
any  immunization  prior  to  contracting 
the  illness  (Table  3).  Only  eight  chil- 
dren (19  per  cent)  had  received  im- 
munizations considered  up-to-date 
(UTD ) for  their  respective  age. 
None  of  the  cases  had  received  four 
or  more  doses  of  pertussis  vaccine. 


Seventy  per  cent  of  the  patients  re- 
ported with  pertussis  from  1980-84 
were  hospitalized  (Figure).  There 
were  no  reports  of  deaths,  seizures  or 
encephalopathy.  Thirty-two  per  cent 
of  patients  with  chest  roentgenograms 
showed  evidence  of  pneumonia. 
Apnea  appeared  to  be  a frequent 
complication  ( 24  per  cent ) , partic- 
ularly in  the  younger  age  groups. 


Discussion 

The  incidence  of  reported  pertussis 
cases  in  the  United  States  and  in  West 
Virginia  has  shown  no  significant 
change  over  the  last  five  years.  Un- 
fortunately, supplementary  pertussis 
surveillance  forms  have  been  filed 
on  as  few  as  20  per  cent  of  the  total 
cases  reported  to  the  CDC.4  Hospital- 
ized, laboratory-confirmed  and  clas- 
sical cases  may  thus  be  overrep- 
resented in  the  study  populaton.  The 
data  may  be  further  questioned  due 
to  the  use  of  clinical  as  well  as  labora- 
tory diagnostic  criteria.  Our  review, 
however,  indicates  that  pertussis  in 


TABLE  1 

Reported  Pertussis  Cases  by  County, 
West  Virginia,  1979-1984 


County 

Number  of  Cases 

Cabell 

6 

Raleigh 

6 

Berkeley 

5 

Jefferson 

5 

Calhoun 

3 

Kanawha 

3 

Nicholas 

3 

Upshur 

3 

Brooke 

2 

Roane 

2 

One  case  each  reported  in  Clay,  Doddridge, 
Gilmer,  Greenbrier,  Hancock,  Jackson, 

Marion,  Marshall,  Mason,  Mercer,  Ohio, 

Pendleton,  Webster,  and 

Wood  counties. 

TABLE  2 

Reported  Pertussis 

Cases,  by  Age 

Group,  West  Virginia, 

1979-1984 

Age  Group 

Number  (%) 

<3  months 

10  (19) 

3-6  months 

11  (21) 

6-11  months 

11  (21) 

12-18  months 

4 (8) 

18-23  months 

6 (12) 

24-36  months 

5 (9.5) 

>36  months 

5 (9.5) 

Total 

52  (100) 

West  Virginia  continues  to  be  a severe 
disease  with  substantial  health  impact 
affecting  infants  and  young  children 
with  low  immunization  levels  and  re- 
sulting in  a high  rate  of  hospitaliza- 
tion. A statistical  comparison  of  per- 
tussis surveillance  data  in  the  United 
States  and  West  Virginia  is  presented 
in  Table  4. 

Since  the  current  risk  of  whooping 
cough  is  low,  despite  the  potential 
severity  of  the  disease,  the  efficacy 
and  safety  of  the  pertussis  vaccine 
have  received  considerable  attention. 
The  initial  series  of  three  doses  pro- 
vides a clinical  vaccine  efficacy  cal- 
culated to  be  between  63  per  cent  and 
94  per  cent.4'8  Children  who  receive 
the  vaccine  and  subsequently  develop 
pertussis  also  experience  a less  severe 

TABLE  3 

Reported  Pertussis  Cases  by  Im- 
munization Status,  West  Virginia,  1980- 
1984 


Doses  of  DPT 

Year 

0 

1 2 

3 UTD° 

1980 

3 

2 

2 

1981 

1 

2 

1982 

11 

1 2 

1983 

4 

2 1 

2 

1984 

7 

2 

1 

Total 

(%)  26  (60)6  (14)  1 (2) 

2(5)  8(19) 

“Up-to-date;  one  dose  by  3 mos,  2 doses  by 
5 mos,  3 doses  by  7 mos,  4 doses  by  19 
mos,  and  5 doses  by  5 years. 


TABLE  4 


Comparison  of  Pertussis  Surveillance 
Data  in  the  United  States  and  West  Vir- 
ginia 


United  States 

W.  Va. 

1979-834,22 

1979-84 

(n  = 

4,436)  (n 

= 52)  P 

value0 

DIAGNOSTIC  CRITERIA 

Laboratory 

69% 

46% 

<.01 

Clinical 

31% 

44% 

<.05 

Undetermined 

0% 

10% 

- 

AGE 

<1  year 

57% 

61% 

ns 

<6  months 

44% 

40% 

ns 

MORTALITY 

0.4% 

0% 

ns 

MORBIDITY 

Hospitalized 

52% 

70% 

<.01 

Apnea 

27% 

24% 

ns 

Pneumonia 

20% 

32% 

<.05 

Seizure 

2.5% 

0% 

ns 

“Statistical  analysis  by  f-test;  ns  = 
significant. 

= non- 
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illness  when  compared  to  unimmun- 
ized patients.4,5,9  Of  15,752  children 
receiving  diphtheria-tetanus-pertussis 
(DTP)  vaccine  and  followed  for  48 
hours,  64  per  cent  had  local  swelling 
and  pain,  50  per  cent  had  minor  sys- 
temic reactions  characterized  by  ir- 
ritability, and  32  per  cent  had  fever.10 
More  serious  reactions  were  limited 
to  seizures  in  nine  children  and  brief 
“hypotonic  hyporesponsive”  episodes 
in  nine  children  without  sequelae  for 
a reaction  rate  of  one  per  1,750  vac- 
cine doses.  Severe  neurologic  reac- 
tions related  to  pertussis  immuniza- 
tion are  estimated  to  occur  at  a fre- 
quency of  one  per  110,000  doses  with 
permanent  central  nervous  system 
damage  occurring  in  one  per  310,000 
doses.11  Children  who  have  had  con- 
vulsions (febrile  or  non-febrile ) at 
any  time  appear  to  have  an  increased 
risk  of  seizures  following  pertussis 
vaccination.12 

In  response  to  this  data,  both  the 
United  States  Public  Health  Service 
Immunization  Practices  Advisory 
Committee  (ACIP)  and  the  American 
Academy  of  Pediatrics  (AAP)  have 
recently  issued  supplementary  state- 
ments on  the  administration  and  con- 
traindications for  pertussis  vac- 
cine.13,14 They  recommend  that  per- 
tussis immunization  be  deferred  in  in- 
fants with  personal  histories  of  sei- 
zures occurring  before  initiation  or 
completion  of  the  four-dose  primary 
DTP  immunization  series  until  it  can 
be  determined  that  an  evolving  neu- 
rologic disorder  is  not  present.  Ab- 
solute contraindications  to  pertussis 
immunization  are  hypersensitivity  to 
vaccine  components  or  a history  of 
severe  reaction  usually  within  48 
hours  of  administration.  Severe  reac- 
tions are  defined  as  hyporesponsive 
shock-like  state,  persistent  inconsol- 
able screaming  for  three  or  more 
hours,  unexplained  temperature  of 
105  F or  greater,  seizure  with  or 
without  fever,  and  generalized  or 
local  neurological  signs  or  systemic 
allergic  reactions. 


Both  the  ACIP  and  AAP  continue 
to  recommend  strongly  routine  per- 
tussis immunization  of  infants  and 
young  children  in  the  United  States. 
Severe  epidemics  of  whooping  cough 
with  numerous  fatalities  have  occur- 
red in  both  Japan  and  Great  Britain 
after  discontinuation  of  pertussis  vac- 
cination programs.15,16  Formal  bene- 
fit-cost analyses  have  repeatedly  sup- 
ported current  immunization  prac- 
tices.17,18 The  AAP  has  recently  con- 
vened a Pertussis  Task  Force  to  main- 
tain high  immunization  levels,  educate 
physicians  and  the  public  concerning 
the  vaccine,  provide  a system  of  com- 
pensation for  children  with  vaccine- 
related  adverse  reactions,  and  pro- 
mote research  for  vaccine  improve- 
ment. 

Japanese  investigators  have  de- 
veloped an  acellular  pertussis  vac- 
cine that  may  prove  to  be  safer  and 
equally  efficacious  as  the  present 
whole  bacterial  product.15,19  Prelimi- 
nary reports  indicate  that  decreasing 
the  standard  0.5  ml  dose  of  DTP  to 

0.25  ml  may  substantially  reduce  the 
frequency  of  reactions  while  maintain- 
ing protective  antibody  response.20,21 
As  research  proceeds,  efforts  should 
be  continued  to  immunize  all  children 
without  contraindications  with  the 
current  DTP  vaccine.  Prompt  report- 
ing of  suspected  or  laboratory-docu- 
mented cases  of  pertussis  to  the  West 
Virginia  Department  of  Health  will 
improve  surveillance  within  the  state. 
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Erythema  multiforme  is  a hyper- 
sensitivity disorder  with  a wide  range 
of  clinical  manifestations.  According 
to  clinical  criteria,  it  is  divided  into 
two  major  forms:  Erythema  Multi- 
forme Minor  (E.M.  Minor)  and  Ery- 
thema Multiforme  Major  (E.M.  Ma- 
jor). Toxic  Epidermal  Necrolysis 
(T.E.N.)  is  considered  by  most  to 
represent  the  maximal  expression  of 
Erythema  Multiforme.  The  major  clin- 
ical, epidemiologic,  histopathologic, 
and  immunologic  features  of  each  are 
reviewed,  and  current  concepts  re- 
garding therapy  are  discussed. 

Introduction 

Erythema  Multiforme  is  an  acute 
inflammatory  disorder  of  the  skin  and 
mucous  membranes  occurring  as  a re- 
sult of  an  immunologic  response  to 
either  endogenous  or  exogenous  an- 
tigens. A wide  spectrum  of  clinical 
manifestations  is  noted  among  pa- 
tients, with  disease  severity  ranging 
from  a few  mild  cutaneous  inflamma- 
tory lesions  to  severe,  generalized  epi- 
dermal necrosis  and  sloughing.  Ery- 
thema Multiforme  is  separated  by 
clinical  criteria  into  two  major  forms: 
Erythema  Multiforme  Major  (E.M. 
Major)  and  Erythema  Multiforme 
Minor  (E.M.  Minor). 

Toxic  Epidermal  Necrolysis 
(T.E.N. ),  which  previously  had  been 
considered  a separate  disorder,  is  now 
thought  to  represent  the  most  severe 
form  of  Erythema  Multiforme. 

Although  each  of  these  categories 
has  its  own  distinct  clinical  features, 


they  differ  from  one  another  only  in 
terms  of  severity  and  may  be  thought 
of  as  different  stages  along  the  same 
disease  spectrum. 

Epidemiology  of  E.  M.  Minor 
and  E.  M.  Major 

Estimates  of  the  annual  incidence 
of  Erythema  Multiforme  range  from 
.01  to  1.0  per  cent  of  all  derma- 
tologic out-patient  visits.1,4  The  ma- 
jority of  cases  occur  in  otherwise 
healthy  young  adults  typically  be- 
tween the  ages  of  20  and  40  years, 
hut  up  to  20  per  cent  of  cases  occur 
in  children  and  adolescents.1  Both 
E.  M.  Minor  and  Major  appear  to 
be  rare  under  the  age  of  three  years 
and  over  the  age  of  50. 4 Approxi- 
mately 60  per  cent  of  cases  occur  in 
males.4  E.M.  Major  tends  to  occur 
more  frequently  in  young  individuals 


The  first  involved  site  is  often 
the  dorsum  of  the  hand , and 
symmetry  and  involvement  of 
the  extremities  are  classic  dis- 
tributional features  of  Ery- 
thema Multi  forme. 


(children  and  adolescents),  and  prob- 
ably represents  less  than  five  per  cent 
of  all  cases  of  Erythema  Multiforme. 
Lastly,  recurrences  appear  to  be  rel- 
atively common,  and  may  be  seen  in 
up  to  37  per  cent  of  cases;1  however, 
this  applies  primarily  to  E.M.  Minor 
(particularly  herpes-associated  multi- 
forme), as  Stevens-Johnsons  syn- 
drome rarely  is  a recurrent  disorder. 

Clinical  Features  of  E.  M.  Minor 

Prodromal  symptoms  in  E.M. 
Minor,  although  variable  and  non- 
specific, may  occur  in  up  to  30  per 
cent  of  cases1'4  The  signs  and  symp- 
toms of  this  prodrome  are  usually  sug- 
gestive of  an  upper  respiratory  tract 
infection  and  include  malaise,  fever, 
headache,  sore  throat,  rhinorrhea  and 


cough,  and  may  precede  the  onset 
of  cutaneous  lesions  by  2-10  days. 
When  such  signs  and  symptoms  are 
present  in  a given  patient,  it  is  usually 
not  evident  whether  these  represent 
an  acute  upper  respiratory  infec- 
tion which  has  subsequently  trig- 
gered an  attack  of  Erythema  Multi- 
forme or  a true  prodrome  to  the 
cutaneous  disease.  Nevertheless,  sub- 
sequent to  the  development  of  prodro- 
mal symptoms,  the  rash  of  Erythema 
Multiforme  appears. 

The  typical  primary  lesion  of  Ery- 
thema Multiforme  is  a round  erythe- 
matous macule  that  in  a few  hours  be- 
comes papular.  These  papules  may  be 
surrounded  by  various  shades  of  pink 
or  red.  measure  from  a few  millimeters 
to  two  centimeters  in  size,  and  may  re- 
semble insect  bites.  Papules  then  pro- 
gress over  the  next  24-72  hours  to 
develop  concentric  color  changes  typ- 
ical of  the  classic  target  or  iris  lesion 
of  Erythema  Multiforme.  Typically, 
the  central  portion  of  the  target  lesion 
appears  dusky,  cyanotic,  or  gray,  and 
histologically  represents  an  area  of 
epidermal  necrosis1,2'6  — this  feature 
of  epidermal  necrosis  is  common  to 
all  forms  of  Erythema  Multiforme. 
Outside  this  central  portion  are  con- 
centric rings  of  red  or  pink,  with  a 
light  edematous  ring  surrounded  by 
a bright  red  flare  at  the  margin  of 
the  lesion.  These  characteristic  fea- 
tures and  lesions  become  somewhat 
more  complex  as  the  eruption  evolves. 

Lesions  may  be  few  in  number  or 
extensive.  The  first  involved  site  is 
often  the  dorsum  of  the  hand,  and 
symmetry  and  involvement  of  the 
extremities  are  classic  distributional 
features  of  Erythema  Multiforme.1,2 
Because  lesions  begin  distally  and 
spread  proximally,  Erythema  Multi- 
forme may  be  polymorphous  in  its 
appearance,  with  different  types  of 
lesions  present  simultaneously.  Indi- 
vidual lesions  may  be  seen  to  coalesce 
into  large  irregular  plaques  with  or 
without  central  clearing,  or  may 
vesiculate,  erode,  or  crust  over.  Char- 
acteristically, however,  lesions  resolve 
with  some  crusting  or  scaling  and  heal, 
leaving  only  post-inflammatory  hyper- 
pigmentation. Scarring  and  atrophic 
changes  are  rare. 
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The  reason  for  this  distribution  of 
lesions,  as  is  observed,  is  not  well 
understood;  however,  two  factors 
seem  to  play  a major  role  in  the 
production  of  skin  lesions  of  Erythema 
Multiforme — ultraviolet  light  and 
trauma.1,2  Both  acute  and  chronic 
ultraviolet  light  exposure,  and  cu- 
taneous trauma  have  been  associated 
experimentally  with  the  production  of 
skin  lesions  of  Erythema  Multiforme 
in  patients  who  have  active  skin  dis- 
ease.2 Both  the  concept  of  photo  ac- 
centuation and  trauma-inducing  le- 
sions of  Erythema  Multiforme  can  be 
considered  examples  of  the  Koebner 
phenomenon.  Although  mucosal  in- 
volvement was  not  part  of  the  or- 
iginal definition  of  Erythema  Multi- 
forme, some  mucosal  (particularly 
oral)  involvement  may  be  seen  in 
otherwise  typical  E.M.  Minor.  The 
evolution  of  mucosal  lesions  in  E.M. 
is  identical  with  that  of  the  skin  le- 
sions both  clinically  and  histologically, 
but  occurs  much  more  rapidly.  Us- 
ually the  evolution  of  typical  cuta- 
neous lesions  is  on  the  order  of  24-72 
hours;  however,  on  mucous  mem- 
branes, erythema  progresses  to  edema 
to  blistering  and  to  erosion  within  a 
few  hours. 

Associated  symptoms  in  E.M.  Mi- 
nor are  usually  few  to  none.  Patients 
may  complain  of  burning,  stinging  or 
itching  of  cutaneous  lesions,  malaise, 
and  pain  in  association  with  mucosal 
lesions;  however,  systemic  signs  and 
symptoms  such  as  fever,  myalgias  or 
arthralgias  are  rare.  The  course  of 
E.M.  Minor  is  typically  benign,  with 
patients  continuing  to  develop  new 
lesions  usually  over  3-5  days;  patients 
on  rare  occasions  may  he  seen  to  de- 
velop cutaneous  lesions  for  up  to  two 
weeks.  In  most  instances,  the  total 
duration  of  skin  disease  from  the  ap- 
pearance of  the  first  lesion  to  the  heal- 
ing of  all  lesions  is  approximately 
four  weeks.  Although  it  may  recur, 
there  are  no  significant  complications 
other  than  some  post-inflammatory 
hyperpigmentation  that  spontaneously 
resolves  within  a few  months. 

Clinical  Features  of  E.  M.  Major 
(Stevens-Johnson  Syndrome) 

Prodromal  symptoms,  although  un- 
common in  E.M.  Minor,  are  seen  in 
the  majority  of  patients  with  Stevens- 


Johnson  syndrome.  These  symptoms 
typically  precede  the  onset  of  mucocu- 
taneous disease  by  one  day  to  two 
weeks  and  may  include  malaise,  fever, 
myalgias,  arthralgias,  headache,  sore 
throat,  cough,  chest  pain,  abdominal 
pain,  vomiting,  and  diarrhea.1,2,4  This 
prodrome  is  then  followed  by  the  ex- 
plosive onset  of  inflammatory  bullous 
lesions  on  mucous  membranes,  and 
the  cutaneous  eruption. 

The  mucous  membrane  lesions  pro- 
gress through  the  same  stages  as  de- 
scribed— from  erythema  to  edema 
to  blister  formation  to  erosion  to 
pseudomembrane  formation  within  a 
few  hours.  Stevens-Johnson  syndrome 
is  characterized  by  involvement  of  at 
least  two  mucosal  surfaces,  and  typ- 
ically mucous  membrane  involvement 
is  severe.  The  most  commonly  in- 
volved mucosal  surfaces  are  the  con- 
junctiva, oral  mucosa  and  lips;  how- 
ever. any  and  all  mucous  membranes 
may  be  involved.  In  the  eye,  the  con- 
junctivitis may  be  bilateral  and  pu- 
rulent.2,4 Eye  involvement  may  pro- 
gress to  corneal  ulcers,  anterior 
uveitis,  and  panophthalmitis.2,4 

Oral  mucosa  and  lip  involvement 
typically  evolves  into  buccal  and 
palatal  erosions  with  pseudomem- 

In  contrast  with  E.  M. 
Minor , which  is  a benign  illness 
with  few  or  no  complications , 
Stevens-Johnson  syndrome 
often  may  lead  to  serious  com- 
plications. 

brane  formation,  and  hemorrhagic 
crusting  of  the  lips.  Erosive  lesions 
may  be  seen  on  any  mucous  mem- 
brane. Mouth,  pharyngeal,  and  eso- 
phageal involvement  may  result  in 
dysphagia2,3  and  necessitate  paren- 
teral nutritional  support;  involvement 
of  the  tracheo-bronchial  tree  may  pre- 
dispose to  pneumonia,1,3,4  and  gen- 
itourinary involvement  may  result  in 
acute  urinary  retention.2,4 

In  Stevens-Johnson  syndrome,  skin 
findings  may  be  variable.1,2,4  Patients 
may  have  a few  scattered  macules, 
papules,  or  target  lesions  over  the 
distal  extremities;  or,  they  may  have 
diffuse  confluent  edematous  erythema 
with  desquamation  over  the  distal  ex- 


tremities with  typical  iris  lesions 
situated  proximally;  or,  they  may 
have  severe  erythroderma  with  large 
inflammatory  bullae  distally  and  even 
proximally.  Patients  with  this  severe 
bullous  form  are  then  approaching 
the  most  severe  form  of  multiforme — 
that  of  Toxic  Epidermal  Necrolysis. 
It  should  be  emphasized  that  systemic 
signs  and  symptoms  are  a common,  if 
not  a constant,  feature  of  Stevens- 
Johnson  syndrome. 

In  contrast  with  E.M.  Minor,  which 
is  a benign  illness  with  few  or  no  com- 
plications, Stevens-Johnson  syndrome 
often  may  lead  to  serious  complica- 
tions. The  mortality  rate  in  Stevens- 
Johnson  syndrome  ranges  from  3-18 
per  cent.1,3  Most  complications  of 
Stevens-Johnson  syndrome  are  a 
result  of  mucous  membrane  involve- 
ment. Up  to  10  per  cent  of  patients 
may  have  permanent  visual  impair- 
ment as  a result  of  keratitis,  either 
from  acute  lesions  on  the  cornea  or 
as  a late  complication  of  conjunctival 
scarring.1,3  Perforation  of  the  bulb, 
uveitis,  corneal  opacities,  and  syn- 
echiae  have  all  been  reported.1,2 
Other  complications  have  included 
pneumonia,1'4  esophageal  stricture,1 
urethral  and  vaginal  strictures,3,4 
hepatitis,1  acute  tubular  necrosis,2,4 
myocardial  damage,  hematologic  ab- 
normalities, pneumothorax,  and  med- 
iastinal emphysema.1 

Although  cutaneous  complications 
are  rare,  and  the  skin  usually  heals 
within  six  weeks,  occasionally  one 
may  see  shedding  of  the  nails,  loss  of 
hair  (eyelashes  or  eyebrows),  or  erup- 
tive nevi  as  a result  of  severe  cuta- 
neous involvement.1  Secondary  infec- 
tion of  cutaneous  lesions  may  also 
occur. 

Histopathologic,  Immunologic 
Findings  in  E.  M. 

The  primary  finding  characteristic 
of  Erythema  Multiforme  is  that  of  an 
intense  dermal  inflammatory  reaction 
that  is  focused  against  the  epidermis, 
causing  death  of  individual  keratino- 
cytes.1  6 Histologically,  there  is  an 
edematous  spinous  layer  producing 
spongiosis  of  the  epidermis,  with  the 
presence  of  lymphocytes  within  the 
stratum  malphighii — known  as  ex- 
ocytosis.  Eosinophilic,  degenerated, 
necrotic  keratinocytes,  and  vacuolar 
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degeneration  of  the  basal  layer  ker- 
atinocytes  are  characteristic  features 
of  Erythema  Multiforme.  The  cytoly- 
sis  which  occurs  in  the  basal  layer 
may  result  in  the  formation  of  a sub- 
epidermal  blister. 

The  histologic  findings  in  Erythema 
Multiforme  suggest  an  immune  path- 
ogenesis in  the  development  of  skin 
lesions.  There  is  evidence  for  both 
cell-mediated  immune  cytotoxicity, 
and  immune  complex  deposition  in 
the  production  of  skin  disease.  The 
predominantly  lymphocytic  infiltrate 
seen  in  skin  lesions  suggests  a cell- 
mediated  immune  mechanism,  as  do 
positive  skin  tests  to  known  offending 
drugs,  and  lymphocyte  blast  transfor- 
mation in  vitro  when  patients’  leuko- 
cytes are  exposed  to  the  offending 
drug.3  The  finding  of  perivascular 
IgM  and  C3  by  direct  immunofluore- 
scence1'3,5,6 and  immune  complexes  in 
the  sera  of  patients  with  Erythema 
Multiforme7,8  supports  a role  for  im- 
mune complexes  in  disease  produc- 
tion; however,  there  is  no  single  ex- 
planation for  the  cutaneous  immuno- 
logic reaction  of  Erythema  Multi- 
forme, and  the  inflammatory  process 
is  usually  referred  to  as  a hypersen- 
sitivity reaction  1,3,4  in  which  both  cel- 
lular and  humoral  mechanisms  con- 
tribute to  disease  production.  The 
specific  antigenic  stimulus  remains  un- 
identified. 

Etiologic  Associations  in  E.  M. 

The  Table  is  a summary  of  pre- 
cipitating factors  associated  with  Ery- 
thema Multiforme.  The  majority  of 
etiologic  associations  fall  into  two 
major  categories — infectious  agents 
and  drugs.  There  are  only  three 
etiologically  associated  Erythema 
Multiforme  syndromes  that  have  been 
well  described  in  the  literature:  (1) 
herpes-associated  Erythema  Multi- 
forme; (2)  mycoplasma-associated 
Erythema  Multiforme;  and  (3)  drug- 
associated  Erythema  Multiforme.1 3-4 
Herpes-associated  Erythema  Multi- 
forme in  almost  all  instances  is  E.M. 
Minor,  and  typically  follows  a recur- 
rent labial  or  genital  (HSV  type  I or 
II)  infection  by  one  to  three  weeks. 
It  occurs  primarily  in  young  adults, 
is  often  recurrent,  and  represents  up 
to  70  per  cent  of  all  cases  of  Erythema 


Multiforme.  Mycoplasma  - associated 
Erythema  Multiforme  is  seen  primar- 
ily in  children  and  young  adults,  and 
follows  the  respiratory  illness  by  one 
to  three  weeks.  It  is  characterized  by 
E.M.  Major,  and  recurrences  are  un- 
common. Drug-associated  Erythema 
Multiforme  occurs  primarily  in  adults 
one  to  three  weeks  after  the  initiation 
of  drug  therapy,  and  is  characterized 
by  E.M.  Major  or  T.E.N.  Although 
recurrences  are  uncommon,  they  are 
likely  if  the  same  drug  is  readminis- 
tered. 

Therapy 

The  therapy  of  Erythema  Multi- 
forme must  take  into  account  the 
severity  of  the  disease,  and  consists 
of  three  basic  measures.  First  is  the 
removal  of  any  causative  agent  when- 
ever this  is  possible — this  of  course 
applies  primarily  to  drug-related  Ery- 
thema Multiforme.  Second  is  that  of 
supportive  care.  Symptomatic  relief 
of  skin  discomfort  may  include  the 
use  of  antipruritics,  cool  compresses, 
and  topical  steroids.  Of  prime  impor- 
tance is  the  observation  for  and  treat- 
ment of  any  secondary  infections 
that  may  occur.  Eye  involvement,  as 

TABLE 

Etiologic  Associations  of  E.M.  Minor  & 
Major 

1.  Systemic  drugs 
— Sulfonamides 
— Tetracyclines 
— Penicillins 

— Diphenylhydantoin 
— Phenylbutazone 
— Barbiturates  & numerous  others 

2.  Infections 

— Viral  (Herpes  Simplex  I and  II, 
Measles,  Mumps,  Hepatitis  B,  Vac- 
cinia, and  others) 

— Bacterial  (Yersinia,  pneumococcus, 
streptococcus  and  others) 

— Spirochetes 
— Mycoplasma 
— Mycobacterial 

— Deep  and  superficial  fungus  infec- 
tions 

— Parasites 

3.  Miscellaneous 

— Neoplasms  (lymphoma,  leukemia,  x- 
ray  therapy  for  solid  tumors) 

— Immunizations 
— Collagen  diseases 
— Endocrine 

— Physical  agents  (cold,  ultraviolet 
light) 

— Idiopathic 


stated  before,  is  a source  of  major 
complications  in  E.M.  Major,  and 
care  should  involve  consultation  with 
an  ophthalmologist.  Supportive  care 
of  eye  lesions  includes  wet  compresses, 
irrigation,  lysis  of  adhesions,  and  top- 
ical steroids.  Oral  lesions  are  a 
source  of  major  discomfort  in  patients 
with  Erythema  Multiforme,  and 
cleansing  solutions  such  as  peroxides, 
anesthetic  agents  (Benadryl  Elixer®), 
and  parenteral  nutritional  support 
may  be  necessary.  General  measures 
should  include  maintenance  of  fluid 
and  electrolyte  balance,  and  close  ob- 
servation for,  and  treatment  of.  sepsis. 

There  is  currently  controversy  re- 
garding the  use  of  systemic  steroids 
in  the  treatment  of  Erythema  Multi- 
forme.2'4 There  are  no  good  con- 
trolled studies  to  prove  their  benefit 
in  severe  Erythema  Multiforme,  and 
many  now  feel  that  the  use  of  sys- 
temic steroids  does  nothing  to  alter 
the  course  of  the  disease  and  may  in 
fact  be  detrimental  by  increasing  the 
number  of  complications  I particularly 
secondary  infection  and  sepsis).  One 
study  has  shown  that  steroids  may 
even  prolong  the  course  of  the  ill- 
ness.9 It  is  probably  best  to  avoid 
the  use  systemic  steroids  in  the 
treatment  and  focus  primarily  on  good 
supportive  care  of  the  patient  until 
the  illness  has  run  its  course. 

Toxic  Epidermal  Necrolysis 

Toxic  Epidermal  Necrolysis 
(T.E.N.)  is  considered  to  be  the  most 
severe  form  of  Erythema  Multi- 
forme.2,5,10 In  the  current  literature, 
there  is  very  little  data  regarding  the 
epidemiology  of  T.E.N.,  but  fortun- 
ately it  is  a rare  disease.10  The  mor- 
tality rate  for  this  condition  may  range 
from  40-70  per  cent,  and  in  those 
who  survive,  the  rate  of  the  muco- 
cutaneous complications  is  high. 
Although  it  may  be  seen  in  children, 
it  is  a disease  which  primarily  affects 
adults,  and  occurs  more  frequently  in 
females. 

Clinically,  T.E.N.  is  characterized 
by  a prodrome  in  which  patients  com- 
plain of  an  ocular  burning  sensation, 
skin  tenderness,  fever,  malaise,  and 
arthralgias,  much  like  the  prodrome 
seen  in  Stevens-Johnson  syndrome. 
This  prodrome  is  then  followed  within 
a few  hours  to  days  by  a morbilliform 
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rash  which  appears  first  over  the 
distal  extremities  and  face.  This 
rapidly  becomes  confluent  and  pro- 
gresses proximally  into  a generalized 
erythroderma. 

The  erythema  often  shows  a cya- 
notic or  pale  livid  hue  as  is  seen  in 
the  center  of  target  lesions  of  Ery- 
thema Multiforme.  Once  confluence 
is  reached,  large  serous  or  serosan- 
guinous  subepidermal  blisters  develop 
in  some  areas,  whereas  in  other  areas 
large  sheets  of  epidermis  are  shed, 
exposing  the  underlying  dermis.  The 
Nikolski’s  sign  is  positive.  This  pro- 
cess of  epidermal  necrosis  may  also 
involve  cutaneous  appendages,  and 
fingernails,  toenails,  eyebrows,  and 
eyelashes  may  all  be  shed  along  with 
the  surrounding  epidermis.10  In  al- 
most all  cases,  mucous  membrane  in- 
volvement is  severe  with  involvement 
of  several  mucosal  surfaces  as  de- 
scribed in  Stevens-Johnson  syndrome. 

Patients  with  T.E.N.  are  character- 
istically severely  ill  with  systemic 
signs  and  symptoms,  and  the  disease 
has  a prolonged  course,  lasting  several 
weeks.  As  in  Erythema  Multiforme, 
there  may  be  a wide  spectrum  of  dis- 
ease severity.  Although  some  cases 
may  have  limited  epidermal  sloughing 
and  mucous  membrane  involvement, 
it  is  still  more  severe  than  Stevens- 
Johnson  syndrome  and  has  a high 
mortality  and  complication  rate. 

The  histopathologic  findings  of 
T.E.N.  are  similar  to  those  found  in 
Erythema  Multiforme,  with  the  pri- 
mary features  being  extensive  degene- 
ration of  the  basal  layer  of  the  epi- 
dermis, with  the  detachment  of  the 
epidermis  from  the  underlying  dermis, 
and  numerous  eosinophilic  necrotic 
keratinocytes  within  the  detached 
epidermis. 2,5,10,11  A suprising  find- 
ing is  the  relative  lack  of  inflamma- 
tory cells  in  the  dermis.1,10,11  Since 
T.E.N.  is  considered  to  be  a hyper- 


sensitivity disorder  with  an  immune 
pathogenesis,10,11  then  an  intense  der- 
mal inflammatory  infiltrate  would  be 
expected.  This,  however,  is  not  the 
case. 

Precipitating  factors  associated 
with  T.E.N.  are  much  the  same  as 
those  noted  for  E.M.  Minor  and  Ma- 
jor (Table  I.  The  majority  of  cases, 
however,  are  drug-associated,  with 
sulfonamides,  hydantoins,  barbitu- 
rates, butazones  and  antibiotics  being 
the  most  frequently  implicated 
drugs.10,11  Among  these  medications, 
the  sulfonamides  (particularly  long- 
acting  sulfonamides)  have  been  the 
most  frequently  documented  precip- 
itating factor  in  T.E.N.1,11 

The  types  of  complications  seen  in 
T.E.N.  are  similar  to  those  for  Stev- 


Patients  ivith  T.E.N.  are  char- 
acteristically severely  ill  ivith 
systemic  signs  and  symptoms , 
and  the  disease  has  a prolonged 
course , lasting  several  iveeks. 


ens-Johnson  syndrome,  but  are  more 
frequently  encountered  and  much 
more  severe.  Infection  is  the  single 
most  common  complication  and  the 
major  cause  of  death  in  patients  with 
T.E.N.  The  most  common  sites  of 
infection  are  the  skin  and  mucosal 
surfaces,  lungs  and  blood,  with  the 
most  frequently  recovered  organisms 
being  Staph.  Aureus,  Pseudomonas, 
Klebsiella,  E.  coli,  Serratia,  and 
Candida.11 

Treatment  in  all  cases  should  be 
in  a burn  unit  whenever  possible  and 
consists  primarily  of  supportive  care 
including  maintenance  of  fluid  and 
electrolyte  balance,  replacement  of 
serum  protein  loss,  treatment  of  in- 
fection, and  ventilatory  support.  Al- 
though systemic  steroids  in  high 
dose  have  been  advocated  in  the  past 


for  the  treatment  of  T.E.N.,  a recent 
study11  has  shown  that  systemic 
steroids  may  have  an  adverse  effect  on 
the  outcome  of  the  illness,  primarily 
through  increased  incidence  of  sec- 
ondary infection.  Thus,  supportive 
care  should  be  the  mainstay  of  treat- 
ment. 
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President’s  Page 


Twelfth  And  Final  Message 


There  are  no  adequate  words  or 
space  to  describe  the  personal  and 
professional  enrichment  derived  from 
serving  in  the  Office  of  President  of 
the  West  Virginia  State  Medical  As- 
sociation during  the  past  year.  From 
the  first  meeting  in  Morgantown  on 
September  4 to  the  last  one  in  Charles- 
ton on  June  11,  the  consideration  and 
genuine  hospitality  extended  to  Tom- 
mie and  me  at  each  of  our  visits  has 
been  a magnificent  experience.  With 
profound  thanks  we  wish  to  say  that 
we  will  forever  recall  all  of  the  beauti- 
ful memories  among  our  greatest 
treasures  in  life. 

Of  all  the  issues  before  us  this 
year,  the  professional  liability  issue  is 
and  remains  the  most  critical.  We 
brought  before  the  public  the  two 
main  aspects  of  the  problem:  cost 

and  availability  of  medical  care. 
These  two  single  features  were  sum- 
marized in  Senate  Bill  348  and  House 
Bill  1742.  Both  were  dismissed  by 
the  Judiciary  Committees  of  the  Sen- 
ate and  House.  Though  it  is,  in  my 
view,  one  of  the  most  important  is- 
sues facing  the  State  of  West  Virginia 
today,  it  was  not  included  in  the 
Governor’s  State  of  the  State  message. 
Maybe  it  will  be  an  issue  focused 
upon  in  the  next  State  of  the  State 
message. 

Even  as  the  professional  liability 
situation  continues  to  deteriorate,  lit- 
tle hope  for  improvement  stems  from 
the  establishment  of  an  Interim  Con- 
ference Study  Commission.  The 
House  and  Senate  leadership  declined 
to  choose  two  physicians  from  the  six 


recommended  for  that  commission  by 
WVSMA.  Instead,  the  Senate  Presi- 
dent chose  a physician  from  “back 
home,”  who,  although  he  is  quite  ac- 
ceptable to  the  WVSMA,  has  not  been 
actively  involved  with  the  issue  this 
year.  The  House  Speaker  chose  an 
osteopathic  physician  representing  the 
168  members  of  our  sister  profession 
while  ignoring  the  Association's  rec- 
ommendation of  a physician  to  rep- 
resent the  3.000  MDs  in  our  state. 

Unbelievably,  three  of  the  legisla- 
tors appointed  to  the  study  commis- 
sion are  plaintiff’s  attorneys  well- 
known  for  their  efforts  at  suing  phy- 
sicians. A fourth  plaintiff’s  attorney 
is  also  on  the  Commission.  We  hope 
that  the  more  open  views  and  less 
vested  interests  of  two  other  legisla- 
tive members  of  the  Commission  carry 
some  weight  although  their  voices  can 
be  easily  outshouted  and  outvoted  by 
the  four. 

While  Senate  President  Tonkovich 
promised  a full  and  fair  hearing  of 
Senate  Bill  348  and  we  were  accorded 
a public  hearing  which  extended  into 
two  sessions,  the  fact  remains  that  the 
Senate  Judiciary  Committee  itself 
never  really  gave  the  issue  a fair  dis- 
cussion. The  only  time  the  bill  was 
even  considered  by  the  Committee 
was  on  April  10,  three  days  before 
the  Session’s  adjournment.  One  Sen- 
ator termed  the  treatment  of  the  bill 
as  “God  awful  biased  and  unfair.” 
Others  echoed  the  same  sentiment. 
The  bill  was  never  placed  on  the 
agenda  in  the  House  Judiciary  Com- 
mittee. 


Hopefully,  the  Interim  Commis- 
sion will  study  the  problem  and  rec- 
ommend corrective  measures.  Per- 
haps the  Commission  will  see  fit  to 
recommend  punitive  sanctions  against 
plaintiffs  and  attorneys  who  file  friv- 
olous actions.  A provision  for  prov- 
ing that  a case  has  legitimate  merit  as 
certified  by  appropriate  medical  ex- 
pertise would  be  beneficial.  “Early 
settlement  offers”  should  be  given 
maximum  legal  weight.  The  recent 
“National  Professional  Liability  Re- 
form Act  of  1985”  presented  to  the 
Congress  by  the  AMA  should  be  given 
full  consideration  and  be  recom- 
mended for  gubernatorial  approval. 

All  arguments  about  insurance 
rip-offs,  bad  doctors,  insufficient  polic- 
ing and  peer  review,  lack  of  Board  of 
Medicine  disciplinary  actions,  etc., 
( though  fruitful  areas  for  investiga- 
tion and  possible  improvement ) not- 
withstanding, the  Interim  Study  Com- 
mission will  be  held  responsible  by 
the  citizens  of  this  state  if  it  fails  to 
act  appropriately  on  this  critical  issue. 
The  actions,  utterances  and  votes  of 
the  individual  members  should  be  re- 
corded in  order  to  give  a clear  view  of 
their  positions.  We  wish  them  well 
and  pledge  our  support  to  assist  in 
any  way  we  can. 

Sincerely,  and  thank  you  again  for 
a memorable  year, 

Jl  ■ ^ Al  i)  . 

Carl  J.  Roncaglione,  M.D.,  President 
West  Virginia  State 
Medical  Association 
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Editorials 


Doctor  Ron,  We  Salute  You 


Carl  J.  Roncaglione,  M.  D. 


Carl  J.  Roncaglione,  M.  D.,  will 
soon  finish  his  term  as  President  of 
the  West  Virginia  State  Medical  Asso- 
ciation. He  has  served  well.  He  has 
faced  a variety  of  trials,  tribulations 
and  triumphs.  He  has  been  a leader, 
counselor,  friend  and  advocate. 

Being  the  leader  of  a voluntary 
association  is  never  easy.  No  matter 
what  the  decision,  there  is  always 
going  to  be  someone,  somewhere  who 
believes  it  is  the  wrong  one  or  that 
that  matter  can  be  handled  a better 
way  by  someone  else. 

Leaving  an  imprint  on  the  pages  of 
an  organization’s  history  is,  likewise, 
not  easy.  Yet,  as  we  look  back  on 
“Ron’s”  tenure  in  this  office  it  is  easy 
to  count  the  achievements.  Some  are 
uniquely  his;  others  are  the  continua- 
tion of  efforts  begun  by  others. 

During  the  past  12  months  under 
Doctor  Ron’s  leadership  we  have  seen 
a change  in  the  monthly  Journal  for- 


mat and  the  advent  of  full-color  cov- 
ers. We’ve  moved  into  a new  build- 
ing. Our  staff  has  grown  and  develop- 
ed. We  have  a new  computer  system 
in  place  to  improve  the  efficiency  of 
our  organization.  We  have  had  sev- 
eral very  successful  loss  control  sem- 
inars. Our  membership  has  expanded. 
WESPAC  membership  has  increased 
and  Doctor  Ron  was  personally  re- 
sponsible for  inspiring  the  largest 
single  contribution  of  an  individual 
doctor  to  WESPAC  in  the  PAC’s  20- 
year  history. 

While  he  remains  disappointed  with 
our  failure  to  obtain  any  legislative 
tort  reform  to  ameliorate  the  malprac- 
tice crisis,  he  can  take  some  comfort 
in  knowing  that  we  had  a public  hear- 
ing on  the  issue  before  the  Senate 
Judiciary  Committee  - — an  achieve- 
ment never  before  obtained  by  this 
Association.  We  have  made  an  im- 
portant beginning.  We  have  begun  a 
process  of  educating  both  the  public 
and  the  Legislature  about  this  crucial 
issue.  No  one  said  it  would  be  easy 
or  quick.  The  democratic  process 
moves  with  agonizing  slowness  and, 
as  physicians,  we  are  impatient  to 
solve  this  all-consuming  problem. 

In  an  era  of  tumult  and  change, 
Doctor  Ron’s  was  the  voice  of  con- 
cern for  the  best  that  medicine  has 
to  offer  in  terms  of  quality  of  care 
and  mode  of  delivery.  A firm  believer 
in  the  private  practice,  fee-for-service 
system  of  quality  health  care  delivery, 
Doctor  Ron  has  spoken  repeatedly  in 
behalf  of  physicians  before  the  public, 
the  media  and  the  Legislature. 

Perhaps  his  greatest  triumph  came 
in  June  at  the  AMA  meeting  where  he 
personally  proved  that  one  man’s 
voice  can  be  heard  on  the  national 
level  and  that  one  man  can  affect  na- 


tional policy  of  an  organization.  Doc- 
tor Ron  led  the  effort  at  the  House  of 
Delegates  to  win  approval  of  two  of 
the  four  resolutions  introduced  by  the 
West  Virginia  delegation  after  one  of 
them  had  been  recommended  for  dis- 
approval by  the  reference  committee. 
On  a vote  of  171-165,  the  AMA 
House  of  Delegates  adopted  a policy 
position  in  favor  of  urging  Congress 
to  grant  the  President  line-item  veto 
power.  The  original  resolution  had 
been  written  by  Doctor  Ron  and  had 
won  approval  from  the  county  delega- 
tion and  then  our  state  House  of  Dele- 
gates. Now  it  is  AMA  policy.  The 
other  resolution  called  for  the  AMA  to 
support  a Constitutional  Amendment 
requiring  a balanced  budget  for  the 
federal  government. 

A third  resolution  seeking  to  elimi- 
nate some  of  the  inequities  in  the 
reciprocity  process  for  foreign  medi- 
cal graduates  was  referred  to  the 
AMA  Board  of  Trustees. 

Truly,  Doctor  Ron  has  provided 
leadership.  He  has  persevered.  He 
has  given  and  taken  criticism.  Above 
all,  he  has  been  fair  and  honest  in  his 
relationships  with  others.  He  has 
gone  out  of  his  way  to  give  the  oppos- 
ing viewpoint  a hearing,  and  he  has 
never  let  his  personal  feelings  prevent 
doing  what  he  perceived  as  the  right 
thing  to  do  or  say  on  behalf  of  the 
organization  which  he  serves.  He  has 
argued  with  those  who  differ  in  view- 
point, but  he  also  has  respected  the 
right  of  his  colleagues  to  hold  those 
different  views. 

Doctor  Ron,  we  bid  you  adieu  as 
you  bow  out  of  the  WVSMA  Presi- 
dency, we  thank  you  for  your  wisdom, 
your  leadership,  your  tireless  efforts 
on  behalf  of  medicine,  and  we  wish 
you  well. 

Maybe  now  you  will  find  time  for 
your  beloved  bass  fishing  and  an  oc- 
casional round  of  golf! 


The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements 
made  by  authors  or  in  communications  submitted  to  this  Journal  for  publication.  The  author 
shall  be  held  entirely  responsible.  Editorials  printed  in  The  Journal  do  not  necessarily  reflect 
the  off  icial  position  of  the  West  Virginia  State  Medical  Association. 
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Consider  Medicare  Participation  Decision  Early 


While  this  is  being  written  in  mid- 
summer, it  is  not  too  early  to  think 
about  October  1,  1985.  That’s  the 
date  when  the  Medicare  fee  freeze  is 
due  to  end. 

Physicians  who  chose  to  “partic- 
ipate” last  October  will  continue  in 
that  status  this  October  unless  they 
notify  HCFA  of  their  decision  other- 
wise. Those  physicians  who  elected 
not  to  participate  last  year  may  elect 
to  do  so  by  giving  their  written  notice 
before  October  1. 

Physician  attitudes  on  the  subject 
vary  widely,  depending  both  on  per- 
sonal philosophy  and  economic  and 
other  considerations.  Some  doctors 
oppose  participation  as  a matter  of 
principle  while  others  have  so  much 
to  lose  by  participating  and  accepting 
the  Medicare  allowable  charge  as 


payment  in  full  that  there  is  no  ques- 
tion how  they  will  go. 

Yet  others  find  participation  quite 
satisfactory  and  even  a possible  mar- 
keting plus  for  them. 

We  offer  no  judgment  as  to  which 
way  is  the  better  to  go,  but  we  would 
remind  all  West  Virginia  physicians 
to  begin  consideration  of  the  matter  in 
time  to  make  an  informed  decision 
in  September. 

If  you  are  presently  not  a partic- 
ipating physician  and  you  wish  to 
remain  so,  you  need  do  nothing. 

But  if  you  are  either  a currently 
participating  physician  who  wishes 
to  change  his  status  or  a non-par  who 
wishes  to  become  a participant,  you 
should  notify  HCFA  by  certified  mail 
well  before  October  1,  1985. 


Because  of  the  error  rate  in  the 
proposed  and  published  list  of  Medi- 
care participating  physicians,  the 
lists  have  not  really  developed  as 
HCFA  had  promised. 

Obviously,  each  physician  will  have 
to  consider  his  or  her  decision  care- 
fully. Much  will  depend  upon  what 
Congress  does  in  terms  of  either  ex- 
tending the  freeze  as  the  Reagan  Ad- 
ministration is  requesting,  or  ending 
it.  Doctors  who  have  been  participat- 
ing for  the  past  several  months  are 
supposed  to  have  their  fee  profiles  in- 
creased as  of  October  1,  while  the 
non-par  doctors  will  see  their  pro- 
files remain  at  the  current  levels. 
However,  Congress  may  elect  to  go 
along  with  the  President’s  requested 
freeze,  in  which  case  neither  class 
physician  would  see  any  change. 

The  freedom  of  choice  is  yours. 


Our  Readers  Speak 


Workers’  Comp  Payments  Affect  State’s  Economy 


West  Virginia  must  sell  its  re- 
sources, goods,  and  services  in  a reg- 
ional, national,  and  even  global,  mar- 
ketplace. This  fact  affects  manage- 
ment, labor,  government,  retired  indi- 
viduals, school  children — in  effect, 
all  our  citizens.  Our  collective  pro- 
ductivity and  our  ability  to  compete 
in  the  marketplace  wall  determine  the 
quality  of  education,  the  conditions  of 
our  roads,  the  health  care  services 
available  to  our  citizens  — the  very 
nature  of  life  in  West  Virginia. 

Your  expression  of  concern  (Fur- 
ther Ammunition,  June  1985)  about 


Workers’  Compensation  costs  in  West 
Virginia  is  welcome.  I do  not  know 
whether  West  Virginia  continues  to 
rank  number  one  in  the  nation  re- 
garding the  average  Workers’  Com- 
pensation payment  per  employee,  but 
I can  report  that  figure  rose  from 
$399  per  employee  in  1982  to  $482 
per  employee  in  1984.  This  increase 
of  nearly  21  per  cent  makes  it  even 
more  difficult  for  West  Virginia  to 
acquire  a position  of  competitiveness 
in  the  area  of  economic  growth. 

All  of  our  citizens  should  embrace 
your  suggestion  that  “.  . . the  time 


has  come  for  business,  medicine,  and 
labor  to  work  toward  legitimate  solu- 
tions and  appropriate  legislation 
which  could  alleviate  this  intolerable 
situation.”  It  is  regrettable  that  the 
1985  Legislature  did  not  address  this 
matter  through  legislation  or  the  crea- 
tion of  a study  commission.  The  clock 
is  ticking  and  time  is  running  out. 

H.  Herchiel  Sims,  Jr.,  President 
Employers  Service  Corporation 

P.  0.  Box  3389 
Charleston  25333 
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General  News 


AMA  President  To  Keynote  Convention 

U.  S.  House  Subcommittee  Counsel 
Reimbursement  Symposium  Speaker 


David  Z.  Morgan,  M.  D. 


Alec  P.  Bouxsein,  J.  D.,  of  Wash- 
ington, DC,  Counsel  for  the  Subcom- 
mittee on  Health  and  the  Environ- 
ment, Committee  on  Energy  and  Com- 
merce, U.  S.  House  of  Representa- 
tives, will  speak  during  the  WVSMA’s 
118th  Annual  Meeting  in  Charleston, 
August  14-17,  it  was  announced  by 
the  Program  Committee. 

Bouxsein  will  be  one  of  three 
speakers  for  the  Reimbursement  Sym- 
posium to  be  held  following  9 A.  M. 
opening  ceremonies  Thursday,  Au- 
gust 15.  The  topic  for  his  address 
will  be  “Views  on  Prospective  Legisla- 
tion as  it  Relates  to  Physician  Reim- 
bursement.” 

Delivering  the  Thomas  L.  Harris 
Address  during  the  opening  cere- 
monies Thursday  morning  will  be  Dr. 
Harrison  L.  Rogers,  Jr.,  AMA  Presi- 
dent, it  also  was  announced.  Doctor 
Rogers,  Atlanta  surgeon,  will  speak 
on  “The  Future  of  American  Med- 
icine.” As  announced  previously. 
Doctor  Rogers  also  will  address  the 


Harrison  L.  Rogers,  Jr.,  M.  D. 


first  session  of  the  House  of  Delegates 
Wednesday  afternoon,  August  14. 

Some  475  physicians,  spouses  and 
others  are  expected  to  attend  the  con- 
vention, the  first  to  be  held  in  Charles- 
ton since  1947. 

The  general  sessions  and  exhibits 
will  be  located  in  the  Charleston  Civic 
Center,  and  the  two  sessions  of  the 
House  and  various  meetings  of  the  As- 
sociation’s sections  and  affiliated  so- 
cieties will  be  held  at  the  nearby 
Charleston  Marriott. 

The  schedule  will  include:  two  ses- 
sions of  the  House;  four  general  ses- 
sions; the  address  by  Doctor  Rogers, 
and  talks  by  some  14  speakers  dur- 
ing the  four  general  sessions. 

There  will  be  some  20  scientific  ex- 
hibits and  47  commercial  exhibits  for 
viewing  by  conventioneers. 

About  15  affiliated  societies,  sec- 
tions and  committees  of  the  Associa- 
tion, and  other  medical  groups,  also 
will  have  business  and  scientific  ses- 
sions on  Friday  and  Saturday,  many 


in  the  form  of  breakfast  and  luncheon 
meetings. 

Please  see  the  official  program  and 
related  articles  in  this  issue  of  The 
Journal  for  specific  convention  activi- 
ties and  speakers. 

Dr.  David  Z.  Morgan  of  Morgan- 
town, during  the  second  House  ses- 
sion Saturday,  will  be  installed  as 
WVSMA  President  to  succeed  Dr. 
Carl  J.  Roncaglione  of  South  Charles- 
ton. 

Following  the  first  general  session 
Thursday  morning,  the  “Reimburse- 
ment Symposium,”  the  other  three 
general  sessions  will  be:  “Epidem- 

iology and  Prevention  of  Motor  Ve- 
hicle Accident  Injuries”  (Thursday 
Afternoon  I ; “Symposium  on  Medical 
Treatment  of  Upper  GI  Problems” 
(Friday  Morning),  and  “Cardiovas- 
cular Effects  of  Exercise”  (Saturday 
Morning).  The  speakers,  some  of 
whom  also  will  give  talks  at  the  af- 
filiated society  and  section  meetings, 
have  been  announced  in  previous  is- 
sues of  The  Journal.  As  noted,  they 
are  listed  in  the  official  program  ap- 
pearing in  this  issue. 

Presidential  Address 

Doctor  Roncaglione  will  deliver  his 
Presidential  Address  at  the  second 
House  session  on  Saturday  afternoon. 
Doctor  Morgan,  the  incoming  Presi- 
dent, is  Professor  of  Medicine  and 
Associate  Dean  for  Medical  Affairs  at 
West  Virginia  University  School  of 
Medicine. 

The  convention  scientific  program 
has  been  approved  for  12  hours  of 
credit  in  Category  1 of  the  Physician’s 
Recognition  Award  of  the  AMA. 

The  WVSMA  Council  will  hold  a 
preconvention  meeting  at  9:30  A.M. 
Wednesday. 

Physicians,  members  of  the  Aux- 
iliary and  their  guests  are  urged  to 
visit  the  commercial  and  scientific  ex- 
hibits in  North  Hall  at  the  Civic  Cen- 
ter. The  Exhibit  Center  will  be  open 
from  8:00  A.  M.  to  5 P.  M.  Thursday, 
August  15;  8:30  A.  M.  to  3 P.  M., 
Friday,  and  8:30  A.  M.  to  12  noon, 
Saturday. 

(continued  on  next  page) 
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The  Annual  Meeting  of  the  Aux- 
iliary to  the  State  Medical  Associa- 
tion, with  Esther  (Mrs.  Harry  S.,  Jr.) 
Weeks  of  Wheeling  the  current  Presi- 
dent, as  usual  will  hold  its  meeting 
in  conjunction  with  that  of  the  As- 
sociation. The  official  Auxiliary  pro- 
gram also  appears  in  this  issue  of  The 
Journal. 


‘Big  Band’  Orchestra, 
Ragtime  Pianist  To  Play 

The  entertainment  schedule  for 
WVSMA  conventioneers  will  in- 
clude a dinner  dance  Friday  eve- 
ning, August  16,  and  dinner  fol- 
lowed by  a musical  program  by  a 
ragtime  pianist  Saturday  evening. 

Cocktail  parties  are  planned  for 
6:30  P.M.  Thursday  in  North  Hall 
of  the  Charleston  Civic  Center  by 
the  WVU  Alumni  Association. 
West  Virginia  Chapter,  Medical 
College  of  Virginia  Alumni  As- 
sociation; and  WVSMA  (for  ex- 
hibitors). 

The  Friday  evening  dinner  dance 
(7:30-11.  a ticketed  event)  will  fea- 
ture Bo  Thorpe  and  His  Orchestra 
from  Rocky  Mount,  North  Caro- 
lina. The  18-member  orchestra — 
with  the  ‘"big  band  sound’’ — is 
considered  to  be  the  premier  big 
dance  band  on  the  scene  today  (see 
article  in  the  June  issue  of  The 
Journal ). 

The  dinner  dance  will  be  pre- 
ceded by  a 6:30-7:30  P.  M.  cock- 
tail party  honoring  WVSMA  and 
Auxiliary  officers.  Hosted  by  Mc- 
Donough Caperton  Group,  the 
cocktail  party  will  feature  the  Bo 
Thorpe  Trio. 

Both  the  cocktail  party  and  the 
dinner  dance  will  be  held  at  the 
Marriott. 

The  8 P.  M.  Saturday  dinner 
(a  ticketed  event),  preceded  by  a 
cash  bar  at  7 P.  M.,  also  will  be 
held  at  the  Marriott.  The  after- 
dinner  piano  music  will  be  pro- 
vided by  Gary  Ellison  of  Spring- 
field,  Missouri,  Missouri’s  official 
ragtime  pianist  (see  article  in  the 
June  issue  of  The  Journal ). 

Tickets  can  be  purchased  at  the 
Auxiliary  registration  desk. 


Fund  In  Memory  Of  WVU  Anatomy  Professor  Started 


Known  By  Decades  Of  Classes 

By  John  M.  Slack,  Ph.D.,  and  Randall  W.  Reyer,  Ph.D. 


Editor’s  Note:  Following  is  a memorial  article  written  specially  for  The 
Journal  about  T.  Walley  Williams , Jr.,  Ph.D.,  well-known  Professor  of  Anatomy 
at  W est  Virginia  University  School  of  Medicine  from  1944  until  his  retirement 
in  1972.  Doctor  Williams  died  last  May  28.  Doctor  Slack  is  WVU  Professor 
Emeritus,  Microbiology;  Doctor  Reyer,  WVU  Professor,  Anatomy.  They  are 
long-standing  friends  and  colleagues  of  Doctor  W illiams. 


One  of  the  most  respected  medical 
educators  in  West  Virginia  history 
and  a figure  well  known  by  decades 
of  medical  classes  from  West  Virginia 
LTniversity  passed  away  on  May  28, 
1985,  at  the  age  of  75.  T.  Walley  Wil- 
liams, Jr.,  Professor  Emeritus  of  Anat- 
omy, W VU  Medical  Center,  was  a 
well-known  figure  of  the  School  of 
Medicine  from  1944,  when  he  joined 
the  faculty  of  the  old  two-year  school, 
until  his  retirement  in  1972. 

The  first  introduction  to  medical 
studies  for  hundreds  of  West  Virginia 
physicians  was  probably  in  histology 
and  anatomy  classes  where  he  took  a 
kefcn  interest  in  devising  new  and  bet- 
ter ways  to  present  anatomical  ma- 
terial in  a visually  interesting  manner. 

A native  of  New  Jersey,  Doctor 
Williams  was  educated  at  the  Uni- 
versity of  Pittsburgh  where  he  earned 
the  B.S.,  M.S.,  and  Ph.D.  degrees. 

In  1956,  he  was  promoted  to  Pro- 
fessor and  Chairman  in  what  was  then 


called  the  Department  of  Microana- 
tomy and  Organology.  In  the  follow- 
ing year,  he  supervised  the  moving  of 
the  Department  to  the  new  Medical 
Center.  He  was  an  original  member 
of  the  Building  Committee  for  the 
Medical  Center.  Here,  his  principal 
concern  was  for  the  planning  of  the 
Anatomy  Department.  The  student 
laboratories  received  most  of  his  at- 
tention where  he  made  sure  that  ade- 
quate space  for  the  students  and  dem- 
onstration displays  received  top  pri- 
ority. 

Unique  Devices 

One  of  the  results  of  his  interest  is 
still  in  evidence  today,  the  acquisition 
of  unique  devices  that  functioned 
simultaneously  for  cadaver  storage 
and  as  a dissecting  table.  His  other 
responsibility  was  for  all  departmental 
photographic  units  as  well  as  for  the 
main  centralized  photography  depart- 
ment. 

He  was  a man  of  boundless  talent, 
which  he  exercised  both  inside  and 
outside  the  classroom.  He  was  an 
excellent  teacher  with  high  standards 
of  scholarship.  In  relation  to  teach- 
ing. he  supplemented  each  lecture  with 
numerous  projection  slides  using  both 
macro-  and  microphotography.  He 
did  all  of  his  own  photography,  in- 
cluding developing  and  printing,  and 
originated  a variety  of  innovative 
lighting  techniques. 

He  devoted  many  years  to  the  pre- 
paration of  demonstration  material  to 
bridge  the  conceptual  gap  between 
the  two-dimensional,  histological  sec- 
tion and  the  gross  anatomical  dis- 
section. In  his  research,  he  introduced 


170  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


new  injection  and  photographic  tech- 
niques to  the  study  of  microcircula- 
tion and  the  structure  of  the  ear  and 
eye. 

His  dissections  were  precise,  well- 
labeled,  and  often  characterized  by 
unique  presentation  methods.  One 
memorable  specimen  employed  the 
lost-wax  technique  with  molten  metal 
to  demonstrate  the  anatomical  parts 
and  their  relationships  of  the  inner 
ear.  He  was  specially  skilled  in  stere- 
oscopic photography,  and  many  of  his 
preparations  are  still  in  use  in  WVU 
microanatomy  classes.  To  expand 


It  is  certain  that  he  would 
want  most  to  be  remembered 
by  his  hundreds  of  students  for 
unsurpassed  laboratory  demon- 
strations. 


this  concept,  he  also  took  3-D  movies 
and  had  the  students  wear  polarized 
glasses  for  viewing.  Such  work  was 
supported  for  a number  of  years  by 
federal  grants,  and  led  to  his  receiv- 
ing the  Medical  Education  Award  in 
1962  from  the  International  Biolog- 
ical Photographers  Association. 

‘Highly  Vascular’ 

His  interest  and  emphasis  in  micro- 
circulation  perennially  led  students  to 
inject  some  comment  about  “highly 
vascular”  as  a T.  Walley  Williams 
catchword  at  annual  skits  satirizing 
faculty. 

It  is  certain  that  he  would  want 
most  to  be  remembered  by  his  hun- 
dreds of  students  for  unsurpassed  lab- 
oratory demonstrations.  His  col- 
leagues, friends,  and  former  students 
will  also  remember  his  fairness,  help- 
fulness, and  sensitivity  towards  others. 

Few  students  probably  were  aware 
of  Doctor  Williams’  many  other  abili- 
ties. Outside  of  the  classroom,  he  was 
always  busy  in  his  basement  workshop 
applying  and  expanding  his  artistic 
talents.  Such  interests  included  en- 
ameling on  copper,  wire  sculpture, 
working  with  wood,  particularly  exotic 
woods,  and  molluscan  paleontology. 

Each  summer,  he  and  his  family 
would  vacation  at  Virginia  Beach 
where  he  became  interested  in  collect- 
ing fossil  sea  shells.  He  shared  these 


studies  with  experts  at  the  National 
Museum,  Smithsonian  Institute,  re- 
sulting in  the  establishment  of  several 
new  species,  one  of  which  was  named 
Olssonella  ivilliamsi  by  the  Smith- 
sonian scientists  in  his  honor. 

He  was  a member  of  Sigma  Xi  sci- 
entific honorary,  Phi  Sigma  Biologi- 
cal Fraternity,  Phi  Beta  Pi  Medical 
Fraternity,  and  the  American  Associa- 
tion of  Anatomists. 

Memorial  Contributions 

Doctor  Williams  is  survived  by  his 
wife,  Cynthia;  two  daughters,  four 
grandchildren,  and  one  brother. 
Those  wishing  to  remember  this  fine 
medical  educator  may  do  so  by  send- 
ing memorial  contributions  to  the 
T.  Walley  Williams  Memorial/ An- 
atomy Fund  made  out  to  the  W VU 
Foundation.  Inc. /School  of  Medicine 
and  sent  to  the  Department  of  An- 
atomy, WVU  Medical  Center.  Mor- 
gantown. WV  26506. 


CAMC-WVU  Residents’ 
Awards  Announced 

Thirty-nine  participants  in  the 
Charleston  Area  Medical  Center/West 
Virginia  University  Medical  Center, 
Charleston  Division  residency  pro- 
gram completed  their  residencies  and 
were  recognized  recently  at  Awards 
Night  ceremonies. 

Dr.  John  L.  Chapman  received  the 
Research  Day  first  prize  award  for 
original  research.  Drs.  Kevin  R.  Dor- 
ing.  D.D.S.,  and  Richard  H.  Workman 
received  second  and  third  prize 
awards  in  this  category.  Bruce  F. 
Ginier.  a WVU  medical  student,  re- 
ceived the  student  prize.  Dr.  James 
Paul  Griffith,  a recent  WVFT  medical 
graduate,  received  the  second  student 
prize. 

First  prize  for  Research  Day  sub- 
ject review  was  awarded  to  Dr.  Gina 
R.  Busch.  Dr.  Thomas  J.  Murphy 
received  second  prize,  and  Dr.  For- 
riane  M.  French  received  third. 

Dr.  Mark  Minor  received  first  prize 
for  Research  Day  case  presentation. 
Second  was  awarded  to  Dr.  Elbert  G. 
Warren.  Dr.  William  R.  Hutson  re- 
ceived the  third  prize,  and  Dr.  John 
R.  Meek  received  the  fourth. 


Dean’s  prizes  were  presented  to  a 
resident  from  each  department  who 
exhibits  excellent  professional  per- 
formance. Recipients  were:  Dr.  Rich- 
ard K.  Calhoun,  family  practice;  Dr. 
Kevin  F.  Delli-Gatti,  pediatrics;  Dr. 
Mark  S.  Borer,  behavioral  medicine 
and  psychiatry;  Dr.  John  P.  Snyder, 
D.  D.  S..  dentistry;  Dr.  David  E.  Allie. 
surgery;  Dr.  Warren  F.  Cooper,  ob- 
stetrics-gynecology; and  Dr.  Eric 
Humphreys,  internal  medicine. 

Each  Research  Day  and  Dean’s 
Prize  winner  received  a cash  award, 
presented  by  Edward  H.  Maier,  Presi- 
dent of  The  Sarah  and  Pauline  Maier 
Scholarship  Foundation.  Inc. 

The  House  Staff  Award  was  pre- 
sented to  Dr.  Susan  F.  Koletar.  out- 
going president  of  the  House  Coun- 
cil. 

The  following  awards  were  pre- 
sented to  CAMC  and  WVU  clinical 
faculty  by  the  residents. 

• Dr.  Richard  E.  Kleinmann,  As- 
sociate Professor,  Department  of  In- 
ternal Medicine,  WVU  Charleston  Di- 
vision, was  presented  the  Medical  Ed- 
ucation Award  for  his  considerable 
contribution  to  medical  education  at 
CAMC  and  WVU. 

• The  Clinician  of  the  Year  Award 
for  outstanding  contribution  as  a med- 
ical educator  was  given  to  Drs.  Kath- 
leen V.  Previll  and  G.  G.  Thakker. 

• Dr.  Kathleen  V.  Previll  also  re- 
ceived the  Attending  Physician  of  the 
Year  award  for  Pediatrics  for  con- 
tributions to  the  Department  of 
Pediatrics  house  staff. 

• The  Vincent  Von  Kern  Award, 
awarded  by  surgery  residents  to  the 
clinician  who  has  contributed  signif- 
icantly to  their  education,  was  pre- 
sented to  Dr.  Robert  C.  Cochran. 


Luncheon  For 
Past  Presidents 

A luncheon  honoring  Past  Presi- 
dents of  the  West  Virginia  State 
Medical  Association  will  be  held 
at  the  Charleston  Marriott  Thurs- 
day, August  15,  during  the  118th 
Annual  Meeting. 

Dr.  Harry  Shannon  of  Parkers- 
burg, 1983-84  President,  will  pre- 
side. 
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1985  WVSMA  Scholarship 
Recipients  Announced 

Four  state  students  have  received 
four-year,  1985  WVSMA  scholarships 
to  West  Virginia  University  and  Mar- 
shall University  schools  of  medicine. 
Each  scholarship  is  worth  $1,500  an- 
nually, or  $6,000  total. 

Following  are  the  selections  of  the 
Association’s  Committee  on  Medical 
Scholarships  (see  photo  of  Committee 
members  elsewhere  in  this  issue  of 
The  Journal ),  as  announced  by  the 
Chairman,  Dr.  John  Mark  Moore  of 
Wheeling  after  an  annual  committee 
meeting  early  in  June  in  Bridgeport: 

D.  Kelly  Agnew  of  Burlington 
(Mineral  County  Debbie  Di  Ven- 
anzo  of  Follansbee  (Brooke  County) 
and  Debra  A.  Pratt  of  Salem  I Harri- 
son County ) . all  of  whom  will  be  en- 
tering WVU  School  of  Medicine  this 
fall;  and  Mark  R.  Mason  of  Mor- 
gantown, who  will  be  a first-year  stu- 
dent at  MU  School  of  Medicine. 

Agnew  received  an  associate  arts 
degree  in  biology  in  1982  from  Po- 
tomac State  College,  and  has  con- 
tinued his  biology  major  at  WVU.  He 
is  the  son  of  Mr.  and  Mrs.  Daniel  C. 
Agnew  of  Burlington. 

Di  Venanzo,  who  received  a B.A. 
degree  in  biology  from  WVU  in  May, 
is  the  daughter  of  Mr.  and  Mrs.  Italo 
Di  Venanzo  of  Follansbee. 

Pratt,  the  daughter  of  Mr.  and  Mrs. 
Harold  E.  Pratt  of  Salem,  earned  a 


Debra  A.  Pratt 


D.  Kelly  Agnew 

B.  S.  degree  in  biology  in  May  from 
Wheeling  College. 

Mason  received  a degree  in  psy- 
chology from  WVU  in  1983.  He  is 
the  son  of  Brooks  W.  Mason  of  Mor- 
gantown and  the  late  Mrs.  Mason. 

The  1985  awards  were  the  final 
scholarships  to  be  granted  by 
WVSMA,  since  the  scholarship  pro- 
gram will  be  changed  to  a loan  pro- 
gram in  1986. 

76  Scholarships  Awarded 

Including  the  1985  grants,  76 
scholarships  have  been  awarded  since 
the  WVSMA  started  the  program  in 
1958.  One  scholarship  was  granted 


WVU  Family  Practice 
Charleston  Appointment 

Richard  K.  Calhoun,  M.D.,  has 
been  appointed  Assistant  Professor, 
Department  of  Family  Practice,  WVU 
Medical  Center/ Charleston  Division, 
and  Assistant  Director  of  the  Ka- 


Mark  R.  Mason 


Debbie  Di  Venanzo 

annually  until  1962,  when  the  num- 
ber was  increased  to  two.  In  1974, 
the  Association  began  awarding  four 
scholarships  annually. 

Financial  need  has  been  the  major 
factor  considered  by  the  Committee 
on  Medical  Scholarships.  Under  pro- 
visions of  agreements  they  sign,  schol- 
arship recipients  must  agree  to  prac- 
tice in  West  Virginia  for  four  years 
following  graduation  and  completion 
of  postgraduate  training  and  military 
obligations. 


Physician  Registration 
To  Be  Held  At  Marriott 

Registration  for  physicians  will 
be  held  at  the  Charleston  Marriott 
during  the  WVSMA  Annual  Meet- 
ing in  August.  The  Association’s 
Registration  Desk  will  be  open  on 
Wednesday,  August  14,  from 
9 A.  M.  until  5 P.  M.;  Thursday, 
August  15,  from  8 A.  M.  to  5 P.  M.; 
Friday,  August  16,  from  8:30  A.  M. 
to  4:30  P.  M.;  and  on  Saturday, 
August  17,  from  8:30  A.  M.  until 
3 P.  M.  
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nawha  Valley  Family  Practice  Resi- 
dency Program. 

The  North  Carolina  native  received 
his  M.D.  degree  from  the  University 
of  North  Carolina  at  Chapel  Hill  and 
completed  his  family  practice  resi- 
dency program  at  the  Department  of 
Family  Practice,  WVU  Medical  Cen- 
ter/ Charleston  Division. 


Review  A Book 


The  following  books  have  been  re- 
ceived by  the  Headquarters  Office  of 
the  State  Medical  Association.  Med- 
ical readers  interested  in  reviewing 
any  of  these  volumes  should  address 
their  requests  to  Editor,  The  West 
Virginia  Medical  Journal , Post  Office 
Box  4106,  Charleston  25364.  We’ll 
be  happy  to  send  the  books  to  you, 
and  you  may  keep  them  for  your  per- 
sonal libraries  after  submitting  to  The 
Journal  a review  for  publication. 

Current  Emergency  Diagnosis  & 
Treatment,  edited  by  John  Mills, 
M.  D.;  Mary  T.  Ho,  M.  D.;  Patricia 
R.  Salber,  M.  D.;  and  Donald  D. 
Trunkey,  M.  D.  Price  $28.  Langer 
Medical  Publications,  Los  Altos, 
California  94022.  1985. 

Rx  for  Addiction,  by  W.  Robert 
Gehring,  M.  D.  Zondervan  Books, 
Grand  Rapids,  Michigan.  1985. 

Review  of  Medical  Physiology,  by 
William  F.  Ganong,  M.  D.  Price 
$22.50.  Lange  Medical  Publications, 
Los  Altos,  California  94022.  1985. 

Correlative  Neuroanatomy  and 
Functional  Neurology,  by  Joseph  G. 
Chusid,  M.  D.  Price  $19.50.  Lange 
Medical  Publications,  Los  Altos,  Cali- 
fornia 94022.  1985. 


No  Registration  Fee 
For  Members 

WVSMA  members  will  not  be 
assessed  a registration  fee  for  the 
118th  Annual  Meeting  in  Charles- 
ton at  the  Marriott  Hotel,  August 
14-17. 

Residents  and  medical  students 
also  will  be  registered  without 
charge. 

There  will  be  a registration  fee 
of  $100  for  non-members  and  out- 
of-state  physicians. 


Auxiliary  Completes 
Annual  Meeting  Program 


Esther  Weeks 


Mary  Kay  (Mrs.  William  R.)  Mc- 
Ph  ee  of  Kansas  City,  Missouri,  and 
Edie  I Mrs.  B.  David  ) Epstein  of  Key 
Biscayne,  Florida,  will  be  among  hon- 
ored guests  when  the  Auxiliary  to  the 
West  Virginia  State  Medical  Associa- 
tion holds  its  61st  Annual  Meeting  at 
the  Charleston  Marriott  August  14-17. 

The  meeting  again  will  be  held  con- 
currently with  the  Annual  Meeting  of 
the  State  Medical  Association. 

Mary  Kay  was  installed  in  June  as 
the  new  President  of  the  American 
Medical  Association  Auxiliary.  She 


Mary  Kay  McPhee 


will  deliver  the  keynote  address  dur- 
ing the  opening  Auxiliary  session  be- 
ginning at  9:45  A.  M.  Thursday,  Au- 
gust 15. 

Also  speaking  to  the  Auxiliary,  at 
a luncheon  Thursday,  will  be  Mrs. 
Epstein,  a member  of  the  board  of 
the  American  Medical  Political  Action 
Committee  ( AMPAC  ) . 

Over  the  past  10  years,  Mary  Kay 
has  served  as  President  of  both  her 
county  and  state  auxiliaries  and  at  the 
national  level  in  numerous  elected  and 
appointed  positions.  Recently,  she 
and  Doctor  McPhee,  a pathologist, 
completed  a three-year  term  on  the 
National  Board  of  Directors  of  the 
Association  of  Couples  for  Marriage 
Enrichment. 

A native  of  Topeka,  Kansas,  Mary 
Kay  is  a former  elementary  school 
teacher.  She  and  Doctor  McPhee 
have  two  children  and  four  grand- 
children. 

FLAMPAC  Committee  Officer 

Edie  currently  is  Chairman  of  the 
Florida  Medical  Association  Auxiliary 
Impaired  Physician  Committee  and 
Vice  Chairman  of  the  FLAMPAC 
Candidate  Selection  and  Campaign 
Evaluation  Committee.  She  has  par- 
ticipated in  a number  of  political 
seminars  and  workshops,  instructing 
in  the  areas  of  political  education  and 
volunteer  activities  and  management. 

Another  honored  guest  will  be  Jean 
(Mrs.  J.  Edward)  Hill  of  Hollandale, 


Edie  Epstein 
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Mississippi,  President  of  the  Southern 
Medical  Association  Auxiliary,  who 
will  be  introduced  to  the  Auxiliary. 

More  than  200  spouses  of  phy- 
sicians are  expected  to  attend  the 
Auxiliary’s  business  sessions,  over 
which  Esther  (Mrs.  Harry  S.,  Jr.) 
Weeks  of  Wheeling  will  preside. 

An  invitation  has  been  extended 
to  Auxiliary  members  to  attend  the 
first  session  of  the  State  Medical  As- 
sociation’s House  of  Delegates  on 
Wednesday,  August  14,  at  2:45  P.M. 
in  Salon  D-E-F.  Dr.  Harrison  L. 
Rogers  of  Atlanta,  AMA  President, 
will  be  the  principal  speaker. 

Auxiliary  members  also  were  in- 
vited to  attend  formal  opening  cere- 
monies of  the  Association’s  118th  An- 
nual Meeting  at  8:45  A.  M.  Thursday, 
August  15,  in  West  Virginia  Room 
105,  North  Hall,  Charleston  Civic 
Center.  Doctor  Rogers  will  deliver  the 
keynote  Thomas  L.  Harris  Address. 


Dr.  Carl  J.  Roncaglione  of  South 
Charleston,  WVSMA  President,  will 
be  recognized  for  brief  remarks  prior 
to  Mrs.  McPhee’s  address  Thursday 
morning. 

During  the  second  session  Friday 
morning,  Mary  Kay  will  install  Jeany 
(Mrs.  M.  V.)  Kalaycioglu  of  Shinns- 
ton  as  President,  and  other  new  of- 
ficers. Mrs.  Kalaycioglu  will  deliver 
her  inaugural  address. 

For  other  scheduled  activities,  see 
the  official  Auxiliary  program  in  this 
issue  of  The  Journal. 


Sports  Events  Scheduled 
For  Annual  Meeting 

State  doctors  and  auxiliary  mem- 
bers plan  to  work  annual  golf  and 
tennis  competition  into  the  business 
and  scientific  program  schedule  for 
the  WVSMA’s  Annual  Meeting  in 
Charleston,  August  14-17. 


The  physicians’  golf  tournament 
will  be  held  at  Berry  Hills  Country 
Club  in  Charleston  on  Friday,  August 
16.  Drs.  William  C Morgan,  Jr.,  and 
Robert  A.  Crawford,  Jr.,  of  Charleston 
will  serve  as  Co-Chairmen. 

The  tennis  competition  will  be  held 
on  Friday  from  noon  to  5 P.M.  at 
the  Player’s  Club  in  Charleston. 
Drs.  Constantino  Y.  Amores  of 
Charleston  and  Prospero  B.  Gogo  of 
Beckley  are  Co-Chairmen. 

Transportation  to  the  tournament 
sites  will  be  provided  by  WVSMA, 
departing  the  Lee  Street  entrance  of 
the  Charleston  Marriott. 

The  Auxiliary  golf  tournament  will 
be  held  at  Berry  Hills  Country  Club 
Friday  afternoon  beginning  at  12:45. 
Louise  (Mrs.  Marcel  G.)  Lambrechts 
is  Chairman. 

The  Auxiliary  tennis  competition 
is  scheduled  Friday  afternoon  at  the 
Charleston  Tennis  Club.  Tommie 
(Mrs.  Carl  J.)  Roncaglione  and  Marie 
(Mrs.  Alberto  G. ) Capinpin  are  Co- 
Chairmen. 


Convention  Timetable 

The  first  general  scientific  ses- 
sion will  follow  8:45  A.M.  opening 
exercises  Thursday,  August  15. 
General  sessions  also  will  be  held 
at  2 P.M.  Thursday,  9:15  A.M.  Fri- 
day and  9 A.M.  Saturday. 

The  first  session  of  the  House  of 
Delegates  will  be  on  Wednesday 
afternoon,  August  14,  beginning  at 
2:45.  The  second  session  will  be 
on  Saturday  afternoon  beginning 
at  2:30. 


Exhibitor  Registration 
North  Hall,  Civic  Center 

Registration  for  both  commercial 
and  scientific  exhibitors  will  be 
held  in  North  Hall,  Charleston 
Civic  Center,  during  the  Annual 
Meeting  in  August.  The  Associa- 
tion’s Registration  Desk  will  be 
open  on  Wednesday,  August  14, 
from  12  noon  until  5 P.  M.;  Thurs- 
day, August  15,  from  8 A.  M.  until 
5 P.  M.:  Friday,  August  16,  from 
8:30  A.  M.  until  3 P.  M.,  and  Sat- 
urday, August  17.  from  8:30  A.  M. 
until  12:30  P.  M. 


The  WVSMA  Committee  on  Medical  Scholarships  met  in  June  in  Bridgeport  to 
award  the  last  four  state  medical  school  scholarships  to  be  given  by  the  Associa- 
tion, which  will  convert  the  scholarship  program  to  a loan  program  in  1986.  In- 
cluding the  1985  recipients  (see  story  elsewhere  in  this  issue  of  The  Journal),  76 
state  students  have  received  WVSMA  scholarships  since  the  program  was  started 
in  1958.  Committee  members  are,  from  left  (seated),  Drs.  Kenneth  G.  MacDonald, 
Sr.,  Charleston:  John  Mark  Moore,  Wheeling,  Chairman,  and  David  Z.  Morgan, 
Morgantown;  standing  (from  left),  Drs.  James  T.  Hughes,  Ripley;  Marshall  J.  Car- 
per, South  Charleston;  Robert  D.  Hess,  Clarksburg,  and  R.  L.  Chamberlain,  Buck- 
hannon.  Not  shown  are  Drs.  Samuel  L.  Henson,  Hurricane,  and  Thomas  J.  Holbrook, 
Huntington,  a charter  member  of  the  committee. 
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Continuing 

Education 

Activities 

Here  are  the  continuing  medical  ed- 
ucation activities  listed  primarily  by 
the  Marshall  University  and  West 
Virginia  University  Schools  of  Med- 
icine for  part  of  1985,  as  compiled  by 
Charles  W.  Jones,  Ph.D.,  MU  Director 
of  Continuing  Medical  Education; 
Robert  E.  Kristofco,  WVU  Assistant 
to  the  Dean/Continuing  Medical  Ed- 
ucation, and  J.  Zeb  Wright,  Ph.D., 
Coordinator,  Continuing  Education, 
Department  of  Community  Medicine, 
WVU  Charleston  Division.  The  sched- 
ule is  presented  as  a convenience  for 
physicians  in  planning  their  continu- 
ing education  program.  (Other  na- 
tional, state  and  district  medical  meet- 
ings are  listed  in  the  Medical  Meetings 
Department  of  The  Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are  held 
on  the  WVU  Morgantown,  Charleston 
and  Wheeling  campuses.  Further  in- 
formation about  CME  activities  may 
be  obtained  from:  Office  of  Continu- 
ing Medical  Education.  MU  School  of 
Medicine,  Huntington  25701:  Di- 

vision of  Continuing  Education.  WVU 
Medical  Center.  3110  MacCorkle  Ave- 
nue, S.  E.,  Charleston  25304;  Office 
of  Continuing  Medical  Education, 
WVU  Medical  Center,  Morgantown 
26506:  or  Office  of  Continuing  Med- 
ical Education,  Wheeling  Division, 
WVU  School  of  Medicine,  Ohio  Val- 
ley Medical  Center,  2000  Eoff  Street. 
Wheeling  26003. 

West  Virginia  University 

Aug.  9-10,  Charleston,  Disaster: 

Myth  & Realities 

*Sept.  6-7,  Morgantown,  Infectious 

Diseases:  Update  ’85 

*Sept.  14,  Morgantown.  Neurology 

for  the  Primary  Care  Practitioner 

Sept.  21,  Morgantown,  6th  Annual 

Ophthalmology  Conference 

°in  conjunction  with  WVU  football  games. 


*Sept.  28,  Morgantown,  Complica- 
tions of  Myocardial  Infarction 

Oct.  1,  Charleston,  The  Living  Will 

“Oct.  3-5,  Morgantown,  11th  Hal 
Wanger  Family  Practice  Confer- 
ence 

Oct.  5,  Bluefield,  Oncology  Update 

Oct.  12,  Morgantown,  Hemophilia 
Conference 

Oct.  18-19,  Morgantown,  Ultrasound 
Update  ’85 

Oct.  25,  Charleston.  Spinal  Cord 
Injuries 

Nov.  2,  Charleston,  Cardiology  Up- 
date 

Nov.  6,  Charleston,  The  Impaired 
Worker 

Dec.  6-7,  Charleston.  Advance  Car- 
diac Provider  Course 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center/ 
Charleston  Division 

Bluefield,  Bluefield  Community  Hos- 
pital, First-Floor  Conference  Room, 
3rd  Thursday,  Noon-2  P.  M.  — 
Aug.  15,  “Acute  Management  of 
MI  Patients,”  Stafford  Warren, 
M.  D.,  & Ganpat  G.  Thakker,  M.  D. 
Sept.  19,  “Update:  Diagnosis  & 

Control  of  Hospital  Infection,”  Pa- 
trick Robinson,  M.D. 

Cabin  Creek,  Cabin  Creek  Medical 
Center,  Dawes,  2nd  Wednesday, 
8-10  A.  M.  — Aug.  14,  “Cancer  & 
Nutrition,”  Sue  Warren.  M.D. 

Gassaway,  Braxton  Co.  Memorial 
Hospital,  1st  Wednesday,  7-9  P.  M. 
— Aug.  7,  “Update:  Diagnostic 
Techniques  for  Picking  Up  Cardiac 
Abnormalities  at  the  Primary  Care 
Level,”  Maria  Georgiev,  M.  D. 

Madison,  Boone  Co.  Career  Center, 
2nd  Tuesday,  7-9  P.  M.  — Aug.  13, 
“Small  Hospital  Emergency  Room 
Protocols  for  Overdose,”  Gregory 
Wedin,  Pharm.D. 

Sept.  10,  “Mixed  Angina.”  Ganpat 
G.  Thakker,  M.  D. 

Oak  Hill,  Plateau  Vocational  Center 
I Ovler  Exit,  N 19)  4th  Tuesday, 
7-9  P.  M.  — Aug.  (vacation) 

Welch,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  P.  M. 
Aug.  (vacation) 


Whitesville,  Raleigh-Boone  Medical 
Center,  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — Aug.  (vacation) 

Williamson,  Williamson  Memorial 
Hospital,  1st  Thursday,  6:30-8:30 
P.M. — Aug.  (vacation) 


Internist  Heads  WVU 
Charleston  Division 


William  O.  McMillan,  Jr.,  M.  D. 


Charleston  internist  William  O. 
McMillan,  Jr.,  M.  D.,  has  been  named 
Associate  Vice  President  for  Health 
Sciences  of  the  West  Virginia  Uni- 
versity Medical  Center,  Charleston 
Division. 

Doctor  McMillan’s  appointment  was 
effective  July  1.  He  will  serve  part 
time  in  the  beginning,  gradually  in- 
creasing to  full  time  over  approxi- 
mately a two-month  period.  His  title 
reflects  his  major  responsibilities  as 
the  WVU  Medical  Center  Charleston 
program’s  chief  academic  and  admin- 
istrative officer. 

The  position  replaces  the  one  held 
for  eight  years  by  retiring  Dean 
Thomas  W.  Mou,  M.  D. 

“I  certainly  am  honored,  very 
pleased,  and  quite  excited  about  the 
appointment,”  Doctor  McMillan  said. 

WVU  Vice  President  for  Health 
Sciences  John  E.  Jones,  M.  D.,  said, 
“We  feel  extremely  fortunate  to  gain 
Doctor  McMillan’s  services  in  this 
new  role.  He  is  an  outstanding  phy- 
sician and  educator,  and  I’m  confident 
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his  leadership  will  continue  and  en- 
hance the  excellence  of  Medical  Cen- 
ter educational  programs  in  Charles- 
ton.” 

Also  commenting  on  the  appoint- 
ment was  W.  Warren  Point,  M.D., 
Professor  of  Medicine  and  Associate 
Chairman  in  the  Medical  Center’s 
Charleston  Division,  who  said,  “The 
search  committee,  that  Dr.  Robert  H. 
Waldman  and  I headed,  tried  very- 
hard  to  obtain  the  best  possible  candi- 
dates. We  did,  and  Doctor  McMillan 
was  the  overwhelming  choice.  We’re 
delighted  that  he  and  Doctor  Jones 
have  reached  agreement  on  this  newly 
defined  position.” 

Educated  at  Duke 

A member  of  a Charleston  family 
long  associated  with  medicine  and 
health  care,  Doctor  McMillan  was  ed- 
ucated at  Duke  University  (Trinity 
College  I and  received  his  medical  de- 


Nominating Committee 
To  Meet  August  16 

The  WVSMA  Committee  on 
Nominations  will  hold  a 5 P.M. 
meeting  on  Friday,  August  16, 
in  the  Blue  Ridge  Room  at  the 
Charleston  Marriott. 

The  Committee  will  submit  to 
the  House  of  Delegates  at  least  two 
nominees  for  the  following  offices: 
Vice  President  and  Treasurer,  and 
Delegate  and  Alternate  to  the  AMA. 
Only  one  nominee  will  be  necessary 
for  the  office' of  President  Elect. 

Association  By-Laws  also  pro- 
vide that  nominations  may  be  made 
from  the  floor  for  these  offices,  to 
be  filled  by  the  House  in  balloting 
at  its  final  session  on  Saturday, 
August  17,  the  final  day  of  the 
WVSMA’s  118th  Annual  Meeting. 

Dr.  Harry  Shannon  of  Parkers- 
burg will  serve  as  Committee  Chair- 
man, with  other  members  to  in- 
clude: Drs.  Antonio  S.  Licata  of 
Weirton,  George  A.  Curry  of  Mor- 
gantown, Larry  C.  Rogers  of  Pet- 
ersburg, Cordell  A.  de  la  Pena  of 
Clarksburg,  John  A.  Mathias  of 
Buckhannon,  George  W.  Hogshead 
of  Nitro,  and  David  L.  Bell,  Jr., 
of  Bluefield. 


gree  also  at  Duke,  spending  the  sum- 
mer before  his  senior  year  at  St. 
Thomas  Hospital  in  London,  England. 
His  internship  and  residency  in  in- 
ternal medicine  were  at  the  University 
of  Virginia  Hospital  in  Charlottesville 
before  he  returned  to  Duke  to  com- 
plete clinical  and  research  fellowships 
in  gastroenterology  and  serve  as  in- 
structor in  medicine. 

Later,  as  a medical  corps  Air  Lorce 
major,  he  served  on  the  Department 
of  Internal  Medicine  staff  and  as 
Chief  of  the  Gastroenterology  Section 
at  David  Grant  USAL  Medical  Center 
at  Travis  Air  Force  Base  in  Cali- 
fornia, and  as  a Clinical  Associate  in 
Medicine/ Gastroenterology  at  the 
University  of  California  San  Fran- 
cisco Medical  Center. 

Since  his  return  to  Charleston  in 
1971,  Doctor  McMillan  has  been  in 
private  practice.  He  became  a WVU 
Clinical  Associate  Professor  in  Med- 
icine in  1973,  advancing  to  Clinical 
Professor  in  1978. 

Gastroenterology  Chief 

His  hospital  appointments  include 
Charleston  Area  Medical  Center, 
where  he  is  Chief  of  the  Internal 
Medicine  Department’s  Section  of 
Gastroenterology,  serves  on  numerous 
committees,  and  won  the  Medical  Ed- 
ucation Award  in  1977.  He  also  has 
an  appointment  at  St.  Lrancis  Hos- 
pital, where  he  is  a consultant  in  gas- 
troenterology. 

Doctor  McMillan  is  Chairman  of  the 
Program  Committee  for  the  Mid- 
Winter  Clinical  Conference  sponsored 
each  January  in  Charleston  by 
WVSMA  and  Marshall  and  WVU 
schools  of  medicine. 

A Lellow  of  the  American  College 
of  Physicians  and  the  American  Col- 
lege of  Gastroenterology,  his  other 
memberships  include  the  American 
Gastroenterology  Association,  the 
West  Virginia  State  Medical  Associa- 
tion, West  Virginia  Gastrointestinal 
Society  and  the  Kanawha  Medical 
Society. 

Doctor  McMillan  is  married  to  the 
former  Prances  Beman  and  they  have 
three  sons,  William  Owen  III,  Edward 
Beman  and  Stuart  Andrew. 


UCLA  Ophthalmologist 
To  Be  WVU  Guest  Speaker 


Thomas  H.  Pettit,  M.  D. 


Thomas  H.  Pettit,  M.  D.,  of  Los 
Angeles  will  be  guest  speaker  and 
visiting  professor  for  the  sixth  annual 
Ophthalmology  Conference  of  the 
West  Virginia  University  Department 
of  Ophthalmology  on  September  21. 

The  half-day  conference,  approved 
for  four  hours  of  Category  1 credit, 
will  be  held  at  the  Sheraton-Lakeview 
Inn  in  Morgantown. 

Doctor  Pettit  is  Professor  of  Oph- 
thalmology, Chief,  Cornea  External 
Disease  Division,  and  Associate  Di- 
rector, Jules  Stein  Institute,  Univer- 
sity of  California  at  Los  Angeles 
School  of  Medicine. 

He  will  present  two  30-minute 
talks:  “Corneal  Ulcers  With  Ex- 

tended-Wear Contact  Lenses,”  and 
“Corneal  Trauma  in  Penetrating 
Keratoplasty.” 

In  addition  to  Doctor  Pettit’s  lec- 
tures, WVU  faculty  and  staff  will  re- 
port on  current  research  which  in- 
cludes ocular  manifestations  of  sclero- 
derma, binocularity,  informed  con- 
sent, and  lacrimal  duct  apparatus. 

Doctor  Pettit  also  will  be  at  WVU 
Medical  Center  on  Lriday,  Septem- 
ber 20,  and  will  conduct  Grand 
Rounds. 

There  will  be  cocktails  and  a buffet 
dinner  Firday  evening,  and  the  West 
Virginia  Academy  of  Ophthalmology 
will  hold  its  breakfast  meeting  on  Sat- 
urday prior  to  the  conference. 

(Continued  on  Next  Page) 
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For  registration  and  other  informa- 
tion, contact  Susan  Cale  at  (304) 
293-3757. 


MU  Medical  Faculty 
Promotions  Announced 

Eight  Marshall  University  School 
of  Medicine  faculty  members  have  re- 
ceived tenure,  and  six  have  been  pro- 
moted. 

In  addition,  six  volunteer  faculty 
members  received  promotions. 

Receiving  tenure  were  Nicholas 
Baranetsky,  medicine;  David  Charles, 
obstetrics/gynecology;  Terry  W.  Fen- 
ger  and  John  W.  Foster,  micro- 
biology; Peter  Kasvinsky,  biochem- 
istry; Robert  B.  Walker,  family  and 
community  health;  William  E.  Walker, 
surgery,  and  Gary  L.  Wright,  psy- 
siology. 

Promoted  (all  to  associate  profes- 
sor rank)  were  Jack  M.  Bernstein  and 
William  C.  Graham,  medicine;  E. 
Bowie  Kahle  and  Gregory  R.  Wagner, 
family  and  community  health;  Carol 
E.  H.  Scott-Conner,  surgery,  and  Ruu 
Tong  Wang,  anatomy. 

Volunteer  Faculty 

Volunteer  faculty  members  pro- 
moted were  Philip  Lepanto  and  Gary 
M.  Tolley,  clinical  professors  of 
radiology;  Paul  V.  Akers,  James  A. 
Cochrane  and  Prithi  Pal  S.  Khatter, 
clinical  associate  professors  of  radi- 
ology, and  Richard  E.  McWhorter, 
clinical  assistant  professor  of  radi- 
ology. 

Life  Support  Station 
During  Annual  Meeting 

A life  support  station  will  be  set 
up  in  the  Exhibit  Center  in  North 
Hall  at  the  Civic  Center  for  any 
medical  emergencies  which  might 
arise  among  attendees  during  the 
WVSMA  Annual  Meeting  in 
Charleston  August  14-17. 

Equipment  and  personnel  for  the 
station  will  be  provided  by  Ka- 
nawha County  Emergency  Medical 
Services,  Charleston  Area  Medical 
Center  and  West  Virginia  Chapter 
of  the  American  College  of  Emer- 
gency Physicians. 


48  MU  Entering  Students 
Have  Average  Age  Of  25 

Seventeen  West  Virginia  counties 
and  three  Kentucky  counties  are  rep- 
resented in  the  48-member  entering 
class  of  the  Marshall  University- 
School  of  Medicine. 

According  to  Cynthia  Warren,  As- 
sistant Director  of  Admissions,  15  of 
the  new  students  are  women  and  33 
are  men.  They  range  in  age  from  20 
to  42,  with  an  average  age  of  24.9. 
All  but  three  of  the  incoming  students 
are  West  Virginia  residents. 

Most  of  the  students  have  under- 
graduate or  graduate  degrees  in  the 
sciences,  she  said,  and  the  new  class 
includes  an  optometrist,  nurses,  engi- 
neers, a former  commercial  pilot  and 
an  ex-University  of  Virginia  basket- 
ball player. 

The  incoming  students  and  the  col- 
leges or  universities  they  attended 
are: 

BOONE  — Jonathan  P.  Lilly, 
Madison,  MU;  BROOKE  — Trudi  L. 
Bash,  Follansbee,  MU; 

CABELL  — Huntington:  Clark  D. 
Adkins,  MU;  Robert  C.  Anton,  MU; 
Mitali  Baksi,  MU;  R.  Brian  Boster, 
MU;  Mark  A.  DeMoss,  MU;  Sandra 
K.  Echols,  Wake  Forest  University; 
Pamela  S.  Evans,  MU;  Eric  R. 
George,  MU;  Gregory  L.  Glass,  WVU; 

Crystal  L.  Gue,  Barboursville,  MU; 

Huntington:  Larry  D.  Hathaway, 
Purdue  University;  David  F.  Hub- 
bard, WVU;  Dale  B.  Lilly,  MU; 
Sandra  T.  Maia,  MU;  Mary  Ann 
Manakkil,  MU;  John  E.  Perry,  Vir- 
ginia Polytechnic  Institute  and  State 
University; 

W.  Mitchel  Shaver,  Milton,  MU; 

Huntington:  Friday  G.  Simpson, 
MU;  Larry  C.  Smith  II,  West  Virginia 
Wesleyan  College;  Sandra  L.  Zah- 
radka,  Jamestown  College;  and  W. 
Matthew  Zban,  MU; 

FAYETTE  — William  N.  White 
II,  Montgomery,  Dartmouth  College; 
GREENBRIER  — Sally  J.  Irons, 
Lewisburg,  WVU;  HANCOCK  — 
Paul  R.  Capito,  Weirton,  WVLT; 
HARRISON  — Paul  J.  Grandinetti, 
Clarksburg,  WVU;  JACKSON  — 
Richard  J.  Blackburn,  Ravenswood, 
West  Virginia  Wesleyan  College; 

(Continued  on  Page  xxix) 


Medical  Meetings 


Aug.  14-17— 118th  Annual  Meeting,  WV 
State  Medical  Assoc.,  Charleston. 

Aug.  17— \W  Am.  College  of  International 
Physicians,  Charleston. 

Aug.  22-24— Am.  Lung  Assoc,  of  WV;  WV 
Thoracic  Society  (Interstitial  Pulmonary 
Diseases),  White  Sulphur  Springs. 

Aug.  26— WV  Division  of  Am.  Cancer  So- 
ciety (Colorectal  Cancer)  & Memorial 
Sloan-Kettering  CME  Office,  Bluefield. 

Sept.  9-12— Am.  College  of  Emergency  Phy- 
sicians, Las  Vegas. 

Sept.  12-13— Am.  Lung  Assoc,  of  WV  (Free- 
dom From  Smoking  Clinic  Leader 
Workshop),  Charleston. 

Sept.  13-14 — WV  Chapter,  Am.  College  of 
Surgeons,  Morgantown. 

Sept.  21— Breast  Carcinoma  Seminar  (Cam- 
den-Clark  Memorial  Hospital),  Parkers- 
burg. 

Sept.  21— WVSMA  Loss  Control  Seminar. 

Morgantown. 

Sept.  29-Oct.  3— Am.  Academy  of  Ophthalm- 
ology, San  Francisco. 

Oct.  2-5— Am.  Neurological  Assoc.,  Chicago. 

Oct.  9-13— Am.  College  of  Gastroenterology, 
Philadelphia. 

Oct.  10-13— Am.  Society  of  Internal  Medi- 
cine, Washington,  DC. 

Oct.  10-13— Am.  Academy  of  Family  Phy- 
sicians, Anaheim,  CA. 

Oct.  12-16— Am.  Society  of  Anesthesiologists, 
San  Francisco. 

Oct.  13-18-Am.  College  of  Surgeons,  Chi- 
cago. 

Oct.  19— WVSMA  Loss  Control  Seminar, 
Oak  Hill. 

Oct.  27-31— Am.  College  of  Chest  Physi- 
cians, New  Orleans. 

Nov.  2— WVSMA  Loss  Control  Seminar, 
Charleston. 

Nov.  2-8— Am.  Society  of  Clinical  Path- 
ologists, Las  Vegas. 

Nov.  5-10— Am.  Medical  Women’s  Assoc., 
San  Francisco. 

Nov.  17-20— Southern  Medical  Assoc.,  Or- 
lando. 

Nov.  17-21— Am.  Public  Health  Assoc., 
Washington,  DC. 

Nov.  17-22— Radiological  Society  of  North 
Am.,  Chicago. 

Dec.  7-12— Am.  Academy  of  Dermatology, 
Las  Vegas. 

1986 

Jan.  24-26— 19th  Mid-Winter  Clinical  Con- 
ference, Charleston. 

Feb.  20-25— Am.  Academy  of  Orthopaedic 
Surgeons,  New  Orleans. 

March  9-13— Am.  College  of  Cardiology, 
Atlanta. 
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Convention  Program 


118th  ANNUAL  MEETING 

of  the 

West  Virginia  State  Medical  Association 

THE  MARRIOTT,  CHARLESTON 
August  14-17,  1985 


WEDNESDAY  MORNING 
August  14 

(Eastern  Daylight  Time) 

Registration: 

9:00-5:00  PM  — Physicians  — Ballroom 
Foyer,  Marriott 

12  Noon-5:00  PM  — Exhibitors  — North 
Hall  (Exhibit  Center),  Civic  Center 

9:30 — Pre-Convention  Meeting  of  the 
Council.  L.  Walter  Fix,  M.D.,  Pre- 
siding (Salon  C with  Luncheon  in 
Salon  A-B). 

WEDNESDAY  AFTERNOON 

2:45 — First  Session  of  the  House  of 
Delegates.  Carl  J.  Roncaglione, 
M.D.,  Presiding  (Salon  D-E-F). 

Invocation — George  A.  Shawkey, 
M.D. 

Address:  Harrison  L.  Rogers,  Jr., 
M.D.,  President,  American  Med- 
ical Association. 

Presentation  of  AMA-ERF  Grants 
to  the  West  Virginia  and  Marshall 
University  Schools  of  Medicine. 

Business  Meeting. 

THURSDAY  MORNING 
August  15 

8:00-5:00 — Registration: 

Physicians — Ballroom  Foyer,  Mar- 
riott 

Exhibitors — North  Hall  (Exhibit 
Center),  Civic  Center 

Opening  Exercises 

(West  Virginia  Room  105, 
North  Hall 

Charleston  Civic  Center) 

8:45 — Call  to  Order — Carl  J.  Ronca- 
glione, M.D.,  President,  West  Vir- 
ginia State  Medical  Association. 

Invocation — Carl  B.  Hall  M.D. 


Address  of  Welcome — Carl  J.  Ron- 
caglione, M.D. 

Introduction  of  1985  Program  Com- 
mittee. 

“The  Thomas  L.  Harris  Address” 

Harrison  L.  Rogers,  Jr.,  M.D.,  Presi- 
dent, American  Medical  Association, 
Atlanta,  Georgia.  Subject:  “The  Fu- 
ture of  American  Medicine.” 

First  General  Session 
“Reimbursement  Symposium” 

Harry  S.  Weeks,  Jr.,  M.  D.,  Moderator 

9:45 — Carol  A.  Kelly,  Acting  Associate 
Administrator  for  Policy,  Health 
Care  Financing  Administration,  De- 
partment of  Health  and  Human 
Services,  Washington,  DC.  Subject: 
“Prospective  Changes  in  the  Fed- 
eral Reimbursement  System.” 

10:15 — Donald  C.  Harrington,  M.D.,  Con- 
sultant, Physician  Reimbursement 
(Medical  Care  — Peer  and  Utiliza- 
tion Review),  Pioneer,  California. 
Subject:  “Patterns  of  Treatment: 

Alternative  to  DRG.” 

10:45 — Coffee  Break  to  Visit  Exhibits. 

11:15 — Alec  Peter  Bouxsein,  J.  D.,  Coun- 
sel, Sub-committee  on  Health  and 
the  Environment,  Committee  on 
Energy  and  Commerce,  U.  S.  House 
of  Representatives,  Washington,  DC. 
Subject:  “Views  on  Prospective 

Legislation  as  it  Relates  to  Physician 
Reimbursement.” 

11:45 — Questions  and  Answers. 

12:15 — Recess  for  Lunch. 

THURSDAY  AFTERNOON 

12:30 — Luncheon  Honoring  Past  Presi- 
dents of  the  West  Virginia  State 
Medical  Association.  Harry  Shan- 
non, M.D.,  Presiding  (Salon  A-B). 


1:00 — Public  Health — Local  Health  Of- 
ficers Conference.  David  K.  Hey- 
dinger,  M.D.,  Director,  West  Vir- 
ginia State  Health  Department, 
Presiding  (Blue  Ridge  Room). 

“Epidemiology  and  Prevention 
of  Motor  Vehicle  Accident  Injuries” 

(West  Virginia  Room  105, 
North  Hall 

Charleston  Civic  Center) 

Eric  Radin,  M.D.,  Moderator 

2:00 — James  L.  Frost,  M.D.,  Associate 
Professor  of  Pathology,  West  Vir- 
ginia University  School  of  Medicine, 
Morgantown.  Subject:  “Incidence  of 
Motor  Vehicle  Injury.” 

2:20 — John  D.  States,  M.D.,  Professor  of 
Orthopedics,  University  of  Rochester 
School  of  Medicine;  and  Chairman 
of  the  Department  of  Orthopedics, 
Rochester  General  Hospital,  Roch- 
ester, New  York.  Subject:  “Causes 
of  Injury  in  Motor  Vehicle  Acci- 
dents.” 

2:40 — Coffee  Break  to  Visit  Exhibits. 

3:00 — David  E.  Martin,  M.S.,  Director 
of  Automotive  Safety  Engineering, 
General  Motors  Corporation,  War- 
ren, Michigan.  Subject:  “Preven- 

tion of  Motor  Vehicle  Injury:  The 
Friendly  Interior  and  Seat  Belts.” 

3:20 — Stephen  Luchter,  Chief  of  the 
Program  Planning  Division,  Na- 
tional Highway  Traffic  Safety  Ad- 
ministration, Department  of  Trans- 
portation, Washington,  DC.  Sub- 
ject: “The  Cost  of  Motor  Vehicle 

Injuries.” 

3:40 — Robert  N.  Green,  M.D.,  LL.B., 
Associate  Professor  of  Medicine  and 
Lecturer  in  Law,  University  of 
Western  Ontario  Faculty  of  Med- 
icine, London,  Ontario,  Canada. 
Subject:  “The  Change  in  National 
Injury  Rates  Following  Seat  Belt 
Enactment.” 
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4:00 — Questions  and  Answers. 

4:30 — Resolutions  Committee.  John  B. 
Markey,  M.D.,  Presiding  (Salon 
A-B). 

THURSDAY  EVENING 

6:30 — Cocktail  Party.  West  Virginia 
University  Alumni  Association. 
Richard  A.  DeVaul,  M.D.,  and  John 
N.  Hutzler,  M.D.,  co-hosts  (North 
Hall  (Exhibit  Center),  Civic  Cen- 
ter). 

6:30 — Cocktail  Party.  West  Virginia 
Chapter,  Medical  College  of  Virginia 
Alumni  Association.  L.  Mildred 
Williams,  M.D.,  in  charge  (North 
Hall  (Exhibit  Center),  Civic  Cen- 
ter). 

6:30 — Cocktail  Party  for  Exhibitors. 
West  Virginia  State  Medical  As- 
sociation, host  (North  Hall  (Exhibit 
Center),  Civic  Center). 

FRIDAY  MORNING 
August  16 

Registration: 

8:30-4:30 — Physicians — Ballroom  Foyer, 
Marriott 

8:30-3:00 — Exhibitors — North  Hall  (Ex- 
hibit Center)  Civic  Center. 

Breakfast  Meetings 

7:00 — West  Virginia  Gastrointestinal 
Society.  Eric  P.  Mantz,  M.D.,  Pre- 
siding (Kanawha  Room). 

Business  Meeting. 

Guest  Speaker:  Richard  W.  McCal- 
lum,  M.D.,  Associate  Professor  of 
Medicine,  Yale  University  School  of 
Medicine,  New  Haven,  Connecticut. 
Subject:  “Esophageal  Dysfunction: 

Case  Discussions.” 

7:00 — West  Virginia  Association  of 
Pathologists.  Stebbins  B.  Chandor, 
M.D.,  Presiding  (Salon  A-B). 
Business  Meeting. 

7:30 — Section  on  Surgery.  Roger  E. 
King,  M.D.,  Presiding  (Appalachian 
Room). 

Guest  Speaker:  Jeffrey  A.  Kahn, 
M.D.,  Director,  Clinical  Labora- 
tories, Monongalia  General  Hospital, 
Morgantown.  Subject:  Anticoagula- 
tion in  the  Surgical  Patient.” 

8:00 — Section  on  Dermatology.  Richard 
A.  Hawkins,  M.D.,  Presiding  (Al- 
legheny Room). 

Case  Presentations. 


Second  General  Session 

(West  Virginia  Room  105, 
North  Hall 

Charleston  Civic  Center) 

“Symposium  on  the  Medical 

Management  of  Upper  GI  Disorders” 

Ronald  D.  Gaskins,  M.D.,  Moderator 

9:15— Ronald  D.  Gaskins,  M.D.,  As- 
sociate Professor  of  Medicine  and 
Section  Chief,  Gastroenterology, 
West  Virginia  University  School  of 
Medicine,  Morgantown.  Subject: 
“Use  and  Misuse  of  Endoscopy  in 
Upper  Gastrointestinal  Disorders.” 

9:45 — Richard  W.  McCallum,  M.D.,  As- 
sociate Professor  of  Medicine,  Yale 
University  School  of  Medicine,  New 
Haven,  Connecticut.  Subject:  “Chest 
Pain  of  Esophageal  Origin,  Diagnosis 
and  Management.” 

10:15 — Coffee  Break  to  Visit  Exhibits. 

10:45 — Richard  J.  Seime,  Ph.D.,  As- 
sociate Professor  and  Section  Chief, 
Psychology,  Department  of  Psy- 
chiatry, West  Virginia  University 
School  of  Medicine,  Morgantown. 
Subject:  “Functional  Vomiting  Syn- 
dromes.” 

11:15 — Richard  W.  McCallum,  M.D., 
New  Haven,  Connecticut.  Subject: 
“Peptic  Ulcer  Disease,  Alternatives 
in  Therapy.” 

11:45 — Panel  Discussion. 

12:15 — Recess  for  Lunch. 

FRIDAY  AFTERNOON 

12:30 — Publication  Committee.  Stephen 
D.  Ward,  M.D.,  Presiding  (Kanawha 
Room). 

12:30 — Cancer  Committee.  Business 
Meeting.  Alvin  L.  Watne,  M.D., 
Presiding  (Appalachian  Room). 

1:00 — West  Virginia  Chapter,  American 
College  of  Emergency  Physicians. 
John  S.  Veach,  M.D.,  Presiding 
(Salon  F). 

Guest  Speakers:  David  Burkland, 

M.D.,  Associate  Director,  Wheeling 
Hospital  Emergency  Department, 
Wheeling.  Subject:  “Hypothermia 

and  Frostbite.” 

Stephen  C.  Rector,  M.D.,  Medical 
Director,  West  Virginia  University 
Hospital  Emergency  Department, 
Morgantown.  Subject:  “Hyperther- 
mia.” 


2:00 — West  Virginia  State  Neurosurgi- 
cal Society.  Carrel  M.  Caudill,  M.D., 
Presiding  (Blue  Ridge  Room). 

Annual  Business  Meeting. 

2:00 — Section  on  Orthopedic  Surgery. 
Stephen  I.  Lester,  M.D.,  Presiding 
(Salon  E). 

Guest  Speaker:  William  T.  Stauber, 
Ph.D.,  Professor  of  Physiology  and 
Neurology,  Department  of  Phy- 
siology, West  Virginia  University 
School  of  Medicine,  Morgantown. 
Subject:  “Eccentric  Exercise:  Diag- 
nosis and  Treatment  of  Anterior 
Knee  Pain  Syndrome.” 

2:00 — West  Virginia  Chapter,  American 
Academy  of  Pediatrics.  Kenneth  L. 
Wible,  M.D.,  Presiding  (Allegheny 
Room). 

Guest  Speaker:  Robin  McKenzie, 

M.D.,  Assistant  Professor  of  Med- 
icine, Department  of  Medicine,  Di- 
vision of  Infectious  Disease,  WVU 
School  of  Medicine,  Morgantown. 
Subject:  “Daycare  Related  Infec- 
tions.” 

2:00 — West  Virginia  District  Branch, 
American  Psychiatric  Association. 
Kenneth  M.  Fink,  M.D.,  Presiding 
(Salon  C). 

Guest  Speaker:  Howard  H.  Gold- 
man, M.D.,  M.P.H.,  Ph.D.,  Assistant 
Director  for  Mental  Health  Financ- 
ing, National  Institute  of  Mental 
Health,  Rockville,  Maryland.  Sub- 
ject: “Psychiatric  DRGs — Back- 

ground Data,  and  Regulations.” 

4:00 — WESPAC.  Frank  J.  Holroyd, 
M.D.,  and  Mrs.  Harry  S.  Weeks,  Jr., 
Co-Chairpersons,  Presiding  (Ka- 
nawha Room). 

All  Interested  Persons  Invited  to 
Attend. 

5:00 — Committee  on  Nominations. 
Harry  Shannon,  M.D.,  Presiding 
(Blue  Ridge  Room). 

FRIDAY  EVENING 

6:30-7:30 — Cocktail  Party  and  Recep- 
tion Honoring  Officers  of  the  West 
Virginia  State  Medical  Association. 
McDonough  Caperton  Group,  host, 
featuring  The  Bo  Thorpe  Trio 
(Grand  Ballroom). 

7:30-11:00 — Dinner  Dance  (ticketed 
function).  West  Virginia  State  Med- 
ical Association  and  Auxiliary, 
hosts.  Music  by  Bo  Thorpe  and  His 
Orchestra,  Rocky  Mount,  North 
Carolina  (Grand  Ballroom). 
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SATURDAY  MORNING 
August  17 
Breakfast  Meetings 

8:00 — West  Virginia  Radiological  So- 
ciety. John  C.  Turner,  M.D.,  Pre- 
siding (Salon  A-B). 

8:00 — Section  on  Urology.  Tara  C. 
Sharma,  M.D.,  Presiding  (Blue 
Ridge  Room). 

Guest  Speaker:  Donald  L.  Lamm, 

JV1.D.,  Professor  and  Chairman,  De- 
partment of  Urology,  West  Virginia 
University  School  of  Medicine, 
Morgantown.  Subject:  “Bladder 

Cancer  Immunotherapy.” 

Registration: 

8:30-3:00 — Physicians — Ballroom  Foyer, 
Marriott. 

8:30-12:30  — Exhibitors  — North  Hall 
(Exhibit  Center),  Civic  Center. 

Third  General  Session 

(West  Virginia  Room  105, 
North  Hall 

Charleston  Civic  Center) 

“Cardiovascular  Effects  of 
Exercise” 

William  T.  Stauber,  Ph.D.,  Moderator 

9:00 — Charles  M.  Tipton,  Ph.D.,  Pro- 
fessor and  Head,  Department  of  Ex- 
ercise and  Sport  Sciences,  Univer- 
sity of  Arizona,  Tuscon.  Subject: 
“Exercise  Science  for  the  Medical 
Practitioner.” 


10:00 — Coffee  Break  to  Visit  Exhibits. 

10:30— Sandy  L.  Burkart,  PT,  Ph.D., 
Professor  and  Chairman,  Depart- 
ment/Division of  Physical  Therapy, 
West  Virginia  University  School  of 
Medicine,  Morgantown.  Subject: 
“Exercise  Equipment  for  Home  and 
Rehabilitation.” 

11:00 — William  T.  Stauber,  Ph.D.,  Pro- 
fessor of  Physiology  and  Neurology, 
Department  of  Physiology,  West 
Virginia  University  School  of  Med- 
icine, Morgantown.  Subject:  “When 
Does  Exercise  Become  a Disease?” 

11:30 — Charles  M.  Tipton,  Ph.D.,  Tuscon, 
Arizona.  Subject:  “Role  of  Exercise 
in  the  Management  and  Control  of 
Hypertension.” 

12:00 — Questions  and  Answers. 

12:15 — Recess  for  Lunch. 

SATURDAY  AFTERNOON 

12:30 — West  Virginia  State  Society  of 
Anesthesiologists.  J.  K.  Lilly,  M.D., 
Presiding  (Appalachian  Room). 
Guest  Speaker:  W.  Warren  Upton, 
LL.  B.,  Jackson,  Kelly,  Holt  and 
O’Farrell  Law  Firm,  Charleston. 

Subject:  “Antitrust  as  it  Impacts  on 
Medicine  in  West  Virginia.” 

2:30 — Second  and  Final  Session  of  the 
House  of  Delegates.  Carl  J.  Ron- 
caglione,  M.D.,  Presiding  (Salon 

D-E-F). 


Invocation — Joe  N.  Jarrett,  M.D. 

Presidential  Address:  Carl  J.  Ron- 
caglione,  M.D.,  President,  West 
Virginia  State  Medical  Associa- 
tion. 

Presentation  of  New  Officers  of 
Auxiliary  to  the  West  Virginia 
State  Medical  Association. 

Presentation  of  Honor  Guests. 

Business  Meeting. 

Election  of  Officers. 

Installation  of  David  Z.  Morgan, 
M.D.,  Morgantown,  as  President  of 
the  West  Virginia  State  Medical 
Association. 

7:00 — Cocktails-Cash  Bar  (Grand  Ball- 
room ) . 

8:00 — Dinner  (ticketed  function).  After 
Dinner  Entertainment  by  Gary  El- 
lison, Springfield,  Missouri,  Rag- 
time Piano  Player  (Grand  Ball- 
room ) . 


Physicians,  members  of  the  Aux- 
iliary and  their  guests  are  urged  to 
visit  the  commercial  and  scientific 
exhibits  in  North  Hall  at  the  Charles- 
ton Civic  Center.  The  Exhibit  Center 
will  be  open  from  8:00  A.M.  until 
5 P.M.  on  Thursday,  August  15; 
from  8:30  A.M.  to  3 P.M.  on  Friday, 
August  16,  and  from  8:30  A.M.  until 
12:30  Noon  on  Saturday,  August  17. 


A W ord  Of  Thanks 

The  1985  Program  Committee,  and  the  officers  and  members  of  the  West  Virginia  State 
Medical  Association,  wish  to  acknowledge  with  sincere  thanks  grants  received  from  the 
following  firms  to  help  support  the  Scientific  Program  for  this  year’s  118th  Annual  Meeting. 


E.  R.  SQUIBB  & SONS,  INC. 
Arlington  Heights,  IL 

THE  UPJOHN  COMPANY 
Kalamazoo,  MI 


ELI  LILLY  AND  COMPANY 
and  DISTA  PRODUCTS  COMPANY 
Indianapolis,  IN 


(The  firms  listed  above  are  those  which  had  allocated  funds  to  the  Scientific  Program  as  this  issue  of 
The  Journal  went  to  press.  Additional  contributors  will  be  listed  in  the  Official  Program  to  be  distributed 
at  the  Marriott  and  the  Civic  Center  in  Charleston). 
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Delegates  And  Alternates 


BOONE  (2)  — Delegate,  Ernest  Yuti- 
amco,  Madison.  Alternate,  Manuel  T. 
Uy,  Madison. 

BROOKE  (2)  — Delegates,  Richard 
Bombach,  Wheeling;  and  Patsy  P.  Cip- 
oletti,  Jr.,  Wellsburg.  Alternates,  W.  T. 
Booher,  Jr.,  Wellsburg;  and  Rogelio  L. 
Velarde,  Follansbee. 

CABELL  (14)  — Delegates,  William 
N.  Cunningham,  W.  F.  Daniels,  Jr., 
Marion  C.  Korstanje,  Jr.,  Jack  Leckie, 
Robert  W.  Lowe  and  M.  Bruce  Martin, 
Huntington;  W.  W.  Mills  and  H.  S.  Mul- 
lens, Kenova;  and  K.  V.  Raman,  Jose  I. 
Ricard,  Estelito  B.  Santos,  Thomas  F. 
Scott,  Tara  Sharma  and  Joseph  B. 
Touma,  Huntington.  Alternates,  Lewis 
dayman,  Douglas  Glover,  Gary  M. 
Tolley  and  John  B.  Walden,  Huntington. 

CENTRAL  WEST  VIRGINIA  (4)  — 
Delegates,  Greenbrier  Almond  and  Ara- 
celi  V.  Ganan,  Buckhannon;  Jack  W. 
Hunter,  Webster  Springs;  and  Alfred  J. 
Magee,  Summersville. 

EASTERN  PANHANDLE  (5)  — (Did 
not  submit  names  of  Delegates). 

FAYETTE  (3)  — Delegates,  Hon- 
orato  M.  Aguila  and  Serafino  S.  Maduc- 
doc,  Jr.,  Oak  Hill;  and  Saghir  Ur  Reh- 
man  Mir,  Montgomery.  Alternates,  O.  P. 
Gosien,  Oak  Hill;  Afif  S.  Habash,  Mont- 
gomery; and  Joe  N.  Jarrett,  Oak  Hill. 

GREENBRIER  VALLEY  (4)  — Dele- 
gates, Harvey  A.  Martin,  White  Sulphur 
Springs;  and  Stephen  L.  Sebert,  Fairlea. 
Alternates,  Malcolm  S.  Harris,  Union; 
and  Charles  E.  Weinstein,  Ronceverte. 

HANCOCK  (4)  — (Not  sending  Dele- 
gates in  1985). 

HARRISON  (7)  — Delegates,  Gaspar 
Z.  Barcinas,  Bridgeport;  John  A.  Bel- 
lotte,  James  E.  Bland,  Cordell  A.  de  la 
Pena,  Erlinda  L.  de  la  Pena  and  James 
A.  Genin,  Clarksburg.  Alternates,  T.  H. 
Chang,  Clarksburg;  and  Mehmet  V. 
Kalaycioglu,  Shinnston. 

JEFFERSON  (2)  — Delegate,  L.  Mil- 
dred Williams,  Charles  Town. 

KANAWHA  (22)  — Delegates,  Con- 
stantino Y.  Amores,  B.  H.  Avashia,  Pra- 
kash  C.  Bangani,  Albert  G.  Capinpin 
and  Robert  James  Clubb,  Charleston; 
William  D.  Crigger,  South  Charleston; 
W.  Alva  Deardorff,  South  Charleston; 
Sherman  E.  Hatfield,  Fred  F.  Holt, 
James  White  Kessel,  Alberto  C.  Lee, 
Tony  C.  Majestro,  John  B.  Markey,  Wil- 
liam O.  McMillan,  Jr.,  Lionel  J.  Nair, 
Robert  B.  and  Warren  Point  and  P.  M. 
Rao,  Charleston;  Richard  C.  Rashid, 


South  Charleston;  (Toseph  T.  Skaggs, 
Alfredo  C.  Velasquez  and  Ronald  L. 
Wilkinson,  Charleston.  Alternates,  Bruce 
Lyle  Berry,  Charleston;  R.  S.  Birck- 
head,  Gauley  Bridge;  Clinton  A.  Briley, 
Jr.,  and  Stephen  Paul  Cassis,  Charles- 
ton; Glenn  Crotty,  Jr.,  Daniel  S.  Foster, 
Robert  L.  Ghiz,  Charleston;  Carl  B. 
Hall,  Echols  A.  Hansbarger,  Jr.,  and 
William  L.  Harris,  Charleston;  George 
W.  Hogshead,  Nitro;  Thomas  J.  Janicki, 
James  W.  Lane,  Rogelio  T.  Lim,  Jimmie 
Lee  Mangus  and  Eric  P.  Mantz,  Charles- 
ton; John  V.  Merrifield,  Dunbar;  Wil- 
liam C.  Revercomb,  Jr.,  and  William 
Goodridge  Sale,  Charleston;  Joseph  A. 
Smith,  Dunbar;  and  Samuel  A.  Strick- 
land and  Charles  C.  Weise,  Charleston. 

LOGAN  (4)  — Delegates,  Subhash 
Bhanot,  Mt.  Gay;  and  S.  N.  Subraman- 
iam,  Logan.  Alternates,  Enrico  V.  Ral- 
los,  Gilbert;  and  Chanchai  Tivitmahai- 
soon,  Logan. 

MARION  (5)  — Delegates,  Babu  R. 
Devabhakthuni,  Michael  A.  Grant, 
Harry  G.  Kennedy,  Jr.,  Chi  Meen  Lee 
and  Stanard  L.  Swihart,  Fairmont. 
Alternates,  Mack  I.  McClain  and  John 
C.  Turner,  Fairmont. 

MARSHALL  (3)  — Delegates,  Ken- 
neth J.  Allen  and  Carlos  C.  Jimenez, 
Glen  Dale.  Alternates,  Carl  L.  Ander- 
son and  Ignacio  Luna,  Jr.,  Glen  Dale. 

MASON  (2)  — Delegates,  Aarom 

Boonsue  and  Richard  L.  Slack,  Point 
Pleasant.  Alternates,  Montrie  Chak- 
supa  and  Mel  P.  Simon,  Point  Pleasant. 

McDOWELL  (3)  — Delegates,  Arthur 
Allen  Carr  and  John  S.  Cook,  Welch;  and 
Richard  O.  Gale,  Gary.  Alternates, 
Vernon  J.  Magnus  and  Louis  A.  Vega, 
Welch. 

MERCER  (7)  — Delegates,  David  F. 
Bell,  Jr.,  and  P.  R.  Higginbotham,  Blue- 
field;  Frank  J.  Holroyd,  Princeton;  John 
J.  Mahood,  A.  J.  Paine,  Demosthenes 
Soulis  and  Edward  M.  Spencer,  Blue- 
field. 

MINGO  (3)  — Delegates,  Pastor  C. 
Gomez,  Leo  Pajarillo  and  Diane  E. 
Shafer,  Williamson.  Alternates,  Gary 
Ganzer,  Matewan;  Edward  B.  Headley, 
Delbarton;  and  Nikhanth  Purohit,  Wil- 
liamson. 

MONONGALIA  (16)  — Delegates, 

Donald  Clayton  Carter,  Thomas  S. 
Clark,  George  A.  Curry,  Richard  A.  De- 
Vaul,  John  F.  Foss,  David  F.  Graf,  Bette 
G.  Hinton,  Eric  T.  Jones,  John  Evan 
Jones,  Michael  Wayne  Jopling,  Jeffrey 


A.  Kahn,  James  Douglas  Martin,  David 
Z.  Morgan,  William  Albert  Neal,  Rich- 
ard John  Pearson  and  Eric  Radin, 
Morgantown. 

OHIO  (10)  — Delegates,  George  E. 
Bontos,  James  C.  Durig,  Derrick  L. 
Latos,  D.  Verne  McDonnell,  Milton  E. 
Nugent,  M.  D.  Reiter,  Stephen  D.  Ward, 
Harry  S.  Weeks,  Jr.,  and  Hossein  Yas- 
sini-Fard,  Wheeling. 

PARKERSBURG  ACADEMY  (8)  — 
Delegates,  David  W.  Avery,  Vienna; 
M.  D.  Avington,  John  E.  Beane,  Paul 
W.  Burke,  Jr.,  Francis  C.  Huber,  Jr., 
Ghassan  A.  Khalil,  Michael  A.  More- 
head  and  Adam  Toppercer,  Parkersburg. 
Alternate,  Stephen  R.  Mosberg,  Vienna. 

POTOMAC  VALLEY  (4)  — Dele- 
gates, Zinnia  Bacol-Giron,  Romney; 
Harry  F.  Coffman  and  Paul  T.  Healy, 
Keyser;  and  Jeffrey  S.  Life,  Romney. 
Alternates,  Carl  A.  Liebig,  Buenaven- 
tura P.  Orbeta  and  Suratkal  V.  Shenoy, 
Keyser;  and  S.  Phillip  Razzook,  Romney. 

PRESTON  (2)  — Delegates,  Thomas 
A.  Haymond,  Reedsville;  and  Dennis  F. 
Saver,  Masontown.  Alternate,  Del  Roy 
R.  Davis,  Kingwood;  and  Patricia  Haase, 
Masontown. 

PUTNAM  (2)  — Delegates,  Stephen  C. 
Smith  and  Randall  Peterson,  Hurricane. 
Alternate,  Samuel  L.  Henson,  Hurricane. 

RALEIGH  (7)  — Delegates,  William 
C.  Covey,  R.  C.  Jereza,  Worthy  W.  Mc- 
Kinney, William  D.  McLean,  Robert  P. 
Pulliam,  Norman  W.  Taylor  and  Rich- 
ard M.  Thompson,  Beckley.  Alternates, 
Anneva  French  Covey,  Prospero  B. 
Gogo,  Andrew  E.  Landis,  George  Orpha- 
nos,  Jose  L.  Oyco,  Richard  D.  Richmond, 
and  T.  Rosal  Rojas,  Jr.,  Beckley. 

SUMMERS  (2)  — (Not  sending  Dele- 
gates in  1985). 

TYGART’S  VALLEY  (6)  — Delegates, 
Jerome  C.  Arnett,  Jr.,  Elkins;  Halberto 
G.  Cruz,  Philippi;  Gene  W.  Harlow, 
Grafton;  James  B.  Magee,  Robert  R. 
Rector  and  Michael  M.  Stump,  Elkins. 
Alternates,  Karl  J.  Myers,  Jr.,  Mary  E. 
Myers,  Philippi;  Robert  A.  Rose,  Elkins; 
Samuel  M.  Santibanez,  Grafton-;  and 
Joseph  A.  Tavolacci,  Elkins. 

WESTERN  (3)  — Delegates,  James  S. 
Kessel  and  Ali  H.  Morad,  Ripley. 

WETZEL  (2)  — Delegate,  Donald  A. 
Blum,  New  Martinsville.  Alternate, 
K.  M.  Chengappa,  New  Martinsville. 

WYOMING  (2)  — Delegate,  Manuel 
C.  Barit,  Mullens.  Alternate,  Bose  Mik- 
kilineni,  Mullens. 
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Official  Program  - Auxiliary 


To  The  West  Virginia  State  Medical  Association  — 61st  Annual 
Meeting.  Marriott  Hotel  — Charleston  — August  14-17,  1985. 


WEDNESDAY  AFTERNOON 
August  14 

2:00-5:00 — Registration,  Second  Level. 

2:45 — First  Session  of  the  House  of 
Delegates,  West  Virginia  State  Med- 
ical Association  (Salon  D-E-F). 

Address  by  Harrison  L.  Rogers,  Jr., 
M.D.,  President,  American  Medical 
Association 

Recognition  of  AMA-ERF  Grants  to 
the  West  Virginia  University  and 
Marshall  University  Schools  of 
Medicine. 

4:00 — Pre-Convention  Board  Meeting, 
Mrs.  Harry  S.  Weeks,  Jr.,  President, 
presiding  (Salon  C). 

THURSDAY  MORNING 
August  15 

8:00 — Board  Breakfast:  Officers,  State 
Chairmen,  County  Presidents,  Presi- 
dents-Elect  and  Guests  (Salons  E 
and  F). 

9:00 — The  Thomas  L.  Harris  Address, 
Harrison  L.  Rogers,  Jr.,  M.D.,  Presi- 
dent, American  Medical  Associa- 
tion, Atlanta,  Georgia. 

Subject:  “The  Future  of  American 
Medicine”  (West  Virginia  Room 
105,  North  Hall,  Charleston  Civic 
Center) 

9:45 — Formal  Opening  of  the  Conven- 
tion, Mrs.  Harry  S.  Weeks,  Jr., 
President,  presiding  (Salon  C). 

Pledge  of  Loyalty  and  Pledge  to  the 
Flag — Mrs.  J.  Dennis  Kugel. 

Invocation  and  In  Memoriam — 
Mrs.  Frank  J.  Holroyd. 

Introduction  of  Honored  Guests. 

Presentation  of  Carl  J.  Roncaglione, 
M.D.,  President,  West  Virginia  State 
Medical  Association. 

Introduction  of  Convention  Chair- 
man— Mrs.  J.  L.  Mangus. 

Roll  Call — Mrs.  Herman  Fischer, 
Recording  Secretary. 

Declaration  of  a Quorum — Mrs. 
Logan  W.  Hovis,  Parliamentarian. 

Keynote  Address  — Mrs.  Mary  Kay 
McPhee,  President,  AMA  Auxiliary. 

Credentials  and  Registration  Re- 
port— Mrs.  Wilson  P.  Smith. 

Convention  Rules  of  Order — Mrs. 
Logan  W.  Hovis,  Parliamentarian. 

Report  of  the  1984  Reading  Com- 
mittee. 

Treasurer’s  Report. — Mrs.  Harvey 
Reisenweber. 

Recommendations  from  the  Pre- 
Convention  Board  Meeting. 

Convention  Business. 


Reports  of  Officers  and  Chairmen  of 
Standing  Committees. 

(Those  published  in  the  Annual  Re- 
port Book  will  not  be  given.) 

Presentation  of  Regional  Directors 
and  Two-Minute  Reports  by  County 
Presidents. 

Northern  Region — Mrs.  Romeo  C. 
Reyes. 

Eastern  Region — Mrs.  L.  Walter  Fix. 

Western  Region — Mrs.  Harry  K. 
Tweel. 

Southern  Region — Mrs.  Grady  Mc- 
Rae. 

Central  Region — Mrs.  Tony  C.  Ma- 
jestro. 

Announcements. 

Door  Prizes. 

Recess. 

THURSDAY  AFTERNOON 

12:00 — Cash  Bar. 

12:30 — Luncheon.  Speaker:  Mrs.  Edie 

Epstein,  AMPAC  Board  Member. 
Tickets  ($10)  may  be  purchased  at 
the  registration  table.  Luncheon 
will  be  in  Salon  D-E-F. 

2:00 — Reception  to  meet  Mrs.  Epstein, 
Courtesy  of  the  Legislative  Commit- 
tee and  Kanawha  County  Legisla- 
tive Committee,  Mrs.  Frank  Huber 
and  Mrs.  James  W.  Kessel,  Co- 
Chairmen. 

6:30 — Cocktail  Parties — North  Hall 
(Exhibit  Center),  Civic  Center. 

FRIDAY  MORNING 
August  16 

8:00 — Past  Presidents’  Breakfast,  Mrs. 
T.  Keith  Edwards,  Presiding  (Blue 
Ridge  Room). 

9:00-4:00 — Registration  (Second  Level). 

9:30 — Second  General  Session,  Mrs. 
Harry  S.  Weeks,  Jr.,  Presiding  (Sa- 
lon C). 

Introduction  of  Honored  Guests. 

Roll  Call  of  Delegates — Mrs.  Herman 
Fischer. 

Declaration  of  a Quorum — Mrs. 
Logan  W.  Hovis,  Parliamentarian. 

Introduction  of  Mrs.  J.  Edward  Hill, 
President  of  Southern  Medical  As- 
sociation Auxiliary. 

Convention  Announcements  — Mrs. 
J.  L.  Mangus. 

Credentials  and  Registration — Mrs. 
Wilson  P.  Smith. 

Presentation  of  AMA-ERF  Awards 
— Mrs.  Edward  M.  Spencer  and  Mrs. 
David  F.  Bell,  Jr.  Recognition  of 


AMA-ERF  Grants  to  the  West  Vir- 
ginia University  and  Marshall  Uni- 
versity Schools  of  Medicine. 

Unfinished  Business. 

Report  of  the  Nominating  Commit- 
tee— Mrs.  T.  Keith  Edwards. 

Election  of  Officers. 

Installation  of  Officers — Mrs.  Mary 
Kay  McPhee,  President,  American 
Medical  Association  Auxiliary. 

Presentation  of  President’s  Pin  and 
Gavel — Mrs.  Harry  S.  Weeks,  Jr. 

Presentation  of  Past  President’s 
Pin — Mrs.  T.  Keith  Edwards. 

Inaugural  Address — Mrs.  M.  V. 
Kalaycioglu. 

Announcements. 

Door  Prizes. 

Adjournment. 

FRIDAY  AFTERNOON 

12:45— Golf 

1:00 — Tennis  and  Bridge. 

FRIDAY  EVENING 

6:30-7:30 — Cocktail  Party  and  Recep- 
tion Honoring  Officers  of  the  West 
Virginia  State  Medical  Association 
and  Auxiliary.  McDonough  Caper- 
ton  Group,  host,  featuring  The  Bo 
Thorpe  Trio  (Grand  Ballroom). 

7:30-11:00 — Dinner  Dance  (ticketed 
function).  West  Virginia  State  Med- 
ical Association  and  Auxiliary, 
hosts.  Music  by  Bo  Thorpe  and  His 
Orchestra,  Rocky  Mount,  North 
Carolina  (Grand  Ballroom).  Tickets 
at  Registration  Desk. 

SATURDAY  MORNING 
August  17 

9:00 — Post-Convention  Board  Meeting, 
Mrs.  M.  V.  Kalaycioglu,  Presiding 
(Kanawha  Room). 

2:30 — Second  and  Final  Session  of  the 
House  of  Delegates,  West  Virginia 
State  Medical  Association  (Salon 
D-E-F). 

Presidential  Address:  Carl  J.  Ron- 
caglione, M.  D. 

Installation  of  David  Z.  Morgan, 
M.  D.,  Morgantown,  as  1985-86 
President  of  the  West  Virginia  State 
Medical  Association. 

(Auxiliary  members  are  invited 
and  urged  to  attend.) 

SATURDAY  EVENING 

7:00 — Cocktails-Cash  Bar  (Grand  Ball- 
room). 

8:00 — Dinner  (ticketed  function). 
After-Dinner  Entertainment  by 
Gary  Ellison,  Springfield,  Missouri, 
Ragtime  Pino  Player  (Grand  Ball- 
room). Tickets  at  Registration 
Desk. 
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Scientific  Exhibits 


AMERICAN  DIABETES 

ASSOCIATION,  WEST  VIRGINIA 
AFFILIATE,  INC. 

“DIABETES.”  Information  on  the 
most  recent  technological  advances  in 
the  treatment  of  diabetes.  Memberships 
and  services  will  be  available. 

Samuel  L.  Seamon,  Executive  Direc- 
tor; Kimberly  O’Dell,  Assistant,  and 
Phyliss  Harrison,  Secretary. 

AMERICAN  COLLEGE  OF  INTER- 
NATIONAL PHYSICIANS,  WEST 
VIRGINIA  CHAPTER 

“WV  ACIP.”  Pictorial  presentation  of 
the  growth  of  WV  ACIP  as  a represen- 
tative of  foreign  medical  graduates  in 
the  state,  highlighting  the  contributions 
of  WV  ACIP  members  to  the  health  care 
in  the  state.  There  will  be  literature 
asking  physicians  to  be  active  in  county 
and  state  medical  societies,  and  pictures 
and  news  reports  of  community  health 
projects  undertaken  by  WV  ACIP  mem- 
bers. 

Chandra  M.  Kumar,  M.  D.,  President; 
Jose  R.  Canario,  M.  D.,  President  Elect, 
and  Rano  S.  Bofill,  M.  D.,  Chairman, 
Board  of  Directors. 

AMERICAN  LUNG  ASSOCIATION 
OF  WEST  VIRGINIA 

“PUBLICATIONS  AND  PROGRAMS 
FOR  THE  MEDICAL  PROFESSION.” 
Information  dealing  with  occupational 
lung  disease,  smoking  cessation,  reha- 
bilitation for  lung  disease  sufferers,  and 
asthma  education. 

Katie  C.  Ickes,  Program  Director,  Ka- 
nawha Valley. 

DEPARTMENT  OF  COMMUNITY 
MEDICINE,  WEST  VIRGINIA 
UNIVERSITY  SCHOOL  OF  MEDICINE 

I.  “PREMATURITY  PREVENTION.” 
Cost  projections  and  benefits  will  be 
presented  for  an  all-out  blitz  on  patient 
education  to  delay  premature  delivery. 
Probable  lifestyle  benefits  for  parents 
and  the  child  also  will  be  presented. 

II.  “WEST  VIRGINIA  PHYSICIANS’ 
SCREENING  FOR  CANCER.”  The  re- 
sults from  a questionnaire  of  primary 
care  physicians  on  the  behaviors  regard- 
ing screening  for  cancers  of  breast, 
cervix  and  colon/rectum  will  be  pre- 
sented. 

III.  “TRENDS  IN  PHYSICIAN  MAN- 
POWER LICENSURE  IN  WEST  VIR- 
GINIA.” Trends  in  physician  manpower 


in  West  Virginia  from  1976  to  as  re- 
cently as  possible  will  be  presented. 

IV.  “CANCER  REGISTRATION 
PLANS.”  Plans  for  tumor  registry  op- 
erations in  West  Virginia  will  be  pre- 
sented. 

V.  “WEST  VIRGINIA  PHYSICIANS 
AND  PHYSICAL  REHABILITATION.” 
Results  will  be  presented  from  a ques- 
tionnaire of  primary  care  physicians  on 
physical  rehabilitation  needs  of  their 
patients. 

R.  John  C.  Pearson,  M.  D.,  Chairman. 

FAMILY  MEDICINE  FOUNDATION 
OF  WEST  VIRGINIA 

“FUND  - RAISER  — HANDMADE 
QUILT.”  The  Foundation  will  have  on 
display  a handmade  quilt  which  will  be 
used  as  a fund-raiser.  This  quilt  was 
made  by  Virginia  Schiefer  of  Sutton, 
West  Virginia,  and  will  be  given  away 
at  the  meeting.  Chances  are  $10  each 
and  tax  deductible.  Representatives  will 
be  available  to  discuss  items  of  interest 
regarding  the  Foundation,  its  goals  and 
plans. 

Dr.  Thomas  P.  Long,  Dr.  Robert  D. 
Hess,  Terry  Raab,  Chris  Ferrell,  and 
Alice  Jo  Hess. 

FOOD  AND  DRUG  ADMINISTRATION 

“COMMUNICATING  WITH  YOUR 
PATIENTS.”  Health  professionals  think 
they  are  communicating  well  with  pa- 
tients about  prescription  drugs.  Yet, 
numerous  studies  reveal  that  a third  to 
half  of  all  drugs  are  not  taken  correctly, 
and  only  two  to  four  per  cent  of  patients 
ask  questions  about  their  medications. 
It  may  be  up  to  you  to  encourage  the 
questions  that  will  lead  to  better  com- 
pliance. PPIs  were  not  the  answer.  The 
switching  from  Rx  to  OTC,  cost  con- 
tainment, and  self-medication  have 
placed  increased  burdens  on  physicians. 
FDA  may  be  able  to  assist  you. 

Anne  B.  Lane,  Consumer  Affairs  Of- 
ficer. 

INTERNATIONAL  CANCER 
INFORMATION  CENTER,  NATIONAL 
CANCER  INSTITUTE 

“PHYSICIAN  DATA  QUERY  (PDQ).” 
This  exhibit  will  emphasize  the  Na- 
tional Cancer  Institute’s  new  com- 
puterized database,  PDQ  (Physician 
Data  Query). 

PDQ  provides  physicians  with  data 
on  prognosis,  staging,  and  treatment 
options  for  82  different  types  of  neo- 


plasia. It  also  includes  information  on 
treatment  protocols  and  the  names  of 
physicians  and  organizations  having  a 
special  interest  in  the  care  of  cancer 
patients.  This  database  has  been  de- 
signed to  be  very  easy  to  use,  and  reg- 
istrants will  have  an  opportunity  to  em- 
ploy the  system  directly  in  the  exhibit 
booth. 

Other  important  information  products 
and  services  of  the  International  Cancer 
Information  Center  will  be  described  to 
all  interested  persons.  These  include 
publications  such  as  the  Journal  oj  the 
National  Cancer  Institute,  Cancer  Treat- 
ment Reports,  Cancergrams,  and  On- 
cology Overviews;  and  on-line  databases 
such  as  CANCERLIT,  CANCEREX- 
PRESS,  AND  CLINPROT. 

Nick  Martin,  computer  specialist,  and 
Jana  Johnston,  technical  information 
specialist. 

KANAWHA  MEDICAL  SOCIETY, 
CHARLESTON 

“CONCERNED  PHYSICIANS.”  The 
exhibit  will  have  printed  material  and 
illustrations  regarding  the  current  mal- 
practice crisis  in  West  Virginia. 

Members  of  Concerned  Physicians 
Committee,  and  Auxiliary  representa- 
tives. 

NATIONWIDE  INSURANCE- 
MEDICARE 

“MEDICARE  OPERATIONS.”  Litera- 
ture relative  to  the  Part  B Medicare 
Program  will  be  available. 

Betty  Rickenbacker,  Deanna  Seftan, 
Bill  Helman,  Jim  Irwin  and  Jim  Cuppy. 

JOHN  TAYLOR,  M.  D., 
BLUEFIELD,  VA 

“CURRENT  TECHNIQUES  IN  PLAS- 
TIC AND  RECONSTRUCTIVE  SUR- 
GERY.” A variety  of  techniques  in 
plastic  and  reconstructive  surgery  will 
be  demonstrated  with  emphasis  on  pre- 
operative and  postoperative  conditions. 
These  will  include  hand  surgery,  sur- 
gery for  scars,  breast  reconstruction, 
nasal  reconstruction,  and  congenital  le- 
sions. 

Jennifer  Reedy,  Office  Manager. 

SOCIAL  SECURITY  DISABILITY 
DETERMINATION  SECTION  OF  THE 

WTST  VIRGINIA  DIVISION  OF 

VOCATIONAL  REHABILITATION 

“THE  ATTENDING  PHYSICIAN  IN 
DISABILITY  DETERMINATION.”  In 
cooperation  with  the  West  Virginia 
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Chapter,  American  Academy  of  Family 
Physicians  and  others,  the  Disability 
Determination  Section  has  invited  West 
Virginia  attending  physicians  to  do 
consultative  (sic)  examinations  on  their 
own  patients  who  have  applied  for  dis- 
ability benefits.  The  exhibit  will  show 
the  conditions  under  which  an  attending 
physician  can  be  authorized  as  a DDS 
examiner  for  his/her  own  patients, 
and  reasons  they  might  be  discontinued 
as  such  an  examiner. 

David  H.  Cleland,  State  Medical  Re- 
lations Officer  and  Steve  Nicholson, 
Area  Medical  Relations  Officer. 

TERRY  L.  WHIPPLE,  M.  D.; 

WILLIAM  T.  JOHNSTONE,  M.  D., 
RICHMOND,  VA 

“NEW  HORIZONS  IN  TOTAL  KNEE 
REPLACEMENT.”  Advances  in  ma- 
terials, prosthetic  design,  and  implanta- 
tion techniques  have  greatly  improved 
the  success  rate  and  reduced  complica- 
tions associated  with  total  knee  replace- 
ment. Range  of  motion  is  greater,  fixa- 
tion more  secure,  and  return  to  function 
is  earlier.  Finally,  total  knee  replace- 
ment offers  dramatic  symptomatic  re- 
lief and  functional  improvement  to  ar- 
thritic patients  with  acceptable  risk  and 
good  prognosis. 

Terry  L.  Whipple,  M.  D.,  Author. 

WEST  VIRGINIA  DEPARTMENT 
OF  HEALTH 

I.  “DEPARTMENT  OF  HEALTH 
PROGRAMS.” 

David  Heydinger,  M.  D.,  Director; 
Sam  Folio,  Director,  Division  of  Health 
Education,  and  David  Shortt,  Graphic 
Artist. 

II.  “WEST  VIRGINIA  HEPATITIS  B 
PROGRAM.”  This  display  describes 
the  hepatitis  B immunization  program 
in  West  Virginia,  especially  immuniza- 
tions given  by  the  State  Health  Depart- 
ment. The  Department  operates  the  five 
residential  institutions  serving  the  de- 
velopmentally  disabled.  A hepatitis  B 
outbreak  in  one  of  these  institutions 
prompted  beginning  the  screening  and 
immunization  program  in  this  type  of 
institution.  Deinstitutionalization  of 
some  developmentally  disabled  hepatitis 
B carriers  by  court  order  necessitated 
expansion  of  the  program  to  their  im- 
mediate community  contacts. 

Displayed  are:  (1)  plan  for  education; 
(2)  follow-up  plan  for  employees  and 
patients  at  state  facilities;  (3)  criteria 
for  identifying  employees  at  risk;  (4) 
groups  receiving  vaccine  in  the  state; 


(5)  plan  for  preventing  perinatal  hepa- 
titis B transmission;  (6)  recommenda- 
tions for  prophylaxis  of  hepatitis  B posi- 
tive mothers;  and  (7)  post-exposure  rec- 
ommendations. 

Mary  Skinner,  M.  D.,  Pediatric  Clini- 
cian, and  Loretta  E.  Haddy,  M.  A.,  M.  S., 
State  Epidemiologist. 

WEST  VIRGINIA  UNIVERSITY 
HOSPITALS,  INC. 

“WEST  VIRGINIA  UNIVERSITY 
HOSPITALS  — FACING  THE  CHAL- 
LENGES OF  THE  FUTURE.”  WVU 
Hospitals,  Inc.,  is  facing  the  challenges 
of  the  future  by  building  a replacement 
hospital,  Ruby  Memorial,  which  prom- 
ises a new  era  in  patient  care,  research 
and  medical  education. 

The  needs  of  referring  physicians  are 
met  through  state-of-the-art  medical 
services,  and,  some  55  outpatient  clinics 
offer  a wide  range  of  treatments. 

Our  commitment  is  to  provide  the 
most  advanced  care  possible  to  the 
physicians  and  the  people  of  West  Vir- 
ginia. 

David  Fine,  President;  Virginia  Nu- 
gent, Public  Affairs;  Andy  Lasser,  Ad- 
ministrator, Children’s  Hospital;  and 
Bernard  Westfall,  Senior  Vice  President. 

WEST  VIRGINIA  POISON  CENTER 

“GET  TO  KNOW  THE  WEST  VIR- 
GINIA POISON  CENTER.”  Find  out 
what  the  WV  Poison  Center  has  to  offer 
medical  professionals  and  health  care 
facilities. 

Terri  DeFazio,  R.N.,  Assistant  Direc- 
tor; Sheila  Totten,  R.N.,  Poison  Spe- 
cialist II,  and  Lynn  Durback,  R.N., 
Poison  Specialist  II. 

WEST  VIRGINIA  UNIVERSITY 
SCHOOL  OF  MEDICINE 

“MARS  AND  CIS:  TWO  NEW 

PHONE  CONSULTATION  SERVICES.” 
This  exhibit  will  describe  the  how-to’s 
and  benefits  of  two  new  toll-free  tele- 
phone consultation  services:  MARS  and 
the  West  Virginia  CIS.  One  is  for  med- 
ical professionals,  the  other  for  the  gen- 
eral public. 

MARS  (Medical  Access  & Referral 
System)  will  allow  immediate  com- 
munication between  private  practi- 
tioners and  WVU  faculty.  It  is  designed 
to  improve  patient  care,  bring  the  priv- 
ate physician  into  closer  working  ar- 
rangements with  the  WVU  Medical 
Center,  create  opportunities  for  patient 
care  consultation  and  patient  referrals, 


alert  the  academician  to  the  changing 
needs  of  the  community  practitioner, 
and  continue  the  medical  education  of 
the  practitioner. 

CIS  (Cancer  Information  Service), 
scheduled  to  begin  in  November,  is  part 
of  West  Virginia’s  new  Cancer  Informa- 
tion System.  Funded  by  the  National 
Cancer  Institute  and  headquartered  at 
the  Mary  Babb  Randolph  Cancer  Cen- 
ter in  Morgantown,  the  CIS  will  answer 
callers’  questions  about  cancer  and 
the  cancer-related  services  available 
throughout  West  Virginia. 

Mickie  Tetkoski,  Assistant  to  the 
Dean/Planning  and  Analysis;  Linda 
Morningstar,  Assistant  to  the  Dean/Pub- 
lic Relations,  and  Michael  Lewis,  M.  D., 
Department  of  Family  Practice. 

WEST  VIRGINIA  UNIVERSITY 
SCHOOL  OF  MEDICINE,  OFFICE  OF 
CONTINUING  MEDICAL  EDUCATION 

“INNOVATIONS  IN  CONTINUING 
MEDICAL  EDUCATION.”  The  CME  of- 
fice offers  a wide  variety  of  educational 
programs  for  practicing  physicians.  The 
exhibit  will  provide  information  on 
week-end  CME  programs,  self-instruc- 
tion materials,  videotape  offerings  and 
other  special  programs  available  through 
the  CME  office. 

Robert  E.  Kristofco,  Assistant  to  the 
Dean  for  Continuing  Medical  Education. 

WEST  VIRGINIA  WORKERS’ 
COMPENSATION  FUND 

“WEST  VIRGINIA  WORKERS’  COM- 
PENSATION FUND.”  The  exhibit  il- 
lustrates the  main  steps  involved  in  fil- 
ing a claim  once  an  injury  occurs.  Also 
pictured  are  examples  of  types  of  bene- 
fits available,  including  medical  and  re- 
habilitation service.  Individuals  engaged 
in  the  various  occupations  shown  are 
representative  of  only  a few  of  the  many 
types  of  employment  in  West  Virginia. 

Mary  Martha  Merritt,  Commissioner; 
John  E.  Farley,  Director  of  Claims  Man- 
agement, and  Judith  Greenwood,  Direc- 
tor of  Research  and  Development. 

WEST  VIRGINIA  DIVISION  OF 

VOCATIONAL  REHABILITATION 

“VOCATIONAL  REHABILITATION.” 
The  exhibit  will  feature  a photographic 
display  of  the  range  of  services  provided 
by  Vocational  Rehabilitation  to  enable 
disabled  individuals  to  retain  or  find 
and  keep  gainful  employment. 

Patty  Pearson,  Public  Information  Of- 
ficer. 
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Commercial  Exhibits 


SMITH  KLINE  & FRENCH 
LABORATORIES 
Philadelphia,  PA 
Booth  1 

Representatives  of  Smith  Kline  & 
French  Laboratories  wish  to  extend  a 
cordial  invitation  to  physicians  to  visit 
Booth  No.  1.  They  will  be  on  hand  to 
answer  specific  questions  and  to  pro- 
vide information  on  SK  & F products 
and  services.  Products  to  be  featured 
are  TAGAMET®  and  DYAZIDE® 

Representatives:  Robert  Sunday,  Ed- 
ward Hargro,  John  Lowe,  Terry  Taylor, 
John  Wallace  and  Lee  Woodburn. 

McDonough  caperton  systems 

Charleston,  WV 
Booth  2 

Representatives  for  McDonough  Cap- 
erton Systems  will  occupy  Booth  No.  2. 
They  would  like  to  extend  a cordial 
welcome  to  physicians  to  come  by  and 
discuss  with  them  the  IBM  PC/AT, 
which  will  be  running  their  electronic 
claims  and  AR  software. 

Representatives:  Brad  Layne  and 

Colleen  Briggs. 

A.  H.  ROBINS  COMPANY 
Richmond,  VA 
Booth  3 

You  are  cordially  invited  to  visit  the 
A.  H.  Robins  exhibit  (Booth  No.  3)  and 
meet  our  representatives  who  will  wel- 
come the  opportunity  to  discuss  our 
products:  Reglan  and  Micro-K. 

SEARLE  PHARMACEUTICALS  INC. 

Chicago,  IL 
Booth  4 

You  are  cordially  invited  to  visit 
Booth  No.  4 where  Searle  representa- 
tives will  be  happy  to  answer  any  ques- 
tions regarding  Searle  products.  Fea- 
tured will  be  information  on  ALDAC- 
TAZIDE®,  THEO-24™,  CALAN™,  NI- 
TRODISC™,  NORPACE®,  FLAGYL 
I.V.™,  and  other  drugs  of  interest. 

SANDOZ/DORSEY 
PHARMACEUTICALS 
East  Hanover,  NJ 
Booth  5 

Representatives  for  Sandoz/Dorsey 
Pharmaceuticals  will  be  present  at 


Booth  No.  5 to  discuss  their  pharmaceu- 
tical products  with  you.  You  are  wel- 
come to  come  visit  with  them. 

AMERICAN  SCIENTIFIC  PRODUCTS 
Obetz,  OH 

Booth  6 

Representatives  wish  to  extend  a cor- 
dial welcome  to  physicians  to  visit 
American  Scientific  Products  Booth  No. 
6 where  they  will  be  featuring  TOA 
Hematology  Analyzer,  Ames  Seralyzer 
and  routine  physicians’  office  products. 

Representatives:  Mike  Yates,  Steve 

Grabosky,  Mike  Land,  Bill  Lewis  and 
Tim  Holcomb. 

CHARLESTON  AREA  MEDICAL 
CENTER 

and 

STRATEGIC  VENTURES  INC. 
Charleston,  WV 

Booth  Nos.  7 & 8 

Please  stop  by  and  visit  with  repre- 
sentatives at  Booth  Nos.  7 & 8.  CAMC 
will  feature  physicians  reference  bro- 
chures and  other  items  of  interest  re- 
garding the  Medical  Center  and  Cardiac 
Rehab  will  be  displaying,  as  well  as 
the  State’s  first  3rd  stage  rehab  center 
for  spinal  cord  and  other  medical  rehab 
patients.  SVI,  a for-profit  subsidiary  of 
CAMC,  will  be  drawing  physicians’ 
blood  from  the  hours  of  8 A.M.  to  12 
noon. 

Representatives:  CAMC  — Dr.  Joseph 
T.  Skaggs,  Jack  Canfield,  William  B. 
Ferrell,  Jr.  and  Gary  Chernenko.  Car- 
diac Rehab  — Jack  Taylor.  Medical  Re- 
hab — Diane  Russell.  SVI  — Phyllis 
Neely,  Betty  Durst  and  Sharon  Parker, 
Ph.D. 

McDonough  caperton  group 
Charleston,  WV 

Booth  9 

Representatives  at  Booth  No.  9 invite 
and  encourage  physicians  to  visit  with 
them  to  discuss  the  State  Medical  As- 
sociation’s Group  Insurance  and  Pro- 
fessional Liability  plans. 

Representatives:  Tom  Auman  and 

Skip  Vogelsberger. 


MEDIC  COMPUTER  SYSTEMS 
Raleigh,  NC 

Booth  10 

Medic  Computer  Systems  of  Raleigh, 
NC,  will  occupy  Booth  No.  10.  You  are 
cordially  invited  to  visit  and  discuss  the 
computer  systems  with  the  representa- 
tive. 

Representative:  John  McConnell. 

ALL  ORTHOPEDIC  APPLIANCES 
Miami,  FL 

Booth  11 

You’re  invited  to  visit  Booth  No.  11 
where  representatives  for  All  Orthopedic 
Appliances  will  be  happy  to  discuss  their 
products  with  you.  They  are  featuring 
orthopedic  soft  goods,  casting  materials 
and  sports  supports. 

Representatives:  Hershel  Hall  and 

Rod  Davis. 

McNEIL  PHARMACEUTICAL 
Horsham,  PA 

Booth  12 

You  are  cordially  invited  to  visit 
Booth  No.  12.  McNeil  Pharmaceutical 
representatives  will  be  delighted  to  dis- 
cuss their  products  with  you. 

Representatives:  Bill  Williams,  Rich- 
ard Harker,  Dave  Morris  and  Rick 
Baumgardner. 

INTEGRATED  FINANCIAL  SERVICES 
Charleston,  WV 

Booth  13 

Integrated  Financial  Services  will  oc- 
cupy Booth  No.  13  and  its  representa- 
tives extend  a cordial  invitation  to  phy- 
sicians to  come  by,  get  acquainted  and 
let  them  talk  with  you  concerning  fi- 
nancial planning  and  investments,  and 
learn  about  their  life  insurance  products. 

Representatives:  David  V.  Walls, 

James  W.  Walls,  Jerry  Martin,  Stuyve 
Pierrepont  and  Barbara  Schaeufele. 

DOCTORS  OFFICE  COMPUTER 
SYSTEMS 
Beckley,  WV 

Booth  14 

Representatives  for  Doctors  Office 
Computer  Systems  (DOCS)  will  occupy 
Booth  No.  14.  They  extend  a cordial 
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invitation  to  physicians  to  visit  and  dis- 
cuss with  them  an  inexpensive  com- 
puter system  that  works.  Designed  by 
doctors  for  doctors.  Bills:  Medicare, 

Medicaid,  Workers’  Compensation  and 
private  insurances — same  form,  same 
day. 

Representatives:  Robert  P.  Pulliam, 

M.D.;  Katrina  J.  Garten,  RDMS,  RVT, 
and  Lee  B.  Walker,  MBA. 

GLAXO  INC. 

Research  Triangle  Park,  NC 

Booth  15 

Glaxo  representatives  will  be  happy 
to  have  you  visit  with  them  at  Booth 
No.  15  to  discuss  their  products. 

Representatives:  Stu  Sergent  and 

Phillip  J.  Rose. 

CIBA  PHARMACEUTICAL  COMPANY 
Summit,  NJ 

Booth  16 

Ciba  Pharmaceutical  Company  will 
have  representatives  on  hand  at  Booth 
No.  16  to  discuss  their  products  with 
you.  They  invite  you  to  come  visit  with 
them.  They  will  feature  Tansderm  Ni- 
tro,  Slow  K,  Estraderm  and  Slow  FE. 

Representatives:  James  Adkins  and 

Marvin  Ballengee. 

ADRIA  LABORATORIES 

Columbus,  OH 

Booth  17 

The  following  products  will  be  fea- 
tured at  Booth  No.  17  by  Adria  Labora- 
tories representatives:  Kaon  CL  10, 

Myoflex,  Axotal  and  Modane.  They  in- 
vite you  to  visit  and  discuss  with  them 
their  products. 

Representative:  Dwayne  Smith. 

MERCK  SHARP  & DOHME 
West  Point,  PA 

Booth  18 

Merck  Sharp  & Dohme  will  occupy 
Booth  No.  18  where  the  following  prod- 
ucts will  be  featured:  CLINORIL, 

DOLOBID,  FLEXERIL,  MEFOXIN, 
TONOCARD  AND  MODURETIC.  Rep- 
resentatives cordially  invite  you  to  come 
visit  and  discuss  products  of  interest  to 
you. 

UNITED  STATES  AIR  FORCE 
HPRO 

Richmond,  VA 

Booth  19 

The  USAF  Health  Professions  will 
occupy  Booth  No.  19.  Representatives 
will  be  on  hand  to  discuss  with  phy- 


sicians possible  career  opportunities  in 
the  USAF. 

Representatives:  MSGT  Ed  Bledins, 

Capt.  George  L.  Berberich  and  LTC 
Wayne  Larson. 

LEDERLE  LABORATORIES 
Pearl  River,  NY 

Booth  20 

The  following  products  will  be  fea- 
tured by  Lederle  Laboratories  at  Booth 
No.  20,  and  you  are  cordially  invited 
to  visit  representatives  to  discuss  the 
products  of  interest  to  you:  MAX- 

ZIDE™,  PIPRACIL®,  MINOCIN®,  AS- 
ENOIN®  and  CYCLOCORT®. 

Representatives:  Arthur  M.  Shumsky, 
Frank  Coffman,  II,  Jeff  Morrison  and 
Jay  Nearhoof. 

ABBOTT  LABORATORIES 
North  Chicago,  IL 

Booth  21 

Representatives  for  Abbott  Labora- 
tories will  be  at  Booth  No.  21  to  greet 
you  and  will  be  happy  to  discuss  prod- 
ucts of  interest  to  you.  The  following 
products  will  be  featured:  Tranxene®, 
E.E.S®  and  K-Tab®. 

McLAIN  SURGICAL  SUPPLY,  INC. 

Charleston,  WV 

Booth  22 

McLain  Surgical  Supply  will  occupy 
Booth  No.  22  where  representatives  will 
be  happy  to  have  you  visit  and  talk 
with  them.  McLain  will  feature  blood 
analyzers,  cell  counter,  power  exam 
table,  spirometers,  automatic  ECG  and 
cardiointegraph. 

Representatives:  Eric  and  Gary 

Schwarz. 

SCHERING  CORPORATION 
Pittsburgh,  PA 

Booth  23 

The  following  products  will  be  fea- 
tured at  Booth  No.  23  by  Schering  rep- 
resentatives, and  they  will  be  happy  to 
meet  you  and  discuss  products  of  in- 
terest to  you:  Normodyne,  Lotrisone 

and  Proventil. 

Representatives:  Robin  Mease,  John 
McMillan  and  Amy  Jenkins. 

ROCHE  LABORATORIES 
Nutley,  NJ 

Booth  24 

You  are  cordially  invited  to  stop  by 
Booth  No.  24  where  Roche  will  feature 
Rocephin,  Bumex,  Valium  and  Dal- 
mane.  Representatives  will  be  happy  to 
discuss  products  of  interest  to  you. 


Representatives:  John  Jakob,  Pete 

Francesa,  Suellen  White  and  Becky 
Vaughan. 

MEAD  JOHNSON  NUTRITIONAL 
DIVISION 

Evansville,  IN 

Booth  25 

We  cordially  invite  you  to  visit  the 
Mead  Johnson  Nutritional  Division  ex- 
hibit (Booth  No.  25)  and  meet  our  local 
representatives  who  welcome  the  oppor- 
tunity to  discuss  products  and  services 
of  interest  to  you.  Featured  will  be  in- 
fant formulas,  pediatric  vitamins,  adult 
nutritionals,  Naturacil™,  a chewable 
bulk  laxative,  and  b-CAPSA™  I Vaccine 
(Haemophilus  b Polysaccharide  Vac- 
cine). 

Representative:  Dave  York. 

MOBILE  INSTRUMENT  SERVICE  AND 

REPAIR 

Bellefontaine,  OH 

Booth  26 

Representatives  of  Mobile  Instrument 
Service  and  Repair  of  Bellefontaine, 
OH,  who  will  occupy  Booth  No.  26,  in- 
vite you  to  stop  by  and  discuss  products 
of  mutual  interest. 

Representatives:  Phil  Miller  and  Bill 
Arnold. 

DEPUY-REED  ASSOCIATES 
Bellefontaine,  OH 

Booth  27 

Depuy-Reed  will  occupy  Booth  No.  27 
and  extend  a warm  welcome  to  phy- 
sicians to  drop  by,  get  acquainted  and 
discuss  the  following:  total  hips,  med- 
ical instruments,  soft  goods  and  total 
knees. 

Representatives:  Jack  Evans,  Brad 

Harris  and  Mick  Reed. 

USV  LABORATORIES 
Tarrytown,  NY 

Booth  28 

PROGRAMMING  AND  SYSTEMS 
MANAGEMENT,  INC. 

(PSM) 

Dayton,  OH 

Booth  29 

PSM  will  occupy  Booth  No.  29,  and  its 
representatives  invite  you  to  come  by 
the  Booth  and  discuss  their  medical  “of- 
fice automation  system,”  using  a com- 
puter and  “tips.”  They  also  will  be  fea- 
turing their  software  program. 

Representatives:  Dr.  B.  Bahramiam, 
Robert  Root  and  Mellisa  Allison. 
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HALL  REAL  ESTATE  GROUP 
Vienna,  VA 

Booth  30 

Representatives  of  the  Hall  Real  Es- 
tate Group  extend  a cordial  invitation  to 
physicians  to  visit  them  at  Booth  30 
and  discuss  tax  advantage  real  estate 
limited  partnerships.  They  will  be  of- 
fering memorandums  and  supporting  in- 
formation. 

Representative:  J.  Stephen  Fox. 

GEIGY  PHARMACEUTICAL 
COMPANY 
Summit,  NJ 

Booth  31 

Geigy  Pharmaceutical  Company  will 
occupy  Booth  No.  31  and  extends  a 
cordial  invitation  to  physicians  to  visit 
and  discuss  products  of  interest  to  them. 
Geigy  will  feature  Brethine  and  Lopres- 
sor. 

Representatives:  Jim  McGlossom,  Mark 
Post,  Harry  Broadus  and  Paula  Reed. 


KNOLL  PHARMACEUTICAL 
COMPANY 
Whippany,  NJ 

Booth  32 

Representatives  of  Knoll  Pharmaceuti- 
cal Company  (Booth  No.  32)  extend  a 
cordial  welcome  to  physicians  to  visit 
and  discuss  products  of  interest  to  them. 
Knoll  will  feature  Isoptin®  and  Vic- 
odin®. 

Representatives:  Jacqueline  Sellers 

and  Alan  Gandee. 

LINDE  HOMECARE  MEDICAL 
SYSTEMS  INC. 

South  Charleston,  VVV 

Booth  33 

The  Linde  Homecare  Medical  Systems 
will  occupy  Booth  No.  33.  Representa- 
tives extend  a warm  welcome  to  phy- 
sicians to  visit  their  booth  and  discuss 
with  them  the  Linde  Oxygen  Walker 
System,  Oxygen  Concentrators  and  other 
respiratory  equipment.  They  will  be 
using  pictures  to  illustrate  their  com- 
plete equipment  and  service  products 
including  Durable  Medical  Equipment. 

Representatives:  Diane  Gillespie, 

Julie  Velasquez  and  Steve  Gnall. 

CHESEBROUGH-POND’S,  INC. 
Fairmont,  WV 

Booth  34 

You  are  cordially  invited  to  stop  by 
Booth  No.  34  where  representatives  for 
Chesebrough-Pond’s  will  feature  elec- 


tronic thermometer  filac,  kangaroo  en- 
teral feeding  pumps,  pulmonary  func- 
tions screener  and  thora-drain  III  un- 
derwater chest  drainage. 

Representatives:  John  A.  Reese  and 
Bob  Nixon. 

PROVIDER  OFFICE  SERVICES 
AND  TELECOMMUNICATIONS,  INC. 

Charleston,  WV 

Booths  35  & 36 

Representatives  in  Booths  35  and  36 
extend  a cordial  invitation  to  you  to  visit 
and  discuss  with  them  available  prod- 
ucts and  services  Provider  Office  Serv- 
ices and  Telecommunications  have  to 
offer  physicians  and  their  staffs.  They 
will  have  on  display  two  IBM  XTs  and 
one  Centronics  printer,  with  physicians’ 
office  practice  management  software 
package  which  features:  patient  billing; 
appointment  processing;  insurance  pre- 
paration for  all  carriers;  practice  man- 
agement reporting;  collection  process- 
ing; patient  history,  and  paperless  pro- 
cessing. 

Representatives:  Ronda  L.  Torrisi, 

Gregory  Pittner,  Gary  Glidden,  Cheryl 
Vetter,  Sam  Torrisi  and  Susan  Cunning- 
ham. 

WYETH  LABORATORIES 
Philadelphia,  PA 

Booth  37 

Representatives  of  Wyeth  Laboratories 
extend  a cordial  invitation  to  phy- 
sicians to  visit  Booth  No.  37  to  discuss 
products  of  interest.  They  will  be  fea- 
turing ATIVAN  Triphasil  and  WYTEN- 
SIN. 

Representatives:  Jeff  Beaver,  Terry 

Reynolds  and  Steve  Sweeney. 

RAMSEY  MEDICAL  SYSTEMS,  INC. 

Charleston,  WV 

Booth  38 

Ramsey  Medical  Systems,  Inc.,  of 
Charleston,  will  occupy  Booth  No.  38. 
You  are  cordially  invited  to  visit  with 
representatives  who  will  be  happy  to 
discuss  their  computer  capabilities. 

Representatives:  Jim  Curtis,  Steve 

Hyre,  Bill  Porter,  L.  P.  Curtis  and  David 
Andrick. 

MONY  FINANCIAL  SERVICES 

Charleston,  WV 

Booth  39 

You  are  cordially  invited  to  visit 
Booth  No.  39  where  MONY  representa- 
tives will  be  happy  to  discuss  with  you 
the  WVSMA-sponsored  plans  as  follows: 
Life,  Major  Medical  and  Professional 


Overhead  Expense.  They  also  will  be 
available  to  discuss  the  other  plans 
offered  such  as:  Disability  Income, 

Mutual  Funds,  Tax  Shelters  (IRAs  and 
Pensions),  Life  Insurance  Plans — term, 
permanent  & universal;  and  furnish  in- 
formation concerning  their  financial 
planning  service. 

Representatives:  Larry  D.  Queen, 

David  W.  Copeland,  Bill  Albright,  Stacia 
Cremering  and  Sherri  Wolfe. 

ROSS  LABORATORIES 
Columbus,  OH 

Booth  40 

Ross  Laboratories  will  occupy  Booth 
No.  40  and  its  representatives  extend  a 
cordial  invitation  to  physicians  to  visit 
with  them  during  the  meeting.  They  are 
pleased  to  share  their  choice  of  infant 
nutritionals.  They  will  be  featuring 
Similac,  Similac  with  Iron,  and  Similac 
with  Whey.  They  also  will  be  sharing 
their  service  and  educational  items. 

Representatives:  Pat  Collier,  Jerry 

Siner  and  Francis  Fasching. 

SOUTHERN  MEDICAL  ASSOCIATION 
Birmingham,  AL 

Booth  41 

Representatives  for  Southern  Medical 
Association  at  Booth  No.  41  will  have 
information  available  on  the  advantages 
of  membership,  such  as  Dial  Access, 
Video  Access,  Regional  Postgraduate 
Conferences,  Seminars,  the  Annual  Sci- 
entific Assembly,  and  the  SOUTHERN 
MEDICAL  JOURNAL.  Also,  material 
will  be  available  on  other  benefits  to 
members:  the  IRA,  Retirement  and  In- 
surance Programs,  Universal  Life,  Re- 
search Project  Fund,  Loans  and  Scholar- 
ships, Hyatt  Hotels  Corporate  Rate,  the 
gold  MasterCard,  and  the  Physicians 
Purchasing  Program. 

Representatives:  Robert  P.  Mosca,  Di- 
rector, Member  Services;  and  Marc  B. 
Wilson,  Coordinator,  Member  Benefits. 

WILLIAM  H.  RORER,  INC. 

Fort  Washington,  PA 

Booth  42 

William  H.  Rorer  will  occupy  Booth 
No.  42.  Rorer  is  pleased  to  be  part  of 
the  state  medical  meeting  and  welcomes 
you  to  its  exhibit.  Representatives  will 
be  available  and  happy  to  discuss  phar- 
maceutical specialties  manufactured  by 
Rorer:  MAALOX®,  MAALOX®  PLUS, 
MAALOX®  THERAPEUTIC  CONCEN- 
TRATE, ASCRIPTIN®,  ASCRIPTIN® 
A/D,  EMETROL®,  PERDIEM®,  PER- 
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DIEM®  PLAIN,  SLOPHYLLIN®,  SLO- 
BID™,  FEDAHIST®,  AZMACORT™, 
NITROL®,  LEVSIN®  and  LEVSINEX™. 

CHARLESTON  DATA  SYSTEMS 
Charleston,  WV 

Booth  43 

Representatives  of  Charleston  Data 
Systems  will  occupy  Booth  No.  43  and 
cordially  invite  physicians  to  come  by 
and  visit  with  them.  They  will  be 
happy  to  discuss  with  you  details  con- 
cerning computers,  printers,  video  dis- 
play screens,  computerized  medical 
practice  management  systems  and  elec- 
tronic media  claims  billing  with  modem. 

Representatives:  Harold  E.  and  Bitsy 
Preston  and  John  Hayne. 

US  ARMY  MEDICAL  DEPARTMENT 
Washington,  DC 

Booth  44 

The  US  Army  Medical  Department 
will  occupy  Booth  44  and  will  display 


recruiting  literature  and  hand-outs. 
They  will  have  cups,  pens,  pen  lights, 
pointers  and  luggage  tags.  They 
cordially  invite  you  to  stop  by  and  talk 
with  them. 

Representative:  Maj.  Charles  J. 

Schuder. 

OHIO/KANAWHA  VALLEY  DATA 
CONTROL,  INC. 

Belpre,  OH 

Booth  45 

Representatives  of  the  Ohio/Kanawha 
Valley  Data  Control,  Inc.,  with  offices  in 
Wheeling,  Dunbar  and  Beckley,  WV, 
and  Belpre,  OH,  invite  you  to  visit  with 
them  at  Booth  45.  They  will  feature 
complete  turnkey  medical  billing  (ac- 
counting) system  on  either  an  in-house 
or  timesharing  system;  and  Digital 
Equipment  Corporation  (DEC)  products 
and  Care  Information  Systems  Medical 
Software. 

Representatives:  John  D.  Fischer  and 
Marc  J.  Vogel. 


Annual  Reports 


Committee  on  Insurance 

The  West  Virginia  State  Medical 
Association  Group  Insurance  Program 
has  eight  excellent  plans  of  insurance 
comprising  the  total  insurance  port- 
folio available  as  a direct  benefit  of 
membership.  These  plans  are  de- 
signed to  provide  protection  not  only 
on  a professional  basis  but  also  for  our 
personal  lives.  Several  plans  are  de- 
signed to  protect  our  family  mem- 
bers and  employees. 

McDonough  Caperton  Shepherd 
Association  Group  has  been  our  in- 
surance administrator  for  over  30 
years  with  local,  personalized  service, 
and  is  responsible  for  the  following 
seven  plans  of  Life  and  Health  In- 
surance: 

LONG-TERM  DISABILITY 

Up  to  $500  weekly  benefits  with 
various  self-insured  waiting  periods. 

LIFE 

Term  insurance  up  to  $250,000  for 
members,  $100,000  for  employees. 
Spouse  and  children  can  be  included. 


COMPREHENSIVE  MAJOR 
MEDICAL 

$1,000,000  protection  for  each  in- 
sured person’s  family.  Employees  are 
eligible.  Choice  of  annual  deductible 
amounts  of  $100,  $250,  $500,  and 
$1,000.  (Note:  The  response  to  this 
plan  has  been  excellent.  The  number 
of  insured  persons  has  doubled  within 
the  last  two  years.) 

ACCIDENTAL  DEATH  & 
DISMEMBERMENT 

Provides  coverage  up  to  $100,000. 
Spouse  and  children  can  be  included. 

HOSPITAL  INDEMNITY  PLAN 

Pays  a flat  amount  for  each  day  of 
hospital  confinement  up  to  $100  per 
day.  Family  can  be  included. 

OFFICE  OVERHEAD  EXPENSE 

Provides  benefits  up  to  $5,000  a 
month  to  take  care  of  overhead  costs 
such  as  employees’  salaries,  rent, 
utilities,  and  other  normal  office  costs 
when  a member  is  disabled  due  to 
sickness  or  injury. 


SUPPORT  SYSTEMS 
INTERNATIONAL 
Charleston,  SC 

Booth  47 

You  are  cordially  invited  to  visit 
Booth  No.  47  where  a representative  for 
Support  Systems  International  will  be 
happy  to  talk  with  you  about  Clinitron 
Therapy. 

Representative:  Donna  Moore,  R.N. 

NUCLEAR  MEDICINE  SERVICES,  INC. 
Charleston,  WV 

Booth  48 

Representatives  in  Booth  No.  46,  Nu- 
clear Medicine  Services,  Inc.,  cordially 
invite  you  to  visit  them  where  RAST 
Testing  For  Allergy  Determination  will 
be  demonstrated  by  the  use  of  visual 
aids.  A novel  program  of  total  allergy 
evaluation,  with  preprogrammed  ma- 
terial for  history,  physical  examination 
and  consultation,  will  also  be  demon- 
strated by  this  methodology. 

Representatives:  Steven  A.  Artz,  MD, 
Betsy  Suter  and  Shannon  Crago. 


COORDINATED  PENSION 
SERVICE 

A “total  look”  at  your  pension  and 
investments  including  HR  10,  mutual 
funds  in  addition  to  fixed  and  variable 
annuities. 

Professional  Liability 

The  Association’s  endorsed  profes- 
sional liability  program  is  in  its  fifth 
year  of  existence  wth  CNA  as  the 
carrier. 

Professional  liability  continues  to 
be  an  insurance  burden  and  the  pic- 
ture darkened  considerably  in  1985 
when  CNA  announced  a rate  increase 
which  averaged  over  70  per  cent  for 
most  physicians.  The  Insurance  Com- 
mittee met  with  CNA  on  five  oc- 
casions during  September  and  Octo- 
ber, including  two  day-long  Sunday 
sessions,  and  reviewed  the  West  Vir- 
ginia loss  experience  including  pro- 
jections. The  information  provided 
indicated  prior  program  years  will 
ultimately  show  a loss  in  excess  of 
$6,000,000.  It  was  clear  that  the 
1985  rates  would  have  to  be  increased 
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in  order  to  provide  the  necessary  loss 
funds  for  the  1985  projected  losses. 

The  Insurance  Committee  had  re- 
quested McDonough  Caperton,  earlier 
in  the  year,  to  explore  possible  alter- 
native programs.  Meetings  were  held 
with  six  companies  and  the  Commit- 
tee reviewed  all  proposals  received. 
We  had  reservations  concerning  the 
financial  strength  of  some  of  the  com- 
panies which  expressed  an  interest  in 
possibly  writing  the  business.  Another 
offered  no  price  advantage  over  the 
proposed  CNA  rates  for  1985,  and 
still  another  would  write  only  claims- 
made  policies.  The  Committee  felt 
that  the  majority  of  our  members 
preferred  occurrence-type  policies. 

The  Committee  is  not  pleased  with 
the  current  rate  situation,  but  after 
considering  all  the  facts,  felt  it  should 
recommend  continuation  of  the  pro- 
gram. CNA  has  provided  an  addi- 
tional three-year  market  commitment. 

During  the  past  year,  as  CNA  be- 
gan tightening  insurability  criteria,  a 
number  of  our  members  received 
notice  that  their  policies  would  not  be 
renewed  or  renewed  only  upon  reduc- 
tion in  risk  classification.  All  such 
members  requesting  hearings  before 
the  professional  evaluation  committee 
were  granted  the  same.  In  a sub- 
stantial majority  of  the  cases  the 
Committee  was  successful  in  getting 
CNA  to  change  its  position.  In  a few 
situations  the  Committee  regretfully 
had  to  concur  with  the  CNA  under- 
writing decisions. 

The  Loss  Control  Seminar  de- 
veloped and  presented  for  the  first 
time  last  summer  has  been  held  sev- 
eral times  already  and  is  scheduled 
for  several  more  sites  during  the  bal- 
ance of  the  year.  Feedback  from  the 
participants  has  been  very  suppor- 
tive. Additional  seminars  are  being 
developed. 


As  this  important  Association-en- 
dorsed program  continues,  it  is  very 
important  that  it  be  responsive  to  the 
needs  of  our  members.  We  solicit 
your  comments  and  concerns. 

Respectfully  submitted, 

Jack  Leckie,  M.  D.,  Chairman 


Committee  on  Medical 
Education  and  Hospitals 

The  West  Virginia  State  Medical 
Association’s  Committee  on  Medical 
Education  and  Hospitals  is  an  accred- 
iting arm  of  the  Accreditation  Council 
for  Continuing  Medical  Education 
and  is  charged  with  the  responsibility 
for  accreditation  of  intrastate  con- 
tinuing medical  education  programs, 
primarily  at  community  hospitals. 
The  Committee  has  been  busy  again 
during  1984-85  (September  to  Au- 
gust). 

This  past  year,  Committee  mem- 
bers and  Association  staff  persons 
have  resurveyed  CME  programs  at 
the  Broaddus  Hospital/Myers  Clinic, 
Philippi;  Mid-Ohio  Valley  CME 
Committee,  Parkersburg;  City  Hos- 
pital, Martinsburg;  Monongahela  Val- 
ley Association  of  Health  Centers 
(formerly  the  Fairmont  Clinic),  Fair- 
mont; and  United  Hospital  Center, 
Clarksburg.  Resurveys  of  the  CME 
programs  at  Reynolds  Memorial  Hos- 
pital in  Glen  Dale  and  the  Northern 
Panhandle  Behavioral  Health  Center 
in  Wheeling  are  anticipated  before  the 
year  is  out. 

At  the  Committee’s  direction,  the 
Advisory  Committee,  appointed  by 
the  Chairman,  finalized  the  revised 
pre-survey  questionnaire  used  in  the 
accrediting  process  by  the  Associa- 
tion’s Committee  and  staff. 

The  questionnaire  has  been  short- 
ened, with  each  of  the  seven  Essen- 


tials appearing  at  the  beginning  of 
each  group  of  questions  pertaining  to 
that  Essential.  Essentials  are  the  re- 
quirements outlined  by  the  ACCME 
which  must  substantially  be  met  by 
the  hospital/institution  desiring  an 
initial  survey  or  a re-survey.  The  ques- 
tionnaire now  has  a check  list  of  the 
information  needed  by  the  survey 
team  to  be  completed  prior  to  its  ar- 
rival, which  shortens  time  needed  to 
conduct  a survey.  It  also  has  summary 
sheets  which  are  completed  by  the 
survey  team  at  the  time  of  the  sur- 
vey. This  summary  is  mailed  to  mem- 
bers of  the  whole  Committee  for  its 
approval  or  disapproval,  which  elimi- 
nates staff  time  in  the  preparation  of 
the  summary.  Staff  began  using  the 
new  questionnaire  in  January. 

Working  relationships  with  the 
national  ACCME  office  in  the  Chi- 
cago area  have  continued  to  be  good. 
The  Association  was  charged  by  its 
leadership  in  the  early  1970s  with 
developing  a fair  but  demanding  pro- 
gram for  intrastate  accreditation. 

Our  intrastate  accreditation  process 
has  not  been  carried  out  without  some 
problems.  There  have  been  some  hos- 
pitals/institutions which  have  been 
denied  accreditation,  or  provisional 
approval  granted.  But  the  overall  re- 
sults seem  solid  and  effective. 

We  have  seen  in  past  years,  and 
continue  to  see,  dedication  and  com- 
mitment to  the  program  by  CME  di- 
rectors, physicians  and  staff,  and 
your  Committee  can  assure  you  that 
the  physician,  staff  and  other  expendi- 
tures are  justified  and  provide  an  in- 
valuable service  to  the  Association. 

Respectfully  submitted, 

William  0.  McMillan,  Jr.,  M.  D. 

Chairman 
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NOW  WHEN  YOU  ENTER 
THE  WORLD  OF 
BMW  SPORTS  SEDANS, 
YOU  CAN  BRING 
YOUR  ENTIRE  FAMILY. 

Typically,  2-door  sports  sedans  have  been  the  exclusive  province 
of  drivers  with  no  real  use  for  the  backseat. 

The  new  BMW  4-door;  3-Series  sports  sedans  have  opened  their 
doors  to  a more  diverse  group:  those  who  desire  exhilarating  perform- 
ance, but  have  something  special  to  put  in  the  backseat— a family. 

If  youd  like  to  test-drive  one  of  our  new  4-door  BMW’s,  bring  your 
entire  family  to  visit  us. 


Harvey  Shreve,  Inc. 

ROUTE  60,  WEST  ST.  ALBANS  722-4900 


© 1985  BMW  of  North  America  Inc.  The  BMW  trademark  and  logo  are  registered 


WYU  Medical 
Center  News 


Compiled  from  material  furnished  by  the 
Medical  Center  News  Service,  Morgantown, 
W.  Va. 


Doctor  Neal  Appointed 
Head  Of  Pediatrics 


William  A.  Neal,  M.  D. 


William  A.  Neal,  M.  D.,  a pediatric 
cardiologist  at  WVU  since  1974,  has 
been  appointed  Chairperson  of  the 
Department  of  Pediatrics. 

Doctor  Neal  had  served  as  interim 
chairperson  since  Dr.  Barbara  Jones 
moved  to  the  University  of  Kansas 
Medical  Center  last  year. 

Doctor  Neal  was  President  of  the 
National  Perinatal  Association  in 
1982-84,  is  President  of  the  Monon- 
galia County  Medical  Association, 
and  Immediate  Past  President  of  the 
West  Virginia  Heart  Association. 

He  also  was  a key  member  of  the 
WVU-based  group  which  organized  a 


statewide  effort  that  substantially  re- 
duced infant  mortality,  and  currently 
operates  clinic  programs  in  Hunting- 
ton,  Wheeling,  Parkersburg,  Beckley 
and  Morgantown  for  the  care  of  chil- 
dren with  heart  disease. 

A Huntington  native,  Doctor  Neal 
is  the  son  of  Dr.  W.  L.  Neal  and  the 
grandson  of  the  late  Dr.  Will  E.  Neal, 
who  served  as  4th  District  Congress- 
man. He  attended  Wheeling  College 
and  received  his  bachelor’s  degree  at 
Xavier  University  in  Cincinnati  be- 
fore entering  the  WVU  School  of 
Medicine,  from  Avhich  he  graduated  in 
1966. 

Doctor  Neal  was  a Navy  flight 
surgeon  from  1967-69,  serving  on  the 
carrier  USS  Constellation.  He  com- 
pleted his  residency  in  pediatrics  and 
pediatric  cardiology  at  the  University 
of  Minnesota  hospitals  in  1974. 

From  1975-78,  he  was  Chairman  of 
the  West  Virginia  Perinatal  Planning 
Committee  which  organized  the  suc- 
cessful effort  to  reduce  infant  mor- 
tality. He  was  an  early  member  and 
leader  in  the  5,000-member  National 
Perinatal  Association,  the  only  inter- 
disciplinary organization  working  to 
promote  health  for  the  period  from 
late  pregnancy  through  the  first  month 
after  birth. 


Ophthalmology  Receives 
Infants,  Children  Grant 

The  Knights  Templar  Eye  Founda- 
tion, Inc.,  has  awarded  a $20,000 
grant  to  the  Department  of  Ophthal- 
mology for  research  to  overcome  vis- 
ual problems  of  infants  and  children. 
J.  Vernon  Odom,  M.D..  Assistant  Pro- 


fessor of  Ophthalmology,  will  be  prin- 
cipal investigator. 

One  of  only  five  national  grants 
given  by  the  organization,  the  award 
was  presented  to  Doctor  Odom  by 
Grand  Commander  David  E.  DeMent 
at  the  state  convention  held  in  May  at 
the  Masonic  Temple  in  Clarksburg. 
The  foundation  seeks  to  fund  research 
on  childhood  diseases  which,  if  un- 
detected or  untreated,  impair  vision. 

Doctor  Odom  will  investigate  the 
development  of  normal  and  abnormal 
ocular  function.  His  goal  is  to  de- 
velop clinically  useful  measures  of 
binocular  depth  perception,  or  global 
stereopsis,  for  use  with  young  chil- 
dren. 

His  proposal  includes  developing 
visually  evoked  potential  (VEP) 
measures  of  stereoacuity.  It  is  a con- 
tinuation of  research  he  began  at 
other  institutions. 


Medical  Center  Parking 
Facilities  Increased 

Some  traffic  patterns  have  been 
altered  at  WVU  Medical  Center,  and 
more  parking  space  will  be  provided 
for  patients,  visitors  and  employes  by 
fall. 

The  changes  are  being  made  as 
construction  progresses  on  Ruby  Me- 
morial Hospital  and  will  add  park- 
ing space  for  an  additional  215  to 
245  cars. 

“Work  is  well  under  way  on  the 
new  parking  lots  at  the  front  of  WVU 
Hospital  and  we  expect  them  to  be 
ready  by  the  end  of  August,”  said 
Harold  H.  Harper,  special  assistant  to 
the  WVU  Vice  President  for  Health 
Sciences. 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work  by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


Obituaries 


WILLIAM  E.  BRAY,  JR.,  M.  D. 

Dr.  William  E.  Bray,  Jr.,  retired 
Huntington  internist,  died  on  April 
29  in  a hospital  there.  He  was  69. 

Doctor  Bray  came  to  Huntington 
in  1950  as  Medical  Director  of  the 
former  Chesapeake  and  Ohio  Em- 
ployees Hospital  and  served  in  that  ca- 
pacity for  eight  years  before  starting 
the  private  practice  of  internal  med- 
icine and  allergy.  He  retired  in  May 
of  1983  because  of  illness. 

Born  in  Oxford,  Mississippi,  Doc- 
tor Bray  received  both  his  B.S.  and 
M.  D.  (1941)  degrees  from  the  Uni- 
versity of  Virginia  where  he  also  com- 
pleted his  postgraduate  work  in  inter- 
nal medicine  and  allergy. 

He  was  on  the  teaching  staff  and 
with  the  Student  Health  Department 
at  the  University  of  Virginia  before 
coming  to  Huntington. 

Survivors  include  the  wife,  Mrs. 
Jane  Austin  Bray;  one  brother,  Dr. 
Maurice  M.  Bray  of  Suffolk,  Virginia; 
one  niece,  Marilyn  Bray  of  Richmond, 
Virginia,  and  two  nephews,  Robert  E. 
Bray  of  Annapolis,  Maryland,  and 
Frank  M.  Bray  of  Suffolk. 

JOHN  E.  STONE,  M.  D. 

Dr.  John  E.  Stone  of  Huntington, 
a retired  internist,  died  on  April  30 
in  a hospital  there.  He  was  71. 

Doctor  Stone  was  a former  Presi- 
dent of  the  West  Virginia  Heart  As- 
sociation, and  a former  Chief  of  Staff 
at  St.  Mary’s  Hospital  in  Huntington. 

Born  in  Bluefield,  Doctor  Stone  was 
graduated  from  West  Virginia  Uni- 
versity, and  received  his  M.  D.  de- 
gree in  1939  from  the  Medical  Col- 
lege of  Virginia.  He  completed  his 
postgraduate  work  at  Jefferson  Med- 
ical College  and  with  the  U.  S.  Army. 

A World  War  II  Army  veteran. 
Doctor  Stone  was  an  honorary  mem- 
ber of  the  Cabell  County  Medical  So- 
ciety, West  Virginia  State  Medical  As- 
sociation and  American  Medical  As- 
sociation, and  a member  of  the  South- 
ern Medical  Association,  American 
Society  of  Internal  Medicine  and  Phi 
Beta  Pi  Medical  Fraternity. 

Survivors  include  the  wife,  Mrs. 
Louise  Behn  Stone;  two  daughters, 
Ann  Louise  Stone  of  Arlington,  Vir- 
gnia,  and  Mrs.  Virginia  Lyons  of  Wil- 


mington, Delaware;  three  sisters,  Mrs. 
Robert  B.  Nye  of  Chevy  Chase,  Mary- 
land; Mrs.  James  W.  Richards  of  Po- 
tomac, Maryland,  and  Mrs.  Melvin 
Curtis  of  Long  Beach,  California;  and 
one  brother,  Edmund  C.  Stone.  Jr.,  of 
Bluefield. 


WILLIAM  W.  STRANGE,  M.  D. 

Dr.  William  W.  Strange,  retired 
Huntington  surgeon,  died  on  April  27 
in  Wurtland,  Kentucky.  He  was  90. 

Doctor  Strange  was  Vice  President 
of  the  West  Virginia  State  Medical 
Association  in  1935,  and  a former 
Secretary  and  President  (1934)  of 
the  Cabell  County  Medical  Society. 

A native  of  Huntington,  Doctor 
Strange  was  graduated  from  West 
Virginia  University,  and  received  his 
M.  D.  degree  in  1918  from  the  Llni- 
versity  of  Virginia.  He  interned  at 
Yale  University  School  of  Medicine 
and  took  his  residency  at  Sheltering 
Arms  Hospital  in  Hansford  I Ka- 
nawha County). 

A Navy  veteran  of  World  War  II, 
Doctor  Strange  was  a member  of  the 
American  College  of  Surgeons,  and 
an  honorary  member  of  the  Cabell 
County  Medical  Society,  West  Vir- 
ginia State  Medical  Association  and 
American  Medical  Association. 

Surviving  are  great  nieces  and 
nephews,  Mr.  and  Mrs.  Robert  G. 
Snoddy  and  Vickie  L.  and  William  R. 
Snoddy,  all  of  Ashland,  Kentucky. 


DOCTORS 

If  you’d  rather  practice  medicine  than 
try  to  manage  the  practice,  CTS  has  a 
solution-a  comprehensive  Medical  Man- 
agement System  designed  exclusively 
for  physicians  by  physicians. 

CTS  offers  one  of  the  most  complete 
practice  management  systems  available. 
"Typical  Billing  Systems”  may  contain 
20-30  programs,  whereas  a full  CTS 
system  has  over  300  programs  and  can 
assist  you  in  generating  income  plus 
save  you  labor  time  and  money. 

Selected  examples  of  the  systems 
capabilities  include: 

• Receivables/Management 

• Practice  Management 

• Medical  Records 

• Appointments/Office  Scheduling 

• Medical  Dictionaries 

• Word  Processing/Transcription 

• Billing/lnsurance 

• Patient  Care  Management 

CTS  MEDICAL  MANAGEMENT 
SYSTEMS 

For  further  information  please  contact 
our  Pittsburgh  Sales  Office. 

1725  Washington  Rd., 
Pittsburgh,  PA  15241,  412-464-1277 
1-800-638-2667 


Need  A 
Temporary 
Physician? 

You  can  take  time  off 
while  your  practice 
keeps  working! 

Lease  CompHealth 
physicians  for  your 
vacations,  CME’s  or  for 
supplementary  help. 

★ 

Want  Free  Time 
While  You 
Practice 
Medicine? 

Join  CompHealth’s 
Locum  Tenens 
Physician  Group. 

★ 

For  further  information 
about  temporary  coverage 
or  locum  tenens  practice 
opportunities, 
call: 

412/741-3310 

JJJ  CompHealth 

A Physician  Group 

★ 

WILSON  ROSS, 
Regional  Administrator 

114  Centennial  Avenue 
Sewickley,  PA  15143 
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GROUP  INSURANCE  SPONSORED 
BY  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION  FOR 
MEMBERS  AND  THEIR  EMPLOYEES 


McDonough  Caperton  Shepherd  Association  Group  ad- 
ministers group  insurance  at  a substantial  savings  for 
members,  their  families,  and  their  employees  on  behalf  of  the 
West  Virginia  State  Medical  Association. 


McDonough 

Caperton 

Shepherd 

Association 

Group 


Our  Group  Plans  include 

• Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  income  up  to  $500  a week  when  you 
are  disabled. 

• $1,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1 ,000,000  per  person.  Choice 
of  deductibles  ($100-$250-$500-$l ,000).  Employees  are  eligible 

• Hospital  Money  Plan 

Pays  up  to  $100  a day  when  you  or  a family  member  is  hospital- 
ized. 

• Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for  spouses,  and  $ 1 0,000 
for  children.  Employee  may  apply  for  up  to  $100,000. 

• $100,000  Accidental  Death  & Dismemberment  Insurance 

Around  the  clock  protection  — 24  hours  a day . . . 365  days  a year 
. . . worldwide. 

• Office  Overhead  Disability  Plan 

Pays  your  office  expenses  up  to  $5,000  per  month  while  you  are 
disabled. 

• Professional  Liability  Insurance 


SEND  THE  COUPON  BELOW  OR  CALL  TOLL-FREE  1-800-642-3088 


Please  send  me  more  information  about  the  plan(s)  I have  checked  which  are  endorsed  by  the  West  Virginia 
State  Medical  Association. 


Name 


Address 


City/State 


Zip 


Business  Telephone 


□ Long  Term  Disability  Income  Protection 

□ $1,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & Dismemberment  In- 
surance 

D Office  Overhead  Disability  Plan 

□ Professional  Liability  Insurance 


Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 


County  Societies 


CABELL 

A panel  discussed  “Acquired  Im- 
mune Deficiency  Syndrome  and  its 
Significance  in  Our  Community’'  dur- 
ing the  meeting  of  the  Cabell  County 
Medical  Society  on  June  13. 

The  panel  of  Huntington  doctors 
were  - Anthony  J.  Bowdler,  whose 
topic  was  the  epidemiology  of  AIDS; 
Geoffrey  J.  Gorse,  recognition  of  op- 
portunistic infections;  and  Mabel  M. 
Stevenson,  relationship  of  blood  trans- 
fusion to  AIDS  and  HTLV-III  Ah 
Testing. 

Dr.  Tara  Sharma  gave  a review 
of  the  AMA  malpractice  teleconfer- 
ence viewing  in  Charleston  on  June 
3. — Tara  Sharma,  M.  D.,  Secretary. 


MONONGALIA 

The  Monongalia  County  Medical 
met  on  May  7. 

The  principal  speaker  was  Dr. 
David  A.  Labosky,  Department  of 
Orthopedic  Surgery,  West  Virginia 
University  School  of  Medicine.  His 
topic  was  “Microsurgery.” 

Aeendance  was  79  plus  six  guests. 
— Robert  L.  Murphy,  Executive  Sec- 
retary. 

CHAPMAN 

PRINTING 

COMPANY 

★ 

1652  4TH  AVENUE 
CHARLESTON,  WV  25357 

PHONE:  346-0676 


Manuscript  Information 

Manuscripts  to  be  presented  for 
publication  in  The  West  Virginia 
Medical  Journal  should  be  type- 
written, triple-spaced,  on  one  side 
only  of  firm  (no  onion  skin  or 
flimsy  ),  standard  letter  sized  ( 8V2 
by  11  in.)  white  paper.  Wide 
margins  at  least  114  in.  on  left) 
should  be  left  free  of  typing.  On 
the  first  or  title  page  should  be 
shown  the  title  of  the  article,  the 
name  (or  names  I of  the  author, 
and  his  degrees.  Pages  should  be 
numbered  consecutively,  the  page 
number  being  shown  in  the  right 
upper  corner  along  with  the  sur- 
name of  the  author. 

Where  reference  is  made  to  gen- 
erically-designated  drugs,  the  first 
such  reference  must  be  followed  by 
parentheses  containing  the  most 
commonly  known  trade-name  drug 
of  that  designation.  In  addition,  a 
listing  of  all  generic  drugs  men- 
tioned in  the  article,  with  their 
trade-name  equivalents,  should  ap- 
pear at  the  end  of  the  article. 

A short  abstract  summarizing  the 
manuscript  should  be  included. 
This  should  be  typed  in  double 
space  on  a separate  page. 

Authors  are  requested  to  submit 
a copy  with  the  original. 

Illustrations  should  be  numbered 
and  their  approximate  locations 
shown  in  the  text.  Each  should  be 
identified  by  placing  on  its  back 
the  author’s  name,  its  number  and 
an  indication  of  its  “top.”  Draw- 
ings and  charts  intended  for  re- 
production should  be  done  in  black 
(India)  ink  on  pure  white.  Pho- 
tographs should  be  on  glossy  paper 
and  minimum  of  about  5 by  7 in. 
in  size.  Cost  of  printing  black  and 
white  photos  in  excess  of  4 will  be 
billed  to  author,  and  no  more  than 
25  references  will  be  published  free 
of  charge  to  the  author.  A legend 
should  be  provided  for  each  illus- 
tration and.  preferably,  attached  to 
it. 

All  scientific  material  appearing 
in  The  Journal  is  reviewed  by 
the  Editorial  Board.  Manuscripts 
should  be  mailed  to  The  Editor, 
West  Virginia  Medical  Journal, 
Box  4106,  Charleston,  W.  Va. 
25364. 
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You  can  help  us 
raise  the  colorectal 
cancer  cure  rate. 


“If  everyone  over  50  had 
checkups  for  colorectal 
cancer,  the  cure  rate  could  be 
as  high  as  75%,’’  says  Dr. 

LaSalle  D.  Leffall,  Jr.,  past 
president,  American  Cancer 
Society.  “You  can't  cure  it  if 
you  don't  know  you  have  it." 
But  if  it’s  detected  early,  the 
cure  rate  for  colorectal  cancer 
is  very  high.  Your  doctor  can 
perform  the  digital  and 
proctoscopic  exams,  and  you 
take  care  of  the  simple  stool 
blood  test  at  home. 

Since  men  and  women  are 
equally  affected  by  this  disease, 
we  urge  everyone  over  50  to 
get  regular  checkups. 

The  warning  signs  for 
colorectal  cancer  are  a change 
in  bowel  habits  and  blood  in 
the  stool. 

People  with  a family  history 
of  colon  or  rectal  cancer  or 
ulcerative  colitis  are  at  higher 
risk  and  are  urged  to  be 
doubly  cautious. 


Checkup  Guidelines  for 
men  and  women  over  50 
without  symptoms: 

•digital  exam  annually 
•stool  blood  test  annually 
• procto  exam  every  3 to  5 
years  after  2 negative  tests 
1 year  apart. 


I 


No  one  faces 
cancer  alone. 

AMERICAN  CANCER  SOCIETY  "> 


Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDR.  The  following  is  a brief  summary. 


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management.  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly  impaired 

If  supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities. It  is  more  likely  in  the  severely  ill,  with  urine  volume  less  than 
one  liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K+  levels  should  be  determined.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  K+  intake.  Asso- 
ciated widened  ORS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  in  pregnancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available.  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
cally, a patient  transferred  from  the  single  entities  of  Dyrenium  (triamterene, 
SK&F  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
or  fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  could  lead  to  increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  ‘Dyazide’  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice.  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide:  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation, 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  'Dyazide'.  The 
following  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  reserve  with  possible  metabolic  acidosis.  Dyazide1  interferes  with 
fluorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
'Dyazide1,  but  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
rich  foods.  Corrective  measures  should  be  instituted  cautiously  and  serum 
potassium  levels  determined.  Discontinue  corrective  measures  and 
'Dyazide1  should  laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia. 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Cal- 
cium excretion  is  decreased  by  thiazides.  'Dyazide1  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 


Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions:  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances;  postural  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone.  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components.  Rare 
incidents  of  acute  interstitial  nephritis  have  been  reported.  Impotence  has 
been  reported  in  a few  patients  on  'Dyazide',  although  a causal  relationship 
has  not  been  established. 

Supplied:  'Dyazide’  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (Intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100 
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Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  Precautions). 


In  Hypertension*... 
When  You  Need  to 
Conserve  K+ 


Potassium-  Sparing 

DYAZIDE 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  19  Years  of  Confidence 


a product  of 

SK&F  CO. 

Carolina,  P R 00630 


The  unique 
red  and  white 
Dyazide®  capsule: 
"four  assurance  of 
SK&F  quality. 


©SK&F  Co  , 1983 


Today  our  children  are  computing  basic  math.  Tomorrow, 
they’ll  be  programming  the  future. 

But  before  they  can  fill  the  computer  screen  with  new 
information,  well  have  to  help  fill  their  minds.  With 
ideas.  Information.  Dreams.  With  the  stimulation  only  a first- 
rate  college  education  can  provide. 

But  they’ll  need  your  help. 

Because  only  with  your  help  will  colleges  be  able  to  cope 
with  the  high  cost  of  learning. 

Rising  costs  and  shrinking  revenues  are  threatening  the 
ability  of  colleges  to  provide  the  kind  of  education 
tomorrow’s  leaders  will  need  to  solve  tomorrow’s  problems. 

So  please  give  generously  to  the  college  of  your  choice. 

You’ll  be  programming  America  for  success  for  years 
to  come. 

Give  to  the  college  of  your  choice. 

COUNCIL  FOR  HNANOAL  AID  TO  EDUCATION  INC  m J*  V*J  A PUBLIC  SERVICE  Of  TH6  PUBLICATION 
680  HFTW  AVENUE  NEW  YORK  NY  10019  JAIZf  COl/Ki  AND  THE  ADVERTISING  COUNO. 


C.  D.’s 

worth  looking... 
or  cooking... 
into. 

“Interest  Plus”  C.D.’s... 

Safe,  High-Yielding  Interest  Plus  TV’s,  VCR’s,  and  Microwaves! 


One  Commerce  Square,  Charleston,  West  VA  25322 
(304)  348-4523 


Member  FDIC 

Substantial  Interest  Penalty  for  Early  Withdrawal 


Microwaves  as 
your  free  gift. 
Now  that’s  worth 
looking  — or 
cooking  — into. 
Come  in  or 
call  us  today 
for  the  current 
rates,  and  for 
more  information 
about  our  “Interest 
Plus”  C.D.’s 


Setting  the  pace 
for  your  better  tomorrows. 


Get  more  than  just 
safe,  high-yielding 
interest  on  your  C.D. 
Get  an  “Interest 
Plus”  C.D. 
from  The 
National  Bank 
of  Commerce  and 
choose  from  great 
brand  name  home 
electronics  — like 
TV’s,  VCR’s,  and 


The  National 
Bank  of  Commerce 


The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

1306  Kanawha  Boulevard,  East  • P.  O.  Box  2271 
Charleston,  WV  25328  • Phone  (304)  343-4371 

Toll  Free:  1-800-642-3049 

A 35-BED  HOSPITAL 

ACCREDITED  BY  JCAH 
AND  APPROVED  BY  MEDICARE  & MEDICAID 

OPHTHALMOLOGY 

OTOLARYNGOLOGY 

HEAD  & NECK  SURGERY 

A New  Commitment  to  Quality  Care  . . . Every  Day! 


Eye,  Ear,  Nose  & Throat 
Physicians  & Surgeons  of  Charleston,  Inc. 


(Formerly  A Division  of  the  Eye  & Ear  Clinic  of  Charleston,  Inc.) 

1306  KANAWHA  BOULEVARD,  EAST  • P.  O.  BOX  3107 
CHARLESTON,  WV  25331  • PHONE:  (304)  343-4371 
Toll  Free:  1-800-642-3049 

OPHTHALMOLOGY  E.E.N.T. 

Milton  J.  Lilly,  Jr.,  M.D.  John  A.  B.  Holt,  M.D. 

Robert  E.  O’Connor,  M.D. 

Moseley  H.  Winkler,  M.D. 

Samuel  A.  Strickland,  M.D. 

James  W.  Caudill,  M.D. 

(ALL  PHYSICIANS  ARE  BOARD  CERTIFIED) 


OTOLARYNGOLOGY- 
HEAD  AND  NECK 
SURGERY 

Romeo  Y.  Lim,  M.D. 

Nabil  A.  Ragheb,  M.  D. 

R.  Austin  Wallace,  M.D. 


CATARACT  SURGERY  (INTRAOCULAR  LENSES) 
RETINAL  & VITREOUS  SURGERY 
OPHTHALMIC  PLASTIC  SURGERY 
FLUORESCEIN  ANGIOGRAPHY 
KRYPTON/ARGON  LASER  PHOTOCOAGULATION 
STRONTIUM  90  BETA  IRRADIATION 
ORTHOPTICS 

ULTRASOUND  (A  & B SCAN) 


HEAD  AND  NECK  SURGERY 
MAXILLO-FACIAL  PLASTIC  SURGERY 
RECONSTRUCTIVE  SURGERY 
ENDOSCOPY 

CO=  LASER  AND  DERMATOLOGICAL  ARGON  LASER 

SPEECH  THERAPY 

AUDIO  VESTIBULAR  LABORATORY 

ALLERGY 
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Tell  Us 
Where  It 
Hurts. 


The  thought  of  buying  a computer  system  for 
your  medical  practice  can  be  worse  than  ...  an 
IRS  audit? 

Even  though  you  know  the  right  computer 
system  will  save  time  and  money,  you've  heard 
the  horror  stories.  The  tales  of  outdated  systems 
that  cost  a fortune,  or  worse  still,  that  just  don't 
work. 

Putting  off  the  decision  is  not  the  answer. 

Provider  Office  Services  and  Telecommunications, 
is  your  answer  because  POST  has  an  easy  and 
painless  method  to  help  you 
select  a new  computer 
system. 

It's  called  the  “Work-Up", 
created  especially  for  the 
medical  profession. 

The  “Work-Up”  will  as- 
sist you  and  the  POST 
representative  to 
discover  precisely 
what  computer  needs 
your  practice  has  now 
and  in  the  future. 


Inc. 


The  “Work-Up"  is  a series  of  good  questions  to 
help  you  arrive  at  smart  answers.  And  it's  free. 
Just  what  the  doctor  ordered. 

At  POST  we  offer  the  best  care  possible.  And 
with  the  “Work-Up”  we're  able  to  design  and  im- 
plement a customized  computer  system  that's 
right  for  your  practice.  A system  that  not  only 
meets  your  current  needs,  but  one  that  can  grow 
as  you  grow. 

And,  we  won't  desert  you  after  the  sale. 

POST  believes  service  and  support  are  just  as 
important  as  hardware  and  software. 

Of  course,  there  is  no  obliga- 
tion when  you  call  us 

for  the  free  “Work-Up  ". 

It  is  simply  your  oppor- 
tunity to  tell  us  where  it 
hurts  and  let  POST  help 
make  it  belter. 

Just  what 


The 

WorkUr, 


i 


the  doctor 
ordered! 


Taking  Care  of  Doctors’  Business  r — i POST,  inc. 

Call  Greg  Pittner  or  Randa  Torrisi  at  (304)  344-5988  i i i 1 1 v PROVIDER  OFFICE  SERVICES 

912  Pennsylvania  Ave.,  Charleston,  WV  25302  £ i m u & TELECOMMUNICATIONS,  INC. 


Endorsed  by  Blue  Cross  and  Blue  Shield  of  West  Virginia,  Inc 


The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

and 


Eye,  Ear,  Nose  & Throat 
Physicians  & Surgeons  of  Charleston,  Inc. 


are  pleased  to  announce 
the  association  of 

JAMES  W.  CAUDILL,  M,  D. 

Ophthalmologist 


Specializing  in 

CORNEA  and  EXTERNAL  DISEASES  OF  THE  EYE 
1306  Kanawha  Boulevard,  East 
Charleston,  West  Virginia 


(304)  343-4371 


Now  Accepting  Appointments 


(Toll-free) 

1-800-642-3049  (WV) 


The  medical 
profession  is 
constantly 
breaking  new 
ground. 


E3 

RLPHA  ASSOCIATES,  IDCORPORATED 

V J ARCHITECTURE  • ENGINEERING  • DESIGN 

P.O.  Box  1250  • 209  Prairie  Ave.,  Suite  209 
Morgantown,  WV  26505  • 304-296-8216 


When  it’s  your  turn... 

ALPHA  ASSOCIATES  will 
design  a building  for  you. 
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Cut  your  wait  for  test  results  from  days  to  min- 
utes (or  even  seconds),  with  in-office  testing 
systems  from  Phytec. 

You’ll  he  able  to  give  more  authoritative 
patient  counsel  and  medication  tracking,  on 
the  spot.  You’ll  save  the  hours  you  once  spent 
phoning  patients  with  days-later  test  results. 
You’ll  enjoy  smoother,  more  predictable 
patient  flow  through  your  office. 

And  you’ll  he  able  to  bill  directly  for  testing 
services  that  you’ve  provided — instead  of  han- 
dling unprofitable  paperwork  for  outside  labs. 

Turn  bench  space  into  a 
profitable  iivoffice  lab. 

All  Phytec  equipment  is  designed  to  fit 
easily  into  your  office,  and  into  your  practice. 
Since  we  can  provide  all  installation,  supplies 
management,  and  operator  training — that’s 
very  easy  indeed. 

Versalyte  II®  sodium/potassium  analyzer: 

Takes  as  little  as  a 40pl  sample  of  whole  blood, 
serum,  plasma,  or  urine;  and  gives  results  in 
22  seconds. 

Versacount  "'  Series  hematology  analyzers: 

Three  separate  units  for  hemoglobin  analysis; 
platelets;  and  white  cell,  red  cell,  and  hemato- 
crit. In  as  little  as  24  seconds. 

Versamate  I ™ and  Versamate  A™ 
chemistry  analyzers:  Manual  and  automated 
models  offering  20  tests — including  glucose, 
hemoglobin,  BUN,  cholesterol,  triglycerides, 
and  uric  acid. 

Test  15  and  Test  13  reagents:  State-of-the- 
art  chemistries  for  fastest  response,  best  accu- 
racy. Available  in  15mm  and  13mm  sample 
tube  sizes  for  use  with  virtually  all  manual 
chemistry  analyzers.  For  more  information  on 
Phytec  systems,  or  for  a no-ohligation  analysis 
of  how  in-office  testing  could  benefit  your 
practice,  call  toll-free  800-742-8880.  Or  write. 


ngfWBn 
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Post  Office  Box  724 
Huntingdon  Valley,  PA  19006 
800-742-8880 


GREENBRIER  PHYSICIANS,  INC 

A Multispecialty  Clinic 

Greenbrier  Valley  Medical  Arts 

Building 

Ronceverte/Fairlea/Lewisburg,  West  Virginia 

1-800-642-5161  or  304-647-51 15 

INTERNAL  MEDICINE 

OBSTETRICS/GYNECOLOGY 

PSYCHOLOGY 

Robert  K.  Modlin,  M.  D. 

James  L.  Pfeiff,  M.  D. 

Connie  Bradley-Mann,  Ph.  D 

Helen  R.  Perez,  M.  D. 

Robert  L.  Wheeler,  M.  D. 

Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

EAR,  NOSE  & THROAT 

ANCILLARY  SERVICES 

SURGERY 

Amir  A.  Alidina,  M.  D. 

Physical  Therapy 

Tom  Moore,  R.  T. 

General  & Vascular 

OPHTHALMOLOGY 

Wood  McCue,  R.  T. 

H.  P.  Dinsmore,  M.  D. 

General  & Thoracic 

Robert  K.  Scott,  II,  M.  D. 

Respiratory  Therapy 

B.  L.  Plybon,  M.  D 

PEDIATRICS 

James  D.  Creasman,  R.R.T. 

ORTHOPEDIC  SURGERY 

William  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S. 

Audiology 

Conrad  D.  Tamea,  Jr.,  M.  D. 

Gary  M.  Vandevander,  M S. 

James  W.  Banks,  M.  D. 

RADIOLOGY 

FAMILY  GENERAL  PRACTICE 

Charles  Weinstein,  M.  D. 

ADMINISTRATION 

Joseph  E.  Shaver,  M.  D. 

UROLOGY 

Sandra  W.  Ayers,  Business  Manager 

E.  T.  Cobb,  M.  D. 

Kyle  F.  Fort,  M.  D 

HIGHLAND  HOSPITAL 

56TH  & NOYES  AVE.,  S.E. 
CHARLESTON,  W.  VA.  25304 
925-4756 


MEDICAL  STAFF 

ADULT  PSYCHIATRY 

Charles  C.  Weise,  M.  D.  925-2159 

Thomas  S.  Knapp,  M.  D.  768-1212 

Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  Jr.,  M.  D.  925-0349 

Lee  L.  Neilan,  M.  D.  925-0349 

Edmund  C.  Settle,  Jr.,  M.  D.  925-0624 
Gina  Puzzuoli,  M.  D.  925-6914 

John  P.  MacCallum,  M.  D.  925-6966 

Sid  Lerfald,  M.  D.  925-0004 

Elma  Bernardo,  M.  D.  768-1212 

CHILD  PSYCHIATRY 

Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  Jr.,  M.  D.  925-0349 

John  P.  MacCallum,  M.  D.  925-6966 


Psychiatric  treatment  for  the  emotionally 
disturbed  children  ages  5 to  13  now  avail- 
able in  new  children’s  pavilion.  Separation 
maintained  from  adult  psychiatric  care 
unit.  Now  available  also:  primary  psychi- 
atric care  for  older  adults  in  separate  unit. 
All  programs  offer: 

• Crisis  Intervention 

• Group  Therapy 

• Psychotherapy 

• Activities  & Recreational  Therapies 

• Skilled  Attention  to  Family,  Marital,  and 
Individual  Emotional  Problems 

• Special  Care  for  the  Acutely  Disturbed 
Patient 

• Staffed  by  Qualified  Psychiatrists  and 
Medical  Consultants 

• Schooling  Provided  on  Children’s  Pa- 
vilion 

• Serving  the  Community  for  Over  28 
Years 
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THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  232-3600  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B L.  VanPelt,  M.  D. 

P.  R Hedges,  M.  D. 

T.  G.  Kenamond.  M.  D. 

J.  Holloway,  M.  D. 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  O.  (New  Martinsville) 
Cardiovascular 

R N Lewis,  M D (St.  Clairsville) 

A.  M.  Valentine,  M.  D 
W.  E.  Noble,  M.  D. 

Gastroenterology 
T.  E.  Chvasia,  M.  D. 

L R.  Cain,  M.  D. 

Hematology/ Oncology 
C A Vasquez,  M.  D 
Nephrology/ Hypertension 

D.  L Latos,  M.  D 
M.  H Drews,  M.  D. 

Pulmonary 
C.  Begley,  M.  D 
T.  V.  Burke,  M D. 

GENERAL  SURGERY 
C D,  Hershey,  M,  D. 

E C Voss,  M.  D 

J H Mahan.  M D (St  Clairsville) 

R.  L.  Cross,  M.  D.  (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H Shackleford,  M D. 

ORTHOPEDICS 

E L.  Barrett,  M D 
R S Glass,  M D 
UROLOGY 

D C.  Trapp,  M D 


GYNECOLOGY/OBSTETRICS 

R.  W.  Leibold,  M.  D, 

R.  T.  Brandfass,  M.  D. 

T A,  Athari,  M.  D. 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 

R,  A,  Porterfield,  M.  D 
(St.  Clairsville) 

OPHTHALMOLOGY 
W.  F.  Park,  M.  D. 

M E.  Nugent,  M.  D. 

R.  V.  Pangilinan,  M.  D. 

H.  S.  Berlin,  M.  D. 

DERMATOLOGY 

K.  W.  Waterson,  M.  D 
OTOLARYNGOLOGY/ 

MAXILLO-FACI AL  SURGERY 
W.  A.  Tiu,  M.  D. 

R.  G.  Villanueva.  M.  D. 

RADIOLOGY 

Valley  Radiologist,  Inc. 

FAMILY  PRACTICE 

R A.  Porterfield,  M D. 

(St  Clairsville) 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (New  Martinsville) 

NEURO-SURGERY 

F.  J.  Payne,  M D 
NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G.  Christopher,  M.  D 
W.  Zyznewsky,  M.  D. 

J.  G.  Tellers.  M.  D 
Neuropathology 
S.  Govindan,  M D 


PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D.  H Smith,  M.  D 
D P.  Hill,  M.  D. 

J.  G Tellers,  M.  D 

Pediatric  Psychiatry 

V.  Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

W E Schul,  Optician 

Speech  Therapy/Audiology 
J.  P.  Frum,  M.  S..  S P A 
Bioteedback  Laboratory 
M G.  Simon,  P.  A 
Electrology/Cosmetic  Therapy 

J.  E.  Beserock,  R.  E. 
Allergy/Cytotoxic  Food  Testing 

K.  Gorney,  M.  T. 

TECHNOLOGISTS 

Electrocardiography 

B.  Maguire,  R.  N. 

B.  Muklewicz,  R.  N. 

Electroencephalography 

J.  Stone,  R N . CMET 
J Green,  R N. 

Roentgenology 

E.  Forester,  R.  T 

PULMONARY  DIAGNOSTICS  LAB 

R.  Kordack,  R.  T 
K Bauer,  R.  N 


At  las*- 

You  can  keep  a 
larger  slice  of  your  own  pie! 


You  make  the  pie,  but  the  tax  guys  get  the  biggest  slice. 
Until  now,  that  is.  Now  you  can  use  the  tax  advantages  of 
the  401  (k)  Retirement  Plan  to  defer  (and  deduct!)  up  to 
25%  of  your  salary,  and  not  have  to  do  the  same  thing  for 
your  employees.  In  fact,  with  a 401  (k)  Plan,  employees 
make  their  own  contributions!! 

You  can  convert  your  existing  KEOGH  or  corporate  plan 
to  a 401  (k),  or  have  a 401  (k)  plan  in  addition  to  any  other 
retirement  plan  you  currently  maintain.  You  can  even 
continue  your  I.R.A.  along  with  your  401  (k). 

So  find  out  more  about  401  (k)  Retirement  Plans.  Check 
with  your  tax  advisor.  If  he  or  she  has  attended  one  of  the 
401  (k)  seminars  offered  by  The  National  Bank  of  Com- 
merce, they'll  have  the  information  you  need.  Or,  call  us 
directly.  We  ll  be  glad  to  show  you  how  the  401  (k)  (or 
other  plans  such  as  KEOGH's  or  SEP's)  could  be  your 
O K.  to  keeping  a larger  slice  of  your  pie. 


The  National 
Bank  of  Commerce 

One  Commerce  Square  Charleston.  WV  25322 
Member  FDIC 


Setting  the  pace 
for  your  better  tomorrows. 


Employee  Benefits  Division 
348-4505  or  348-4504 
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Need  A Cure? 


ISk  For  the  rising  costs  of  submitting  insurance  claims 

yfc  For  the  administrative  difficulties  of  managing  a 
medical  practice  . . . 


For  high  costs  associated  with 
automating  for  efficiency  . . . 


McDonough 

Caperton 

Systems 

SR 


We  have  it 


Claims  payment  cycle  may  be 
reduced  by  as  much  as  50  days.  Patient 
services  and  relationships  are  improved.  * Transmission 
to  50  carriers/payors  is  possible  from  one  terminal.  Sav- 
ings conservatively  estimated  at  $1  to  $3  per  claim  processed. 
PC  is  multi-use  and  available  for  other  office  functions. 

Billing  program  is  menu  driven,  operator  oriented  and  easy-to- 
use.  3*  Claim  data  is  edited  and  corrected  prior  to  transmission. 

McDonough  Caperton  installs  system,  trains  staff  and  pro- 
vides on-going  customer  and  technical  support  for  lifetime  of 
system. 


THE  INSURANCE  CLAIMS  PROCESSING  SYSTEM* 

'Endorsed  by  West  Virginia  State  Medical  Association 


YES!  I am  interested  in  McDonough  Caperton’s  Electronic  Claim  Sys- 
tem. I understand  Electronic  Claims  may  REDUCE  MY  CLAIMS 
PAYMENT  CYCLE  BY  AS  MUCH  AS  50  DAYS.  I would  appre- 
ciate additional  information. 

Please  call  1-800-344-5139,  and  ask  for  Colleen  Briggs,  ext.  621 
or  Brad  Layne,  ext.  728,  or  mail  in  this  card. 

Business  Name 

Contact  Name  Phone 

Address  

City State Zip 


□ I am  not  interested  at  this  time. 
Please  call  after  this  date: 


BUSINESS  REPLY  CARD 

FIRST  CLASS  PERMIT  NO.  406  CHARLESTON.  WV 


McDonough 

Caperton 

Insurance 

Group 


NO  POSTAGE 
NECESSARY 
IF  MAILED 
IN  THE 

UNITED  STATES 


P.  O.  Box  1551  Charleston,  WV  25326 
Attn:  Brad  Layne 


JAMES  T SPENCER,  JR  M D 
ROGER  P NICHOLS,  M D 
RONALD  L WILKINSON,  M D , F A C S 
F THOMAS  SPORCK,  M D , F ACS 
CHARLES  D CRICGER,  M D 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIG,  PH  D 
CARY  HARRIS,  PH  D 


EAR,  NOSE  SC  THROAT  ASSOCIATES 
OF  CHARLESTON,  INC. 


HEAD  AND  NECK  MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNCIC  ALLERGY 
FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHACOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST  EAST  - P O BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 

PHONE  342-0124 


Openings  At 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 

In  Internal  Medicine  & Family  Practice  To  Associate  With 

Radiology: 

Internal  Medicine: 

Family  Practice: 

Halberto  G.  Cruz,  M.  D. 

Karl  J.  Myers,  Jr.,  M.  D. 

Charles  L.  Arnett,  M.  D. 

Wm.  A.  SanPablo,  M.  D. 

R.  Gregory  Juckett,  M.  D. 

Pathology: 

James  A.  Arnett,  M.  D. 

Fulvio  Franyutti,  M.  D. 

Pediatrics: 

Surgery: 

E.  G.  Kreider,  M.  D. 

Contact:  E.  G.  Kreider,  M.  D. 

J.  W.  Woodford,  M.  D. 

Dentistry: 

Telephone:  (304)  457-2800 

Boyd  R.  Wickizer,  M.  D. 

Glenn  B.  Poling,  D.  D.  S. 

WV  (800)  346-2800 

Charlestony^— George  E.  Toma,  M.D.,  FACS 

Eye  Care 1 Stephen  P.  Cassis,  M.D. 

Associates  Inc 


SURGICAL  CARE 
AND  TREATMENT 
FOR  DISEASES 
OF  THE  EYE 


CATARACT  REMOVAL 


INTRAOCULAR  LENS  IMPLANT 


SURGICAL  CORRECTION  FOR 
NEARSIGHTEDNESS 


LASER  SURGERY  & THERAPY 


CORNEAL  TRANSPLANTS 


PERMANENT  COSMETIC 
EYELINER 


311  Laidley  Street,  Suite  102  4430  Kanawha  Turnpike 

Charleston,  WV  25301  24  HOUR  South  Charleston,  WV  25309 

344-3937  ANSWERING  SERVICE  768-0068 

CALL  TOLL  FREE  8:00  A.M.  - 5:00  P.M.  (800)  344-3993 
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Used  with  permission  from  the  Charles  Martin  Conlon  Collection  owned  by  The  Sporting  News. 


U.S.  Savings  Bonds.  Now  Paying  9.49%.  In  the  1800’s,  baseball  was  a child’s 
sandlot  game.  Then  came  the  curve  ball,  tne  slide,  the  crowds  and  the  legends — like  Babe 
Ruth.  Baseball  had  become  our  national  pastime. 

Some  things  never  change. 

But  one  great  American  tradition  has  changed — U.S.  Savings  Bonds.  Now  Savings 
Bonds  pay  higher  variable  interest  rates  like  money  market  accounts.  Currently,  Bonds  are 
paying  9.49%. 

Just  hold  Savings  Bonds  for  five  years  and  you  get  the  new  variable  interest  rates.  Plus, 
you  get  a guaranteed  return.  That  means  you  can  earn  a lot  more,  but  never  less  than  7.5%. 

But  some  of  the  best  things  about  Bonds  haven’t  changed.  The  interest  earned  is  still 
exempt  from  state  and  local  income  taxes.  Bonds  still  cost  as  little  as  $25.  And  they  can  be 
purchased  at  almost  any  financial  institution,  or  easier  yet,  through  the  Payroll  Savings  Plan 
where  you  work.  A 

Buy  U.S.  Savings  Bonds.  Like  baseball,  US  SAVINGS  BONDS'^. 

Betterlhan  Ever  ' ~ 

Variable  rates  apply  to  Bonds  purchased  on  and  after  1 1/1/82  and  held  at  least  five  years.  Bonds  purchased  before 
1 1/1/82  earn  variable  rates  when  held  beyond  10/31/87.  Bonds  held  less  than  five  years  earn  lower  interest. 

A public  service  of  this  publication. 


Classified 


50%  OFF  PREVIOUSLY  OWNED  MED- 
ICAL, LABORATORY,  office,  x-ray,  ultra- 
sound equipment  in  excellent  condition. 
We  buy,  sell,  broker  and  repair.  Appraisals 
by  Certified  Surgical  Consultants.  DOCTOR 
MEDICAL  RESALE,  LTD.,  16250  North- 
land Dr.,  Ste.  LL026,  Southfield,  Mich. 
48075.  (313)  569-4407  anytime. 


FAMILY  PRACTITIONER  or  MED/PEDS 

needed  to  join  a private  community  orient- 
ed Family  Practice  in  summer  1986  located 
in  small  city/semi-rural  area  of  WV.  Send 
inquires  or  CV  to  Joseph  Golden,  MD,  P.  0. 
Box  1304,  Sophia,  WV  25921  or  call  (304) 
683-4304  (days)  or  (304)  253-5409  (nights). 


OB/GYN  NEEDED  at  Jackson  General 
Hospital  in  Ripley,  WV.  Present  OB/GYN 
will  not  be  doing  OB  after  December,  1985. 
Area  has  a potential  of  300  deliveries  an- 
nually. Family  Medicine  physician  setting 
up  practice  in  July,  1986,  to  supplement 
OB/GYN's  practice.  Salary  guarantee  and 
other  excellent  benefits.  Hospital  is  lo- 
cated along  major  interstate  highway  in 
beautiful  rural  setting.  Amenities  abound 
this  95-bed  J.C.A.H.  facility.  Contact  Wil- 
liam S.  Chapman,  Executive  Director, 
Jackson  General  Hospital,  Ripley,  WV 
25271.  (304)  372-2731. 


Urban,  Rural  Effects 

Major  depressive  episodes  and  drug 
abuse  are  more  common  in  urban 
areas,  while  alcohol  abuse  is  more 
common  in  rural  areas,  according  to 
a survey  of  3,921  adults  that  appears 
in  the  July  Archives  of  General  Psy- 
chiatry. 


Breast  Cancer  Seminar 
Planned  In  Parkersburg 

A seminar  on  breast  carcinoma  will 
be  held  on  September  21  in  Parkers- 
burg at  the  Holiday  Inn  from  8:30 
A.  M.  to  12:45  P.  M.  The  sponsor 
is  the  Cancer  Committee,  Camden- 
Clark  Memorial  Hospital. 

Speakers  will  be  Drs.  Allen  S. 
Lichter.  University  of  Michigan: 
Donald  L.  Wickerham.  University  of 
Pittsburgh,  and  George  R.  Blumen- 
schein,  Arlington  (Texas)  Cancer 
Treatment  Center. 

The  current  roles  of  radiation,  sur- 
gery and  chemotherapy  will  be  dis- 
cussed. 

Additional  information  on  the  pro- 
gram, “Multidisciplinary  Manage- 
ment of  Breast  Carcinoma,”  may  be 
obtained  by  contacting  Janet  Packard. 
R.N.,  Cancer  Committee,  Camden- 
Clark  Memorial  Hospital,  800  Garfield 
Avenue,  P.  O.  Box  718,  Parkersburg 
26102.  Telephone  (304)  424-2655. 


Chemicals  In  Fetal  Life 
Influence  Behavior 

A hypothesis  that  variations  in  the 
chemical  environment  in  fetal  life 
strongly  influence  behavior  appears  in 
the  May  Archives  of  Neurology.  The 
late  Norman  Geschwind,  M.D.,  and 
Albert  M.  Galaburda,  M.D.,  of  Har- 
vard Medical  School,  point  out  that 
more  men  than  women  commonly  are 
left-handed,  suffer  language  disorders 
such  as  stuttering  and  dyslexia,  and 


are  subject  to  immune  disorders. 
They  postulate  that  fetal  formation 
of  the  testes  and  secretion  of  testos- 
terone influences  brain  hemisphere  de- 
velopment. 


MU  Students  . . . 

(Continued  From  Page  177) 

KANAWHA  — Karen  E.  Clark, 
Charleston,  WVU;  Mukul  P.  Mahesh- 
wari,  Charleston,  West  Virginia  State 
College;  Nicholas  J.  Passero,  Nitro, 
MU;  and  Dawn  D.  Sturgill,  Charles- 
ton, Tulane  University; 

LOGAN  — John  W.  Kessel,  Logan, 
WVU;  MERCER  — Teigha  J.  Ran- 
dolph, Princeton,  East  Tennessee 
State  University,  and  Jeffrey  T.  St. 
Glair,  Princeton,  Uiversity  of  Vir- 
ginia; MONONGALIA  — Mark  R. 
Mason,  Morgantown,  WVU;  and  Wil- 
liam A.  Welton  III,  Morgantown, 
WVU;  OHIO  — Mathew  G.  Sokos, 
Wheeling,  WVU ; PUTNAM  — Robin 
L.  Chaney,  Hurricane,  Berea  College; 
Kevin  J.  Conaway,  Hurricane,  MU, 
and  Michael  G.  Douglas,  Poca,  MU; 

RALEIGH  — Michael  R.  Adams, 
Bradley,  West  Virginia  Institute  of 
Technology;  WAYNE  — Gregory  A. 
Carico,  Wayne,  WVU;  WOOD  — 
Gregory  E.  Leach,  Vienna.  MU,  and 
Timothy  J.  Wilson,  Washington,  MU; 
BOYD,  KY.  — Richard  L.  Callihan, 
Jr.,  Ashland,  University  of  Kentucky; 
FLOYD.  KY.  — Grady  J.  Stephens, 
Hippo,  Transylvania  University;  and 
GREENUP,  K.  - — Carol  H.  Cooper, 
Ashland,  MU. 


SAINT  MARY'S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-526-1234 

Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed,  Sub- 
stance Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D. 

697-7036 

J.  V.  Ottaviano,  M.  D. 

525-7851 

K.  M.  Fink,  M.  D. 

. 525-8191 

L.  C.  Smith,  M.  D. 

697-7036 

R.  W.  Hibbard,  M.  D. 

697-4752 

M.  M.  Bateman,  M.  D. 

526-0580 

F.  Hoback,  M.  D. 

697-7036 

M.  Rosenbaum,  M.  D. 

526-0580 

D.  H.  Webb,  M.  D. 

697-7955 

R.  A.  Kayser,  M.  D. 

526-0580 

J.  Corcella,  M.  D. 

525-7851 
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XXX 

INTRODUCING  THE  BURROUGHS  B25. 

THE  MICRO  COMPUTER 
THAT  GROWS  WITH  YOUR  BUSINESS. 

Buying  a computer  is  a lot  like  hiring  an  employee.  You  need  one  that 
can  produce  a lot  now  and  even  more  in  the  future. 

Take  the  B25.  It’s  modular,  so  when  you  need  more  memory  or  storage, 
you  simply  snap  on  more  modules. 


Another  feature  that  allows  the  B25  to  grow  with 
you  is  its  ability  to  network.  You  just  add  work- 
stations and  people  will  be  able  to  share  the  same 
data  and  memory  at  the  same  time. 

You  can  also  share  peripherals  — like  printers. 
Which  means  several  workstations  can  be  linked  to 
one  printer  so  many  people  can  use  it. 

THE  PHYSICIAN  OFFICE  ACCOUNTING  SYSTEM 
BENEFITS  YOUR  PRACTICE  BY  PROVIDING: 

Quick  access  to  timely,  accurate  information 
through  high-resolution  computer  screens,  printed 
reports  and  immediate  updating.  Flexibility  through 
user-defined  system  parameters,  print  and  report 
options.  Financial  control  through  extensive  report- 
ing. On-line  inquiry  and  automation  of  routine  office 
tasks  to  minimize  clerical  duties.  Improved  cash 
flow  through  automatic  generation  of  charge  tickets, 
insurance  bills,  demand  bills  and  statements. 

Whitman  Computer 
Systems,  Inc. 

Terri  Whitman,  President  Burroughs  B25  Dealer 
Suite  302,  Sears  Bldg.  Logan,  W.  Va.  (304)  752-1272 
MS-DOS  is  a tradmark  of  Microsoft  Corporation. 

CP,  M is  a registered  trademark  of  Digital  Research.  Inc 


THE  QUESTION  ISN’T  WHO'S  BIGGER  IT'S  WHO'S  BETTER. 


XXX  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS''8 


. . . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day 


Psychiatrist 

California 


. . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 

DALMANE 

flurazepam  HCI/Roche  @ 

sleep  that  satisfies 

15-mg/30-mg 
capsules 


References:  1.  Kales  J,  etal . Clin  Pharmacol  Ther  72.691- 
697,  Jul-Aug  1971  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
78.356-363,  Sep  1975.  3.  Kales  A,  e/a/.  Clin  Pharmacol 
Ther  79.  576-583,  May  1976.  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther 82.781-788,  Dec  1982.  5.  Frost  JD  Jr,  Delucchi 
MR:  J Am  GeriatrSoc  27: 541-546,  Dec  1979  6.  Dement 
WC,  etal:  Behav  Med,  pp.  25-31,  Oct  1978.  7.  Kales  A, 

Kales  JD:  J Clin  Psychopharmacol  3: 1 40-1 50,  Apr  1 983. 

8.  Tennant  FS,  et  at  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther 21:355-36], 

Mar  1977 


DALMANE5’ 

flurazepam  HCI/Roche  (w 

Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep.  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy.  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy.  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester.  Warn  patients  of 
the  potential  risks  to  the  fetus  should  the  possibility  of  becom- 
ing pregnant  exist  while  receiving  flurazepam  Instruct  patient 
to  discontinue  drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation.  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (eg , operating 
machinery,  driving).  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age. 
Though  physical  and  psychological  dependence  have  not 
been  reported  on  recommended  doses,  abrupt  discontinua- 
tion should  be  avoided  with  gradual  tapering  of  dosage  for 
those  patients  on  medication  for  a prolonged  period  of  time 
Use  caution  in  administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia.  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants. Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients.  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomoch,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  eg, 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect.  Adults. 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients.  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  1 5 mg  or  30  mg  flurazepam 
HCI 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


*\  FOR  SLEEP 

After  more  than  1 5 years  of  use,  if s # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.  '-8  And  You're  satisfied  by  the  exceptionally 
wide  margin  of  safety 7 9 As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  product  information  on  reverse  side. 
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Additional  information 
available  to  the  profession 
on  request. 
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URGENT -SECOND  REQUEST! 

PLEASE  FILL  IN  AND  RETURN  ATTACHED  CARD 

In  order  to  comply  with  postal  regulations  covering  a second-class 
publication,  each  member  of  the  WVSMA  must  sign  and  return  the 
post  card  inserted  in  this  issue  of  The  West  Virginia  Medical  Journal. 
The  cards  will  be  kept  on  file  in  the  Association’s  office  as  proof 
that  $8.00  of  your  annual  dues  was  paid  as  the  subscription  price 
of  The  Journal  when  your  1985  annual  state  dues  in  the  amount  of 
$250  were  remitted  to  the  WVSMA  offices.  This  information  is  need- 
ed so  that  The  Journal  can  continue  to  carry  general  advertising  on 
its  pages. 

....  See  card  in  back  of  Journal;  please  detach,  fill  in  and  return. 


Call  On  Someone 
\buCanTrust. 


Because  you  want 
to  entrust  your  patients  to 
the  best  professional  care. 

Saint  Albans  is  a logical 
choice  for  your  psychiatric 
referrals. 

Since  1916,  Saint 
Albans  Psychiatric  Hospital 
has  provided  a spectrum 
of  care  for  emotional 
disorders. 

Today,  we  also  offer 
specialized,  fully  accredited 
programs  for  adolescents, 
alcoholics,  and  substance 
abusers.  We  have  special 
programs  for  senior  adults 
and  treatment  of  eating 
disorders.  And  we  offer  day 
treatment  as  an  alternative 
to  hospitalization. 

Care  is  provided  by  our  medical  and  professional  staffs  in  a beautiful, 
modern  hospital  secluded  along  the  New'  River.  Admission  can  be  arranged 
24  hours  a day.  And  all  programs  and  services  are  approved  for  Blue  Cross, 
Medicare,  Champus,  and  most  commercial  insurance  carriers. 

At  Saint  Albans,  we've  built  our  reputation  on  the  trust  of  referring 

Saint  Albans 

feychiatric  Hospital 

Private,  Not  For  Profit 
Psychiatric  Care 


physicians  who  want  the  best  for  their 
patients.  That's  why  you  can  refer  to 
Saint  Albans  with  confidence. 
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P.O.  Box  3608  Radford.  Virginia  24143 
1-800-368-3468 


Active  Medical  Staff: 


Rolfe  B.  Finn.  M.D 
Medical  Director 
Hal  G.  Gillespie.  M.D 
G Paul  Hlusko.  M.D. 
Ronald  L Myers  M.D 


Basil  E Roebuck.  M.D. 
O LeRoyce  Royal.  M.D 
Don  L Weston.  M.D. 
Psychiatric  Consultant 
D W,|fred  Abse.  M.D 


CHARLESTON  DATA  SYSTEMS 

“The  largest  supplier  of  computerized  practice 
management  systems  to  West  Virginia  physicians / 

For  additional  information  call  (304)  744-2583  (1-800-344-5036  toll  free) 
or  contact  us  directly  at:  325  6th  Avenue,  So.  Charleston,  WV  25303 
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McDonough  Caperton  Insurance  Group's  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky, 


McDonough 

Caperton 

Insurance 

Group 

7IK 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  10  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611. 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY 


McDonough  Capertons  electronic  claims 
billing  system  offers  the  health  care  provider 
significant  reductions  in  paperwork  and  pay- 
ment cycles. 

See  our  advertisement  in  this  issue. 
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The  changes  are  all  around 
us  New  HMO's.  Increasing  numbers 
of  medical  school  graduates.  Pyramiding 
patient  insurance  headaches.  Lack  of  dedicated 
personnel.  Increasing  malpractice  suits  and  pre- 


miums. 


This  is  a special  invitation  for  you  to  Aim  High  as 
a member  of  the  Air  Force  Health  Care  Team. 

One  of  the  advantages  you  would  enjoy  with  us  is 
time.  Time  for  your  patients.  Time  to  keep  profes- 
sionally current.  Time  to  relax.  30  days  of  vacation 
with  pay  each  year. 

Another  advantage  is  peace  of  mind — financial 
security  now,  and  a generous  retirement  if  you 
qualify. 

Leave  the  administrative  hassles  to  others.  Find 
out  about  an  Air  Force  practice  by  calling  me  in 
complete  confidence. 


Capt.  George  Berberich 

121  Wyck  St.,  Suite  307C 
Richmond,  VA  23225 
(804)  771-2127 


A great  way  of  life 


“If  my  doctor  hadn’t  recommended 
Harmarville,  I might  still  be  in 
a wheelchair  today.” 
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He  knew  I was  determined  to  walk 
again.  But  running,  doing  aerobics 
and  skiing  is  more  than  I expected.  And 
returning  to  school  was  a dream  come  true.” 
Fortunately  for  Susan,  her  doctor  knew 
that  Harmarville’s  Head  Injury  Program 
has  the  expertise  and  experience  to  help 
her  return  to  the  life  she  knew  before 
the  accident. 

Susan  was  a sophomore  in  nursing 
school  when  she  suffered  a broken  hip 
and  a severe  blow  to  the  right  side  of  her 
head  in  an  automobile  accident.  She  was 
in  a coma  for  three  weeks. 

When  she  came  to  Harmarville,  she  was 
in  a wheelchair,  unable  to  bear  weight  on 
her  left  leg.  Her  injured  brain  prevented 
her  left  hand  and  arm  from  working 
properly.  She  had  also  lost  all  of  her 
short  term  memory. 

We  treat  the  total  person.  Susan’s 
rehabilitation  involved  a variety  of  pro- 
grams. Her  left  hand  and  arm  were 
retrained  through  occupational  therapy. 
Other  specialized  services  helped 
regain  her  memory  and  improve  her  ability 
to  communicate,  understand  and  follow 
directions.  Physical  therapy  helped  to 
return  strength  to  her  legs  and  hip. 

After  only  one  month  at  Harmarville, 
Susan  was  using  her  left  hand  to  paint 
her  fingernails.  She  now  remembers 
what  she  had  learned  in  college.  And, 
when  she  left  Harmarville,  she  walked. 

Is  less  effort  acceptable?  Susan  and 
her  doctor  didn’t  think  so.  And  we  at 
Harmarville  agree;  only  the  best  care  pos- 
sible will  do  when  someone’s  life  is  at  stake. 

For  information  on  our  programs,  please 
call  Lynn  McMurdo,  Director  of  Admissions, 
(412)781-5700  (ext.  296). 

We  add  life  to  years 

HARMARVILLE  REHABILITATION 
CENTER,  INC. 

P.O.  Box  11460,  Guys  Run  Road 
Pittsburgh,  PA  1 5238 
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The  Upjohn  Company 
Kalamazoo,  Michigan  49001  USA 


© 1985  The  Upjohn  Company 


Today,  our  children  are  computing  basic  math.  Tomorrow, 
they’ll  be  programming  the  future. 

But  before  they  can  fill  the  computer  screen  with  new 
information,  well  have  to  help  fill  their  minds.  With 
ideas.  Information.  Dreams.  With  the  stimulation  only  a first- 
rate  college  education  can  provide. 

But  they’ll  need  your  help. 

Because  only  with  your  help  will  colleges  be  able  to  cope 
with  the  high  cost  of  learning. 

Rising  costs  and  shrinking  revenues  are  threatening  the 
ability  of  colleges  to  provide  the  kind  of  education 
tomorrow’s  leaders  will  need  to  solve  tomorrow’s  problems. 

So  please  give  generously  to  the  college  of  your  choice. 

You’ll  be  programming  America  for  success  for  years 
to  come. 

Give  to  the  college  of  your  choice. 
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COUNCIL  FOR  FINANCIAL  AID  TO  EDUCATION  INC  M I A PUBLIC  SERVICE  Of  THIS  PUBLICATION 

600  FIFTH  AVENUE.  NEW  YORK,  NY  10019  lll!<  OXOCll  AND  THE  ADVERTISING  COUNCIL 


Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio — by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries— demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits... 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today— you’ll  never 
feel  better. 


i w Data  General 


EIJLIIF  systems,  ins. 


1101  Forbes  Avenue,  Pittsburgh,  PA  15219 
(800)  441-8386 


State  of  the  Art  Protection 


State  of  the  art.  Such  a bold  statement  is  usually 
descriptive  of  medical  technology,  not  malpractice 
insurance.  But  the  level  of  achievement  Insurance 
Corporation  of  America  has  maintained  since  its 
founding  nine  years  ago  can  be  depicted  in  no 
other  way.  Just  as  the  qualities  embraced  by  this 
assertion — strength,  expertise,  responsibility — are 
necessary  elements  of  your  daily  practice,  they  are 
essential  to  our  corporate  philosophy. 

Our  highly  selective  approach  to  underwriting, 
conservative  investment  philosophy  and  prudent 
operating  policies  provide  a strong  financial  base, 
which  solidifies  our  ability  to  protect  your  practice. 


Further,  as  a single-line  carrier,  our  expertise 
provides  you  service  for  your  special  needs  as  well 
as  a lasting,  quality  policy. 

Insurance  industry  submission  to  non-meritorious 
claims  is  a major  reason  why  malpractice 
litigation  is  a booming  business  and  why  physicians 
are  paying  the  price.  ICA  counters  in  this  volatile 
market  by  acting  rather  than  reacting  with  an 
aggressive  defense  posture.  And  our  strong, 
professional  claims  defense  team  is  the  cornerstone 
of  our  responsibility  to  you. 

State  of  the  art  protection— a bold  step  forward 
in  professional  liability  insurance. 

The  Specialist  in 
Professional  Liability. 
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Parker/ Hunter  wants  to  know: 


With  all  the  money 
you  make  how  come 
you  don't  have  any? 


There  are  lots  of  ways  to  make  money.  But  there's 
really  only  one  way  to  keep  it.  And  make  it  grow. 

You  have  to  have  a plan.  An  investment  plan. 

The  only  problem  is,  planning  takes  a lot  of  time. 

And  let's  face  it,  after  working,  throwing  a meal  together, 
reading  the  paper,  playing  with  the  kids,  walking  the  dog, 
and  mowing  the  lawn . . . who  has  time  left  over  to  spend 
thinking  about  investments? 

We  do.  Because  that's  our  job. 

At  Parker/Hunter,  whether  you  have  a little 
money  or  a lot,  the  first  thing  we  do  is  help  you  develop 
an  investment  plan.  A plan  to  help  you  keep  the  money  you 
make. . .and  make  more  from  the  money  you  keep. 

A plan  that  establishes  goals  and  objectives  that 
make  sense  for  you.  And  only  you. 

Then,  it's  on  to  the  fun  part. 

Because  once  we  know  where  you  want  to  go, 
we  can  help  you  make  the  right  investment  decisions  to 
put  you  where  you  ought  to  be. 

Get  started  today  with  a phone  call  or  visit  to  your 
local  Parker/Hunter  office. 

Have  we  got  plans  for  you. 

PARKER/ HUNTER 

V\/e  just  i night  be  the  most  important  part 
of  your  investment  portfolio. 
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Large,  randomized,  controlled  trials 
of  fibrinolytic  therapy  for  acute  myo- 
cardial infarction  are  under  way,  and 
preliminary  studies  suggest  favorable 
trends.  When  combined  with  guide 
wire  manipulation  or  subselective 
fibrinolytic  agent  infusion,  a relatively 
high  repurfusion  rate  can  be  expected. 
However,  if  a beneficial  effect  is  anti- 
cipated, reperfusion  must  be  per- 
formed early  during  the  course  of 
acute  myocardial  infarction. 

In  cases  of  successful  reperfusion, 
there  has  been  a reduction  in  the  se- 
verity of  chest  pain,  an  improvement 
in  functional  class,  an  improvement 
in  left  ventricular  function,  but  un- 
certain reduction  in  mortality. 

Major  disadvantages  have  been  the 
difficulty  in  instituting  the  therapy- 
before  the  critical  time  limit  of  four 
to  six  hours;  and  a higher  incidence 
of  bleeding  complications. 

Introduction 

The  loss  of  myocardium  and  sub- 
sequent deterioration  of  left  ven- 
tricular function  during  acute  myo- 
cardial infarction  leads  to  a poor 
prognosis.  Attempts  to  limit  the 
amount  of  myocardial  necrosis  with 
past  strategies  have  mostly  been  un- 
successful.1 Recent  investigators  have 
addressed  the  feasibility,  safety,  and 
efficacy  of  fibrinolytic  therapy  for 
acute  myocardial  infarction.  Several 
investigators  have  found  that  such  in- 
terventional therapy  is  feasible  and 
safe  in  the  setting  of  acute  myocardial 
infarction;  5,8,9  however,  it  is  yet  to 


be  determined  through  large,  con- 
trolled, randomized  studies  whether 
fibrinolysis,  intracoronary  or  systemic, 
results  in  substantial  myocardial  sal- 
vage, preservation  of  left  ventricular 
function,  and  reduction  in  mortality. 
A review  of  the  recent  literature  on 
this  subject  does  suggest  some  prom- 
ising trends. 

The  following  format  will  include  a 
brief  discussion  of  the  fibrinolytic 
agents,  the  methods  of  delivering  fi- 
brinolysis, and  a comparison  of  the 
outcomes  of  conventional  therapy,  in- 
tracoronary fibrinolytic  therapy,  and 
systemic  fibrinolytic  therapy  for  acute 
myocardial  infarction. 

Fibrinolytic  Agents 

The  fibrinolytic  agents,  Strepto- 
kinase and  Urokinase,  were  dis- 
covered several  decades  ago.  Strep- 
tokinase was  discovered  in  1933  and 
occurs  as  a filtrate  of  Group  C beta- 
hemolytic  streptococcus.2  Urokinase 
was  isolated  in  1946  from  human 
urine.2  Both  of  these  agents  are  plas- 
minogen activators.  The  activation  of 
plasminogen  yields  plasmin  which 
lyses  fibrin,  the  mesh  work  of  the 
clot.  Streptokinase  and  Urokinase 
have  been  found  to  be  pharma- 
cologically equivalent;2  however. 
Streptokinase  is  less  expensive,  and 
therefore  it  is  commonly  used.  It, 
however,  is  antigenic,  and  patients 
who  have  had  previous  streptococcal 
infections  may  have  neutralizing  anti- 
bodies against  this  agent.  Therefore, 
Streptokinase  must  be  used  in  large 
doses.  Some  investigators  have  also 
pre-medicated  Streptokinase  patients 
with  corticosteroids  to  prevent  allergic 
reactions. 

Urokinase,  on  the  other  hand,  is 
non-antigenic.  Both  of  these  agents 
cause  thrombolysis  through  systemic 
defibrination  and  subsequently  pre- 


dispose to  bleeding  complications. 
Tissue  plasminogen  activator  (Tpa) 
and  other  fibrin-specific  thrombolytic 
agents  may  be  as  effective  as  Strepto- 
kinase or  Urokinase  without  the  risk 
of  severe  bleeding  problems.3  The 
fibrin-specific  agents  may  prove  to  be 
preferable  modes  of  fibrinolytic 
therapy. 

Methodology 

Usually,  fibrinolytic  therapy  is  re- 
served for  evolving  acute  myocardial 
infarction.  Criteria  for  selection  of 
patients  vary  somewhat  among  var- 
ious centers;  however,  the  patient 
should  have  persistent  chest  pain  and 
ST  segment  elevation  unresponsive  to 
sublingual  nitrates  or  sublingual  cal- 
cium channel  blockers.  At  our  institu- 
tion, it  is  generally  recommended  that 
fibrinolytic  therapy  be  instituted 
within  six  hours  from  the  onset  of 
symptoms. 

There  are  two  routes  of  administer- 
ing fibrinolytic  therapy  for  acute  myo- 
cardial infarction,  intracoronary  and 
intravenous  (systemic).  Left  heart 
catheterization  and  selective  coronary 
angiography  are  required  for  intra- 
coronary administration  of  fibrinolytic 
agents. 

At  our  institution,  a large  bolus  of 
intravenous  Heparin  Sodium  (4,000 
to  6.000  units)  is  given.  Then,  after 
demonstrating  a total  or  subtotal  oc- 
clusion of  the  infarct-related  vessel, 
intracoronary  Nitroglycerin  ( 150  to 
200  meg.)  is  given.  Then  intracor- 
onary Streptokinase  therapy  is  in- 
itiated with  a 20,000-  to  40.000-unit 
bolus  into  the  occluded  vessel  though 
a preformed  selective  coronary  cath- 
eter. This  is  followed  by  a continuous 
intracoronary  infusion  of  4,000  units/ 
minute  for  60  to  90  minutes.  The 
infusion  is  temporarily  interrupted  at 
15-minute  intervals  to  perform  cor- 
onary angiograms  and  assess  for  clot 
dissolution.  If  during  the  infusion  the 
infarct-related  vessel  is  not  reperfused, 
attempts  to  dislodge  the  clot  with  a 
guide  ware  are  then  performed.  Pa- 
tients with  proximal  tight  stenoses 
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also  are  assessed  for  balloon  angio- 
plasty. All  patients  with  or  without 
recanalization  of  the  infarct-related 
vessel  are  sent  to  the  Coronary  Care 
Unit  after  completing  the  procedure. 
Patients  with  recanalized  vessels  re- 
ceive systemic  heparinization  and 
antiplatelet  therapy.  The  hepariniza- 
tion is  discontinued  after  24  hours; 
however,  the  antiplatelet  therapy  is 
continued  indefinitely. 

Intravenous  Streptokinase  has  been 
given  at  other  centers.  A dose  in  the 
range  of  0.5  to  1.5  million  units  is 
usually  given  over  30  to  60  minutes3 
followed  by  systemic  heparinization 
and  then  either  antiplatelet  therapy 
or  oral  anticoagulation.  During  the 
remainder  of  this  article,  intracor- 
onary fibrinolytic  therapy,  intravenous 
fibrinolytic  therapy  and  conventional 
therapy  for  acute  myocardial  infarc- 
tion will  be  compared. 

Fibrinolytic  Therapy 

Complete  coronary  artery  obstruc- 
tion is  the  most  common  mechanism 
responsible  for  acute  transmural  myo- 
cardial infarction.3,7’8  During  the 
early  hours  of  myocardial  infarction, 
a high  percentage  (85  per  cent)  of 
patients  have  angiographically  dem- 
onstrated coronary  artery  thrombus 
responsible  for  occlusion.7  Com- 
monly, the  coronary  artery  thrombus 
is  superimposed  upon  a critical  ste- 
nosis.9 Complete  coronary  artery  ob- 
struction in  the  canine  model  has  re- 
sulted in  complete  transmural  myo- 
cardial infarction  in  three  to  six 
hours.1  Theoretically,  interruption  of 
an  evolving  acute  myocardial  infarc- 
tion within  a time  period  of  three  to 
six  hours  after  its  onset  should  lead 
to  myocardial  salvage,  and  subse- 
quently reduce  morbidity  and  mor- 
tality. 

Several  recent  clinical  studies  have 
addressed  this  hypothesis  through 
comparison  of  intracoronary  fibrin- 
olytic therapy  (with  or  without  guide- 
wire  manipulation)  against  conven- 
tional therapy  for  acute  myocardial 
infarction.  Parameters  assessed  have 
included  clinical  course,  evolution 
of  electrocardiographic  changes,  be- 
havior of  the  cardiac  enzymes,  per- 
cent reperfusion  of  the  infarct  vessel, 
and  most  importantly,  improvement 


in  ejection  fraction  as  well  as  reduc- 
tion in  mortality. 

Clinical  Improvement  Noted 

If  instituted  promptly,  intracor- 
onary fibrinolytic  therapy  appears  to 
lead  to  a clinical  improvement.  An- 
derson found  that  prompt  reperfusion 
resulted  in  a reduction  of  chest  pain 
when  compared  to  patients  treated 
conventionally.'  His  reperfused  pa- 
tients required  less  Morphine  Sulfate 
for  relief  of  chest  discomfort  and  also 
belonged  to  an  improved  Killip  class 
when  compared  to  the  control  pa- 
tients. Kennedy,  in  a large  study  of 
successfully  reperfused  patients,  also 
noted  a reduction  in  chest  discomfort 
as  well  as  improvement  in  functional 
class.10  Khaja  found  no  significant 
clinical  differences  between  his  reper- 
fusion group  and  control  group.11 
The  time  from  onset  of  symptoms  to 
initiation  of  Streptokinase  therapy 
was,  however,  long  ( over  five  hours ) . 

Electrocardiographic  Changes 

Successful  reperfusion  of  the  oc- 
cluded coronary  artery  generally  re- 
sults in  a rapid  evolution  of  the  elec- 
trocardiographic changes  of  trans- 
mural myocardial  infarction.  Ander- 
son, Ganz.  Rentrop,  and  Mathey  have 
all  noted  rapid  normalization  of  the 
ST  segments  after  successful  reper- 
fusion.7912  Anderson  also  found  a 
smaller  degree  of  persistent  ST  seg- 
ment elevation  10  days  after  comple- 
tion of  the  myocardial  infarction  in 
successfully  reperfused  patients.  He 
also  discovered  that  reperfused  pa- 
tients developed  rapid  R wave  loss 
and  development  of  Q wraves  within 
six  hours  after  fibrinolytic  therapy. 
The  reperfused  patients,  however,  had 
larger  convalescent  R waves  than  the 
patients  treated  conventionally.  It  ap- 
pears that  although  the  electrocardio- 
graphic changes  of  acute  transumral 
myocardial  infarction  rapidly  evolve 
after  successful  intracoronary  fibrin- 
olytic therapy,  there  is  electrocardio- 
graphic evidence  of  less  myocardial 
damage  during  convalescence. 

Creatinine  Phosphokinase  Level 

The  serum  creatinine  phospho- 
kinase level  has  also  been  used  as  an 
indicator  of  successful  coronary  re- 
perfusion.6 8 In  the  case  of  acute 
transmural  myocardial  infarction  due 


to  complete  coronary  artery  obstruc- 
tion, creatinine  phosphokinase  is 
slowly  released  from  the  damaged 
myocardial  cells  into  the  lymphatic 
system.8  The  peak  enzyme  level  us- 
ually occurs  at  around  one  day  follow- 
ing myocardial  infarction.  In  the  case 
of  successful  coronary  artery  reper- 
fusion, however,  blood  flow  to  the 
damaged  myocardium  is  reinstituted, 
thereby  allowing  a more  rapid  clear- 
ance of  the  creatinine  phospkinase 
from  the  damaged  myocardial  cells. 
This  has  been  referred  to  as  the 
“wash-out  phenomenon.”  Some  have 
found  that  the  creatinine  phospho- 
kinase serum  levels  peak  twice  as  fast 
in  successfully  reperfused  patients.7 
Lactic  Dehydrogenase  similarly  dem- 
onstrates an  early  serum  level  peak 
after  successful  reperfusion.4  Serum 
enzyme  kinetics,  clinical  course  and 
electrocardiographic  changes  there- 
fore provide  indirect  evidence  of  re- 
perfusion. 

Angiography 

Generally,  successful  angiographic 
reperfusion  rates  range  from  60 
per  cent  to  80  per  cent.  Anderson 
achieved  a reperfusion  rate  of  80  per 
cent,  and  the  time  to  intitiation  of 
Streptokinase  therapy  was  approxi- 
mately four  hours  after  the  onset  of 
chest  pain.'  Mathey  achieved  a re- 
perfusion rate  of  about  70  per  cent 
in  patients  with  myocardial  infarc- 
tion of  approximately  three  hours’ 
duration  by  infusing  intracoronary 
contrast  agent,  intracoronary  nitrogly- 

TABLE 

Current  Ongoing  Randomized,  Con- 
trolled Intracoronary  v Streptokinase 
Trials. 


T rial 

Study  Size 

Reduction 

in 

SK  Control  Mortality 

Kennedy 

250 

134 

116 

Yes 

Anderson 

50 

24 

26 

No 

Simoons 

173 

86 

87 

No 

Khaja 

40 

20 

20 

No 

Leiboff 

40 

22 

18 

No 

Rentrop 

111 

57 

54 

No 

Verani 

64 

29 

35 

No 

Theroux 

18 

10 

8 

No 

Modified  Table  from  Furberg  Clinical 
Value  of  Intracoronary  Streptokinase,  Ameri- 
can Journal  of  Cardiology,  1984;  53:626-627 
(Reproduced  with  Permission). 
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cerin,  intracoronary  Streptokinase,  or 
through  guide  wire  manipulation.12 
Ganz  achieved  reperfusion  in  19  of 
20  patients  who  presented  with  myo- 
cardial infarction  approximately  two 
hours  and  40  minutes  old.8  His  study 
was  unique  in  that  Thrombolysin,  a 
combination  of  Streptokinase  and 
Piasmin,  was  infused  through  a sub- 
selective  coronary  catheter.  In  the 
majority  of  studies,  however,  the  fi- 
brinolytic agent  has  been  infused 
through  a selective  coronary  catheter. 
Kennedy  achieved  a reperfusion  rate 
of  70  per  cent  in  patients  randomized 
to  intracoronary  Streptokinase  ap- 
proximately four  and  one  half  hours 
after  the  onset  of  chest  pain.10  Khaja, 
however,  demonstrated  a low  reper- 
fusion rate  of  only  60  per  cent.11  This 
may  be  attributed  to  his  delayed 
starting  time. 

Conclusions  Regarding  Successful 

Reperfusion 

Some  interesting  conclusions  re- 
garding success  of  reperfusion  therapy 
are  suggested:  (1)  Shorter  starting 

times  are  likely  to  be  associated  with 
higher  reperfusion  rates.  ( 2 ) Meas- 
ures combined  with  intracoronary  in- 
fusion of  a fibrinolytic  agent  such  as 
guide  wire  manipulation  or  infusion 
through  a subselective  coronary  cath- 
eter may  result  in  higher  reperfusion 
rates.  (3)  A small  percentage  of  pa- 
tients may  achieve  reperfusion  as  a 
result  of  the  hydraulic  effects  of  in- 
tracoronary injection  of  contrast  agent 
during  coronary  angiography.  (4)  A 
few  patients  may  have  coronary  artery 
spasm  responsible  for  complete  oc- 
clusion of  the  infarction  vessel.  Re- 
perfusion in  these  patients  may  be 
achieved  with  intracoronary  nitrogly- 
cerin infusion.  (5)  Spontaneous  lysis 
of  the  thrombus  may  result  in  reper- 
fusion in  another  small  group  of  pa- 
tients. 

Morbidity  and  Mortality 

Some  studies  have  shown  an  im- 
provement in  left  ventricular  ejection 
fraction  following  inracoronary  fi- 
brinolytic therapy  for  acute  myo- 
cardial infarction.  Anderson  found  an 
early  increase  in  global  left  ventricular 
ejection  fraction  of  3.9  ± 4.6  per 
cent  in  his  patients  who  underwent 
successful  intracoronary  Streptokin- 
ase therapy.7  He  also  found  an  early 


decrease  in  left  ventricular  ejection 
fraction  of  3.0  ± 8.4  per  cent  in  his 
patients  treated  conventionally  for 
acute  myocardial  infarction.  This  is 
a statistically  signficant  difference  in 
ejection  fractions. 

Mathey  described  an  increase  in 
left  ventricular  ejection  fraction  from 
a baseline  of  approximately  37  per 
cent  to  a left  ventricular  ejection  frac- 
tion of  approximately  47  per  cent  fol- 
lowing intracoronary  Streptokinase 
therapy.12  Rentrop  similarly  noted  a 
six-per  cent  increase  in  left  ventricular 
ejection  fraction  during  the  convales- 
cent period  following  intracoronary 
fibrinolytic  therapy.9  Both  Anderson 
and  Ganz  have  noted  improvement  in 
regional  wall  motion  following  intra- 
coronary fibrinolytic  therapy.7,8 

Khaja  did  not  find  a significant  dif- 
ference in  global  left  ventricular  ejec- 
tion fractions  between  the  interven- 
tional and  control  groups;  however, 
the  starting  time  was  longer.  Schwartz 
has  further  addressed  the  issue  of 
starting  time  to  the  result  of  reper- 
fusion.13 He  studied  39  patients.  Fif- 
teen of  these  patients  were  successfully 
reperfused  less  than  four  hours  after 
the  onset  of  myocardial  infarction, 
seventeen  were  successfully  reper- 
fused longer  than  four  hours  after 
the  onset  of  myocardial  infarction, 
and  seven  of  these  patients  were  not 
successfully  reperfused.  He  found 
that  the  patients  reperfused  early  had 
higher  convalescent  global  left  ventri- 
cular ejection  fractions  when  com- 
pared to  those  who  were  successfully 
reperfused  late  and  those  with  unsuc- 
cessful reperfusion  ( 59  per  cent, 
49  per  cent,  and  44  per  cent,  respec- 
tively ) . 

From  the  data  presented,  a favor- 
able trend  is  apparent.  If  early  re- 
perfusion is  accomplished,  it  appears 
that  an  improvement  in  global  left 
ventricular  ejection  fraction  or  in 
regional  wall  motion  may  be  achieved. 

Presently,  it  is  uncertain  whether 
fibrinolytic  therapy  for  acute  myo- 
cardial infarction  reduces  mortality. 
The  largest,  randomized,  controlled 
clinical  trial  demonstrates  an  approxi- 
mate three-fold  reduction  in  early 
mortality.10  Pooled  data,  however, 
(total  patients  746 — 382  Streptokin- 
ase and  364  control  patients)  from 


eight  small,  randomized,  controlled 
studies  show  no  significant  reduction 
in  mortality  (Table).14  Caution  in 
interpreting  this  data  is  advised  un- 
til a larger  patient  population  is  re- 
cruited. 

Although  not  yet  released  by  the 
FDA,  the  systemic  I intravenous)  use 
of  Streptokinase  for  evolving  myo- 
cardial infarction  appears  to  be  safe 
and  as  efficacious  as  intracoronary 
fibrinolytic  therapy.4,5  Approximately 
50-  to  70-per  cent  successful  reper- 
fusion is  possible  with  systemic  strep- 
tokinase.4 It  is  more  readily  available 
in  the  community  and  can  be  in- 
stituted earlier  in  the  course  of  myo- 
cardial infarction.3  5 However,  there 
is  a slightly  increased  risk  of  bleed- 
ing complications.5  Definitive  con- 
clusions await  the  results  of  large, 
randomized,  controlled  trials. 

Conclusions 

Large,  randomized,  controlled  trials 
of  fibrinolytic  therapy  for  acute  myo- 
cardial infarction  are  under  way.  Pre- 
liminary studies  suggest  favorable 
trends.  It  has  been  shown  that  fibrin- 
olytic therapy  is  a relatively  safe 
procedure.  When  combined  with 
guide  wire  manipulation  or  subselec- 
tive fibrinolytic  agent  infusion,  a 
relatively  high  reperfusion  rate  can  be 
expected.  However,  if  a beneficial  ef- 
fect is  anticipated,  reperfusion  must 


Figure  1.  Acute  inferior  myocardial 
infarction  due  to  occlusion  by  proximal 
right  coronary  artery  thrombus. 
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Figure  2.  Status  post  successful  in- 
tracoronary  streptokinase.  Remaining 
subtotal  critical  stenosis  of  proximal 
right  coronary  artery. 


Figure  3.  Status  post  successful  bal- 
loon angiogplasty  to  proximal  right  cor- 
onary artery  system. 

be  performed  early  during  the  course 
of  acute  myocardial  infarction.  The 
allowable  maximum  time  from  onset 
of  myocardial  infarction  to  the  initia- 
tion of  reperfusion  may  be  some- 
where around  four  hours. 

In  cases  of  successful  reperfusion, 
there  has  been  a reduction  in  the 
severity  of  chest  pain,  an  improve- 
ment in  functional  class,  an  improve- 
ment in  left  ventricular  function,  but 
uncertain  reduction  in  mortality.  In 


order  to  reduce  mortality,  some  addi- 
tional interventional  therapy  to  cor- 
rect the  remaining  critical  stenosis 
may  be  necessary.  At  our  institution, 
balloon  angioplasty  is  used  for  this 
purpose  (Figures  1,  2 and  3). 

The  major  disadvantage  of  intra- 
coronary fibrinolytic  therapy  for 
acute  myocardial  infarction  has  been 
the  difficulty  in  instituting  the  therapy 
before  the  critical  time  limit  of  four 
to  six  hours.  The  systemic  adminis- 
tration of  fibrinolytic  agents  allows 
for  earlier  institution  of  therapy.  How- 
ever, larger  doses  of  the  fibrinolytic 
agents  must  be  used  and  a higher 
incidence  of  bleeding  complications 
may  be  expected.  Systemic  use  of 
streptokinase  lacks  definition  of  cor- 
onary anatomy.  A critical,  high-grade 
lesion  may  need  urgent  angioplasty 
or  bypass  surgery.  New  fibrinolytic 
agents  like  Tpa  are  on  the  horizon, 
and  their  selective  affinity  for  the  clot 
will  not  produce  a systemic  lytic  state. 
Early  studies  of  Tpa  have  shown 
promising  results  through  both  sys- 
temic and  intra  coronary  routes. 
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A reliable  ELISA  test  to  detect 
antibody  to  human  T-cell  leukemia 
virus  - III , the  presumptive  cause  of 
AIDS,  has  been  licensed  by  the  FDA. 
The  clinical  applicability  of  this  test 
for  individuals  is  questionable  be- 
cause of  the  occurrence  of  test-related 
false  positive  results  and  biologically- 
related  false  negative  results.  The 
test  is  being  applied  by  American  Red 
Cross  blood  banks  in  an  attempt  to 
diminish  the  already  low  risk  of  ac- 
quiring AIDS  from  blood  product 
transfusion. 

The  West  Virginia  State  Health  De- 
partment and  five  regional  centers 
will  provide:  1)  counselling  regard- 
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ing  the  lack  of  clinical  significance  of 
the  test  for  an  individual,  2)  educa- 
tion to  the  medical  community , high- 
risk  groups  and  the  general  popula- 
tions regarding  AIDS,  and  3)  anti- 
HTLV-I1I  antibody  testing  at  no  cost 
to  those  who  insist  on  obtaining  the 
test,  in  order  to  dissuade  high-risk 
individuals  from  visiting  blood  banks 
to  obtain  this  test.  The  State  Health 
Department,  regional  centers,  and 
several  expert  physicians  will  be  avail- 
able for  consultation  regarding  AIDS 
and  anti-HT LV -III  antibody  testing. 

Since  it  was  first  reported,  acquired 
immunodeficiency  syndrome 
(AIDS)  has  been  recognized  in  in- 
creasing numbers  of  individuals  in  the 
United  States  and  worldwide.1,2  The 
most  recent  Centers  for  Disease  Con- 
trol (CDC)  published  tabulations  in- 
dicate that  10,000  individuals  have 
been  reported  as  having  AIDS  in  the 
United  States.23  Most  adults  AIDS 
occurs  in  individuals  identified  as  be- 
ing among  high-risk  groups:  homo- 

sexual or  bisexuals  (73.4  per  cent  of 
reported  cases),  intravenous  drug 
abusers  (17.0  per  cent),  and  hemo- 
philiacs (0.7  per  cent).  However,  a 
small  number  of  cases  (1.4  per  cent) 
have  been  recognized  among  blood 
transfusion  recipients,  heterosexual 
partners  of  homosexual  or  bisexual 
males  (0.8  per  cent),  and  children  of 
high-risk  individuals. 

As  of  April,  1985,  seven  individuals 
have  been  identified  to  the  West  Vir- 
ginia State  Health  Department  as 
having  AIDS  (personal  communica- 
tion: Loretta  Haddy,  West  Virginia 
State  Epidemiologist).  The  risk  fac- 
tors for  each  were  blood  transfusion — 
three  patients,  hemophilia  — two.  and 
other /unknown  risk  factors  — two. 
Additional  patients  have  acquired  the 
disease  outside  of  the  state,  but  sought 
medical  care  in  West  Virginia. 2b 

Investigators  have  also  described 
diffuse  lymphadenopathy  and  other 
manifestations  of  immune  compromise 
in  individuals  at  high  risk  for  AIDS. 
These  make  up  the  AIDS-related  com- 
plex (ARC).3  Some  of  these  individ- 
uals develop  the  classic  AIDS  illness, 
but  it  is  not  clear  at  this  point  whether 
all  of  them  will  do  so.  In  addition, 
asymptomatic  individuals  in  high-risk 


groups  may  have  antibody  to  the  pre- 
sumptive AIDS-causing  virus.4 

In  1983,  two  teams  of  investigators 
simultaneously  published  articles  des- 
cribing the  detection  of  a human  re- 
trovirus from  individuals  with  AIDS’ 
or  lymphadenopathy.6  These  investi- 
gators termed  the  viruses  human  T 
cell  leukemia  virus — III  (HTLV-III) 
and  lymphadenopathy-associated  virus 
(LAV ) respectively.  Further  work 
suggests  that  these  two  viruses  are 
identical. 

Subsequently,  investigators  have  en- 
deavored to  devise  tests  which  might 
identify  individuals  with  AIDS  or 
those  who  potentially  may  transmit 
the  virus  via  blood  product  trans- 
fusion. HTLV-III  isolation  has  been 
accomplished  by  investigators,'  but 
the  methodology  is  too  cumbersome 
and  the  virus  isolation  is  too  infre- 
quent to  make  this  a clinically  reliable 
means  of  identifying  persons  who  po- 


Recause  of  the  nature  of  the 
test,  a small  proportion  of  test- 
related  false  positive  results  trill 
occur. 


tentially  might  transmit  AIDS.  Meth- 
ods for  direct  detection  of  virus  anti- 
gen are  still  under  development  and 
not  yet  available. 

Three  types  of  serologic  tests  ap- 
pear to  be  successful  in  identifying 
serum  antibody  to  HTLV-III:  a West- 
ern blot  test,  a radioimmunoprecipita- 
tion  assay,  and  an  indirect  enzyme- 
linked  immunosorbent  assay,  or 
ELISA  test.4  The  ELISA  currently 
appears  to  be  the  most  practical  meth- 
od for  detecting  antibodies  to  HTLV- 
III.8,9  Several  test  kits  recently  have 
been  licensed  by  the  Food  and  Drug 
Administration  for  antibody  screen- 
ing. 

Anti-HTLV-III  Antibody  ELISA 
Test 

ELISA  methods  are  widely  used  for 
serologic  detection  of  antibodies  for 
a wide  variety  of  infections  such  as 
rubella,  herpes  infections  and  toxo- 
plasmosis. ELISA  tests  are  reliable, 
reproducible,  easy  to  perform,  and 
make  it  possible  to  test  a large  number 
of  sera  at  relatively  small  cost.  Patient 


serum  is  placed  in  a microtiter  well 
coated  with  killed  HTLV-III  antigen 
and  the  well  is  rinsed.8  If  anti-HTLV- 
III  antibody  is  present  in  the  serum,  it 
will  bind  to  the  HTLV-III  antigen  and 
remain  in  the  well.  If  anti-HTLV-IIl 
antibody  is  present,  enzyme  labelled 
anti-human  antibody  causes  a color 
change  in  the  well  when  it  and  an 
enzyme  reagent  are  added.  The  inten- 
sity of  the  color  change  is  read  by  a 
spectrophotometer  and  reflects  the 
amount  of  antibody  in  the  specimen. 
The  test  result  is  recorded  as  an  opti- 
cal density  index,  not  an  antibody  tit- 
er. Optical  densities  above  a test  kit- 
defined  limit  are  interpreted  as  a posi- 
tive test,  i.e.  the  presence  of  antibody, 
while  optical  densities  less  than  this 
limit  are  interpreted  as  negative. 

False  Positive  Results 

Because  of  the  nature  of  the  test,  a 
small  proportion  of  test-related  false 
positive  results  will  occur.  However, 
test-related  false  positive  results  can 
be  minimized  by  repeated  testing  of 
the  patient  serum.  Preliminary  testing 
of  blood  donors’  serum  in  West  Vir- 
ginia suggests  that  the  number  of  re- 
peatedly positive  sera  will  be  extreme- 
ly low:  approximately  0.03  per  cent 
(M.  Stevenson,  unpublished  data). 
Other  sources  of  information  suggest 
a rate  of  0.1  per  cent  false  positive 
tests.83  Therefore,  the  Centers  for 
Disease  Control  recommend  that  re- 
peat ELISA  testing  or  other  testing 
(e.g.  the  Western  blot  test  ) be  per- 
formed on  positive  sera  by  any  labora- 
tory doing  screening  for  anti-HTLV- 
III  antibodies.  There  is  currently  no 
information  on  the  proportion  of  bio- 
logically-related false  positives  ( i.e. 
persistently  positive  test  results  in  the 
absence  of  anti-HTLV-III  antibody). 
(Centers  for  Disease  Control.  Seminar 
on  interpretation  of  serologic  testing 
for  antibodies  to  HTLV-III  and  pa- 
tient counselling  about  tests  and  test 
results.  Philadelphia,  Pennsylvania, 
February  25,  1985.) 

Biological  False  Negatives 

Biological  false  negatives  also  occur 
with  ELISA  testing  for  anti-HTLV-III 
antibodies.  Testing  of  serum  from  pa- 
tients with  AIDS  has  revealed  that 
82-97  per  cent  contain  anti-HTLV-III 
antibodies.10  ELISA  test  values  have 
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been  noted  to  decline  daring  the  clini- 
cal course  of  AIDS,  suggesting  that 
some  of  the  false  negative  tests  may 
result  from  more  severe  disease. 
These  persons  may  be  less  likely  to 
donate  blood,  perhaps  diminishing 
their  likelihood  to  be  a potential 
source  of  AIDS  by  blood  product 
transmission.  The  presence  of  anti- 
bodies does  not  necessarily  indicate 
active  AIDS  nor  predict  AID’s  occur- 
rence. Individuals  from  high-risk 
groups  have  been  found  to  harbor 
anti-HTLV-III  antibody  without  any 
findings  suggestive  of  AIDS  or  of 
ARC,  and  may  have  no  apparent  im- 
mune deficiency.  Some  male  homo- 
sexuals with  antibody  retrospectively 
detected  in  serum  taken  two  or  more 
years  before  have  remained  asymp- 
tomatic.11 (Centers  for  Disease  Con- 
trol. Seminar  on  interpretation  of 
serologic  testing  for  antibodies  to 
HTLV-III  and  patient  counselling 
about  tests  and  test  results.  Philadel- 
phia, Pennsylvania,  February  25, 
1985.) 

Therefore,  anti-HTLV-III  antibody 
should  not  be  considered  a diagnostic 
test  for  AIDS.  Positive  tests  can  in- 
dicate a test-related  false  positive,  or 


The  diagnosis  of  AIDS  in  an 
individual  patient  must  he  based 
on  his  entire  clinical  picture. 


the  presence  of  antibody  in  someone 
without  AIDS  or  ARC,  as  well  as  the 
presence  of  AIDS  or  ARC.  Negative 
tests  can  be  found  in  patients  with 
active  AIDS.  The  diagnosis  of  AIDS 
in  an  individual  patient  must  be  based 
on  his  entire  clinical  picture. 

Application  of  Anti-HTLV-III 
Antibody  Testing 

In  an  attempt  to  eliminate  blood 
transfusion-related  AIDS,  the  Centers 
for  Disease  Control  and  others  have 
recommended  that  blood  collection 
units  such  as  blood  banks  and  plasma 
centers  screen  all  blood  donors’  sera 
for  anti-HTLV-III  antibody.12  Al- 
though this  recommendation  is  not 
without  considerable  controversy, 
plasma  centers  and  American  Red 
Cross  blood  banks  and  other  blood 
banks  are  beginning  this  procedure 
imminently.  Each  donor’s  serum  will 


be  tested  using  the  ELISA  method, 
and  if  a positive  result  is  obtained,  a 
second  ELISA  test  will  be  performed. 
Some  collection  sites  will  perform  a 
third  ELISA  test  and/or  a Western 
blot  test  for  further  confirmation.  If 
repeated  testing  is  positive,  the  donor 
will  be  notified  by  the  collection  fa- 
cility that  an  antibody  test  was  posi- 
tive and  will  be  referred  to  his  physi- 
cian for  further  evaluation.  The  re- 
sults of  the  test  will  be  referred  to  his 
physician  at  the  donor’s  request. 

Some  collection  sites  may  counsel 
donors  regarding  test  results.  This 
procedure  is  similar  to  the  protocol 
followed  when  a blood  donor  has  a 
positive  hepatitis  B antigen  or  syphilis 
serology.  The  donor’s  name  will  be 
placed  on  a blood  deferral  list  without 
the  reason  for  deferral  specified,  and 
no  future  donations  will  be  accepted 
from  him. 

Several  problems  are  anticipated 
with  the  institution  of  anti-HTLV-III 
antibody  testing  by  blood  banks.  Ap- 
proximately 64,500  units  of  blood  are 
donated  annually  in  West  Virginia. 
The  repeatedly  positive  test  rate  of 
0.03  per  cent  is  anticipated  to  result 
in  less  than  100  units  discarded  an- 
nually in  West  Virginia.  The  cost  of 
medical  followup  and  the  emotional 
turmoil  generated  by  these  positive 
screening  tests  cannot  be  accurately 
anticipated.  In  addition,  potential 
blood  donors  may  refrain  from  giving 
blood  knowing  that  anti-HTLV-III 
antibody  testing  will  be  performed. 
Blood  discarded  on  the  basis  of  test- 
related  false-positive  test  results  and 
self  - deferrals  may  diminish  the 
amount  of  usable  blood  collected,  ex- 
acerbating blood  product  shortages. 

Alternative  Sites 

Misunderstanding  of  the  signif- 
icance of  anti-HTLV-III  antibody  test 
results  may  lead  high-risk  individuals 
to  seek  out  this  test.  Since  the  testing 
will  be  used  as  part  of  donor  blood 
screening,  high-risk  individuals  may 
visit  blood  banks  with  the  intention 
of  obtaining  this  test  at  no  cost.  This 
may  nullify  any  advantage  obtained 
by  voluntary  deferral  of  blood  dona- 
tion by  individuals  in  high-risk  groups 
for  AIDS.  To  avoid  attracting  high- 
risk  individuals  back  into  the  blood 


donating  population,  the  Centers  for 
Disease  Control  have  recommended 
that  alternatives  sites  for  obtaining 
anti-HTLV-III  antibody  testing  be 
established.  Provision  of  this  test  at 
minimal  or  no  cost  is  intended  to  dis- 
suade high-risk  individuals  from  re- 
turning to  blood  banks. 

West  V irginia  State  Health 
Department’s  Response 

The  West  Virginia  State  Health  De- 
partment is  undertaking  several  ven- 
tures in  response  to  the  availability  of 
the  anti-HTLV-III  antibody  test  and 
to  the  screening  of  donor  blood  with 
this  test.  With  the  cooperation  of  five 
county  health  departments  throughout 
West  Virginia,  the  State  Health  De- 
partment is  establishing  regional  al- 
ternative testing  sites  where  anti- 
HTVL-III  testing  can  be  obtained 
without  patient  cost.  These  sites 


Several  problems  are  antici- 
pated with  the  institution  of 
anti-HTLV-III  antibody  testing 
by  blood  banks. 


include  the  Health  Departments  of 
Cabell  County,  Ohio  County,  Berke- 
ley County,  Wood  County,  Mercer 
County,  and  the  State  Health  Depart- 
ment for  the  Kanawha  County  area. 

Using  CDC  guidelines,  the  State 
Health  Department  will  train  individ- 
uals from  the  regional  centers  to  pro- 
vide appropriate  counselling  to  in- 
dividuals seeking  the  anti-HTLV-III 
antibody  testing  or  who  are  concern- 
ed about  it.  The  main  emphasis  of 
initial  contact  counselling  will  include 
the  lack  of  clinical  significance  of 
anti-HTLV-III  antibody  test  results 
for  individuals  and  means  of  minimiz- 
ing the  risk  of  acquiring  AIDS.  If  an 
individual  continues  to  insist  on  ob- 
taining the  antibody  test,  the  regional 
site  will  collect  and  forward  the  serum 
to  the  State  Health  Department,  which 
will  have  the  responsibility  for  pro- 
viding the  test  for  the  individual 
at  no  cost.  The  regional  centers  will 
inform  individuals  confidentially  of 
the  test  results.  Counsellors  at  these 
centers  will  perform  post-test  coun- 
selling to  discuss  the  possible  implica- 
tions of  test  results.  The  regional 
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centers  and  the  State  Health  Depart- 
ment will  act  to  maintain  an  individ- 
ual’s privacy  at  all  steps  in  the  pro- 
cess. 

AIDS-Related,  Education, 

Consultant  Physicians 

The  West  Virginia  State  Health 
Department  will  promote  AIDS- 
related  education  to  the  medical  com- 
munity, high-risk  groups,  and  the 
general  population.  The  State  Health 
Department  and  regional  centers  will 
provide  contact  people  as  sources  of 
information  dissemination. 

Finally,  the  State  Health  Depart- 
ment has  identified  consultant  physi- 
cians in  West  Virginia  who  can  pro- 
vide accurate  and  up-to-date  medical 
information  to  physicians  caring  for 
patients  who  have  had  antibody  tests 
performed  or  who  may  be  suspected 
of  having  AIDS  or  ARC.  These  phy- 
sicians and  their  affiliations  include 
Robert  Belshe,  M.D.,  Chief.  Infectious 
Disease  Section,  Marshall  University, 
Huntington,  West  Virginia;  Dr.  Ra- 
shida Khakoo,  Chief,  Infectious  Dis- 
ease Section,  West  Virginia  Univer- 
sity, Morgantowm.  West  Virginia;  and 
Dr.  Patrick  Robinson.  Chief.  Infect- 
ious Disease  Section,  West  Virginia 
University  / Charleston  Division. 
Charleston.  West  Virginia. 
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Three  patients  ivith  hemolytic-ure- 
mic syndrome  were  admitted  to  West 
Virginia  University  Hospital  in  the 
summer  of  1984.  One  or  more  pre- 
sented with  microangiopathic  hem- 
olytic anemia,  thrombocytopenia,  jaun- 
dice, hypertension,  central  nervous 
system  changes  and  acute  renal  fail- 
ure. One  child  required  peritoneal 
dialysis.  The  clinical  picture,  path- 
ogenesis and  treatment  of  hemolytic- 
uremic  syndrome  are  reviewed. 

Hemolytic-uremic  syndrome  (HUS) 
is  the  most  common  cause  of  acute 
renal  failure  in  the  pediatric  age 
group.1  This  syndrome,  first  de- 
scribed in  1955, 2 is  characterized  by  a 
Coombs’  negative  microangiopathic 
hemolytic  anemia,  thrombocytopenia, 
and  acute  renal  failure.  It  is  most 
often  preceded  by  a viral  gastrointesti- 
nal or  upper  respiratory  infection. 
Three  pediatric  patients  were  seen  at 
West  Virginia  University  Hospital  dur- 
ing the  summer  of  1984  with  similar 
histories  but  with  a diversity  of  clin- 
ical presentations  of  this  syndrome.  In 
HUS,  early  institution  of  peritoneal 
dialysis  in  oliguric  patients  is  as- 
sociated with  improved  survival,  and 
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one  of  these  patients  was  supported 
with  peritoneal  dialysis  until  his  renal 
function  recovered. 

Case  One 

This  previously  healthy  14-month- 
old,  white  male  was  transferred  to 
West  Virginia  University  Hospital  for 
management  of  acute  renal  failure. 
He  had  a diarrheal  illness  which  had 
begun  six  days  prior  to  transfer  and 
was  admitted  to  his  local  hospital  with 
a diagnosis  of  acute  viral  gastroen- 
teritis. On  admission,  his  physical  ex- 
amination was  normal  and  he  was  felt 
not  to  be  dehydrated.  Urinalysis  re- 
vealed microscopic  hematuria,  and 
serum  electrolytes  were  within  normal 
limits  except  for  a sodium  of  129 
mmol/1.  BUN  was  13  mg/dl.  The 
hemoglobin  was  12.9  g/ dl,  the  he- 
matocrit 41  per  cent,  the  white-cell 
count  17,500  with  26  per  cent  bands, 
40  per  cent  segs,  27  per  cent  lymphs. 
The  platelet  count  wTas  611,000.  He 
was  made  NPO  and  placed  on  in- 
travenous fluids.  Fluid  challenge  and 
intravenous  furosemide  (Lasix)  failed 
to  re-establish  urine  output.  Four 
days  after  admission  he  was  edema- 
tous. and  his  BUN  was  38  mg/ dl  with 
a creatinine  of  3.3  mg/ dl.  At  this 
time  he  was  transferred  to  West  Vir- 
ginia University  Hospital. 

The  patient  was  a pale,  lethargic, 
edematous  male  infant  with  a blood 
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pressure  elevated  to  118/70.  He  had 
no  petechiae.  Lung  and  heart  ex- 
aminations were  normal.  The  liver 
was  palpable  five  cm.  below  the  right 
costal  margin  and  was  nine  cm.  in 
span.  There  was  no  splenomegaly. 
The  neurologic  examination  was  re- 
markable for  the  lethargy. 

Laboratory  studies  now  included  a 
hemoglobin  of  8.6  g/ dl,  a hematocrit 
of  26.3  per  cent,  a white-cell  count  of 
11,600,  and  platelet  count  44.000. 
Peripheral  smear  was  abnormal  with 
2+  anisocytosis,  3+  burr  cells,  and 
2+  schistocytes,  and  few  large  plate- 
lets were  present.  The  serum  sodium 
was  131  mmol/1,  potassium  4.9 
mmol/1,  chloride  104  mmol/1,  C02 
12  mmol/1,  BUN  48  mg/dl  and  crea- 
tinine 4.3  mg/ dl.  Haptoglobin  was 
less  than  5 mg/dl,  LDH  was  1530 
IU/L,  SGOT  was  271  IU/L,  total 
bilirubin  was  0.5  mg/ dl,  and  CPK  was 
normal.  Direct  and  indirect  Coombs’ 
tests  were  negative.  Urinalysis  showed 
3+  protein,  3+  occult  blood,  red 
blood  cells  too  numerous  to  count, 
white  blood  cells  and  coarse  granular 
casts.  Renal  ultrasound  showed  nor- 
mal renal  architecture  without  evi- 
dence of  hydronephrosis. 

Treatment: 

A pediatric  Tenckhoff  peritoneal 
catheter  was  inserted  and  peritoneal 
dialysis  was  instituted  using  4.25  per 
cent  Dianeal  (Travenol^)  solution  at 
30  ml/kg/exchange.  This  solution 
was  alternated  with  1.5  per  cent 
Dianeal  depending  on  the  patient’s 
fluid  balance. 

The  patient’s  hypertension  was 
treated  with  propanolol  0.5  mg/kg 
twice  a day  in  addition  to  salt  and 
water  removal  with  dialysis.  The  pa- 
tient was  transfused  several  times 
with  packed  red  blood  cells  to  raise 
his  hemoglobin  to  10  g/ dl. 

Results: 

Ten  days  after  the  onset  of  oliguria, 
there  was  no  further  evidence  of  hem- 
olysis, and  the  thrombocytopenia 
had  resolved.  After  14  days,  the 
patient’s  urine  output  returned  and 
his  BUN  and  creatinine  started  to  fall 
and  dialysis  was  discontinued.  His 
BUN  decreased  to  37  mg/ dl  and 
creatinine  to  0.8  mg/ dl.  He  was  dis- 


charged to  be  followed  by  his  local 
physician. 

Case  Two 

This  previously  healthy  nine-year- 
old,  white  female  was  transferred  to 
West  Virginia  University  Hospital  in 
July,  1984,  for  evaluation  of  anemia, 
thrombocytopenia,  and  jaundice.  She 
had  been  admitted  to  her  local  hos- 
pital six  days  prior  to  transfer  with 
acute  gastroenteritis  and  mild  dehy- 
dration. Physical  examination  was 
normal  at  that  time  except  for  trace 
positive  stool  for  occult  blood.  Ad- 
mission labs  had  shown  a hemoglobin 
of  14.9  g/ dl,  hematocrit  of  47.2  per 
cent,  platelet  count  of  304,000.  BUN 
11  mg/dl  and  creatinine  0.8  mg/dl. 
She  was  treated  with  intravenous 
fluids  and  a liquid  diet.  One  day 
prior  to  transfer,  she  developed  per- 
iumbilical pain  and  appeared  jaun- 
diced. Stool  cultures  revealed  no 
enteric  pathogens.  Repeated  tests 
showed  a hemoglobin  of  7.9  g/ dl,  a 
hematocrit  of  22.1  per  cent,  platelet 
count  of  20,000,  BUN  25  mg/ dl, 
creatinine  0.8  mg/ dl,  and  total  bili- 
rubin 8.0  mg/dl.  The  patient  was 
transferred  to  West  Virginia  Univer- 
sity Hospital. 

On  physical  examination  she  ap- 
peared a jaundiced,  well-nourished 
young  female.  Pulse  was  100,  blood 
pressure  102/50,  and  temperature 
was  37.2°.  The  heart  and  lung  ex- 
aminations were  normal.  The  liver 
was  7.5cm.  in  span  and  there  was  mild 
right  upper  quadrant  tenderness. 
There  was  no  splenomegaly.  There 
was  no  edema  present.  Neurological 
examination  was  normal. 

The  hemoglobin  remained  low  at 
7.8  g/ dl,  the  hematocrit  was  22.8 
per  cent  and  the  platelet  count  was 
16,000.  The  peripheral  smear  re- 
vealed poikilocytosis,  anisocytosis, 
and  schistocytes.  Fdectrolytes  were 
within  normal  limits.  BUN  was 
elevated  further  to  36  mg/ dl  and 
creatinine  was  1.0  mg/dl.  Urinalysis 
showed  proteinuria,  microscopic  hem- 
aturia and  fine  granular  casts.  Total 
bilirubin  was  9.4  mg/dl,  direct  bili- 
rubin 1.3  mg/dl,  LDH  1320  IU/L, 
SGOT  108  IU/L,  haptoglobin  less 
than  5 mg/ dl,  and  erythrocyte  sedi- 


mentation rate  was  71  mm/hr.  Direct 
and  indirect  Coombs’  tests  were  nega- 
tive. 

Treatment: 

She  received  intravenous  hydration 
and  the  patient’s  renal  function  and 
urine  output  did  not  deteriorate  fur- 
ther. She  did  not  develop  hyper- 
tension. On  day  two  after  transfer  her 
platelet  count  dropped  to  9,000  and 
plasmapheresis  with  fresh  frozen 
plasma  replacement  was  considered 
but  not  implemented  since  the  next 
day  her  BUN  and  creatinine  were  im- 
proved and  her  platelets  had  increased 
to  60,000.  She  was  discharged  one 
week  after  transfer  with  a hemoglobin 
of  8.9  g/ dl,  hematocrit  of  26.4  per 
cent,  platelets  of  147,000,  BUN  13 
mg/ dl,  creatinine  0.5  mg/ dl,  total 
bilirubin  2.1  mg/dl,  direct  bilirubin 
0.3  mg/dl,  LDH  770  IU/L,  and 
SGOT  43  IU/L.  She  was  returned  to 
the  care  of  her  local  physician. 

Case  Three 

This  previously  healthy  31-month- 
old,  white  female  was  admitted  on  re- 
ferral to  West  Virginia  University 
Hospital  in  September,  1984,  for 
evaluation  of  hematuria  and  anemia. 
She  had  a one-week  history  of  diar- 
rhea and  vomiting  with  intermittent 
abdominal  pain.  One  day  prior  to  ad- 
mission she  developed  jaundice  and 
tea-colored  urine.  She  was  seen  by 
her  local  physical  and  lab  studies 
at  that  time  showed  a hemoglobin 
of  8.1  g/ dl,  hematocrit  of  28  per 
cent,  and  her  urinalysis  had  4 + 
blood,  proteinuria,  and  granular  casts. 

On  physical  examination  she  ap- 
peared an  alert  but  irritable  female. 
Temperature  was  37.3°,  pulse  156, 
and  blood  pressure  90/48.  Her  skin 
appeared  pale  yellow  without  pete- 
chiae. Lung  and  heart  examinations 
were  normal  except  for  the  presence 
of  a systolic  flow  murmur.  There  was 
no  hepatosplenomegaly.  There  was 
no  edema  present.  Neurological  ex- 
amination was  normal. 

Laboratory  studies  included  a 
hemoglobin  of  6.0  g/ dl,  hematocrit 
of  17.0  per  cent,  white-cell  count  of 
15,100  with  a left  shift,  and  platelet 
count  was  26.000.  Peripheral  smear 
showed  anisocytosis,  schistocytes  and 


198  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


burr  cells.  Creatinine  was  1.2  mg/dl, 
BUN  65  mg/ dl  and  erythrocyte  sedi- 
mentation rate  was  80  mm/hr.  Total 
bilirubin  was  2.2  mg/ dl,  LDH  1575 
IU/L,  and  SGOT  175  IU/L. 

Treatment: 

The  patient  was  treated  with  main- 
tenance intravenous  fluids.  Creatinine 
and  BUN  peaked  at  1.3  mg/ dl  and  75 
mg/ dl,  respectively,  on  day  two  and 
then  began  to  fall.  The  hemoglobin 
dropped  to  5.5  g/ dl  and  blood  trans- 
fusion was  required.  Hypertension 
did  not  develop  and  urine  output  re- 
mained adequate.  Her  renal  function 
continued  to  improve  and  she  was  dis- 
charged on  the  sixth  hospital  day  to 
be  followed  by  her  local  medical  doc- 
tor. 

Discussion 

The  clinical  presentation  of  hemoly- 
tic uremic  syndrome  is  usually  one 
of  a healthy  child  who  develops  ab- 
dominal pain,  diarrhea  which  may  be 
bloody,  and  vomiting.  The  abdominal 
pain  may  be  severe  and  can  mimic 
an  acute  abdomen  in  20  per  cent  of 
the  cases.3  The  interval  between  the 
prodromal  illness  and  the  onset  of 


HUS  ranges  from  one  to  10  days. 
HUS  most  commonly  occurs  in  chil- 
dren four  years  old  on  average  in  the 
United  States,  but  it  can  also  occur 
in  adults. 

The  physical  examination  reveals 
the  pale,  irritable  child.  Major  fea- 
tures include  hypertension  ( 50  per 
cent),  hepatosplenomegaly  ( 13-50  per 
cent)  and  jaundice  (15-30  percent).4 
Hypertension  was  present  in  only  one 
of  three  of  our  patients  and  is  sec- 
ondary to  volume  expansion  from  salt 
and  water  overload  and  activation  of 
the  renin-angiotensin  system  resulting 
from  glomerular  ischemia.  There  is 
oliguria  in  most  patients,  with  anuria 
present  in  about  one  third  of  the 
cases.  Anuria  usually  lasts  10  to  13 
days.  Neurologic  complications  may 
include  seizures,  personality  changes, 
drowsiness,  and  coma.3  With  dialysis, 
these  symptoms  are  readily  distin- 
guished from  the  symptoms  of  uremia, 
and  may  be  due  to  direct  involvement 
of  cerebral  vessels.5 

Laboratory  findings  include  ane- 
mia, with  evidence  of  microangio- 
pathic hemolysis  on  the  peripheral 
smear.  Reticulocyte  count,  serum 


LDH  and  SGOT  are  increased,  and 
serum  haptoglobin  is  decreased  as  a 
result  of  hemolysis.  Thrombocyto- 
penia is  usually,  but  not  uniformly, 
present  as  a result  of  increased  con- 
sumption of  platelets.  There  is  an 
elevation  of  the  serum  creatinine  and 
BUN  reflecting  the  renal  injury. 
Urinalysis  usually  demonstrates  pro- 
teinuria, microscopic  hematuria  and 
pigmented  granular  casts.  Uncon- 
jugated hyperbilirubinemia  develops 
as  a consequence  of  intravascular 
hemolysis,  and  total  bilirubin  levels 
may  become  quite  elevated  as  in  Case 
Two  since  the  increased  release  of 
bilirubin  from  hemolyzing  red  blood 
cells  is  compounded  by  decreased 
renal  excretion  of  bilirubin  in  the  set- 
ting of  acute  renal  failure. 

Causes  of  HUS 

There  are  many  causes  of  HUS. 
The  syndrome  is  known  to  occur  in 
epidemics,  suggesting  an  infectious 
etiology.  A number  of  viral  and  bac- 
terial agents  such  as  Coxsackie, 
ECHO,  mumps,  myxovirus,  influenza 
viruses,  E.  coli,  shigella,  salmonella, 
pseudomonas,  bacteroides,  rickettsia, 
and  Campylobacter  have  been  as- 
sociated with  HUS.  Circulating  endo- 
toxin has  been  detected  in  patients 
with  shigellosis  and  HUS.6  HUS  has 
also  been  documented  to  occur  in 
families,  suggesting  genetic  as  well 
as  environmental  factors  in  its  eti- 
ology.7 

The  primary  injury  precipitating 
HUS  is  thought  to  be  glomerular  cap- 
illary endothelial  cell  surface  damage, 
resulting  in  a vasculitis  confined  to 
the  kidney.  The  endothelial  cells 
swell  and  detach  from  the  underlying 
basement  membrane  and  the  capillary 
lumen  is  reduced  by  the  swollen  de- 
tached cells.  Local  intravascular  coag- 
ulation occurs  and  a thrombotic  mic- 
roangiopathy results  in  the  kidney 
witih  fibrin-platelet  thrombi  occlud- 
ing arterioles.  Glomerular  deposits  of 
fibrin  can  be  demonstrated  in  virtually 
all  cases  of  HUS. 

Evidence  suggests  that  platelets  and 
red  blood  cells  are  damaged  by  fibrin 
stands  as  they  pass  through  the  arte- 
rioles of  the  kidney,  and  the  damaged 
cells  are  removed  by  the  reticuloendo- 
thelial system  in  the  liver  and  spleen.3 
Nephrectomy,  which  is  rarely  re- 
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quired,  has  been  associated  with  a re- 
turn of  the  platelet  count  to  normal 
and  a cessation  of  the  hemolytic  ane- 
mia. 

There  is  also  evidence  for  a de- 
ficiency of  prostacyclin,  a potent  vaso- 
dilator and  inhibitor  of  platelet  ag- 
gregation, in  this  syndrome.8  An  in- 
hibitor of  glomerular  fibrinolysis  also 
has  been  found  in  HUS  with  a close 
correlation  between  duration  of  fi- 
brinolysis inhibitory  titer  elevation 
and  clinical  course.9  This  inhibitor 
is  removed  by  peritoneal  dialysis. 

Management 

The  management  of  HUS  includes 
supportive  therapy,  strict  control  of 
hypertension,  and  early,  aggressive 
management  of  acute  renal  failure 
with  dialysis  if  present.  Dialysis  has 
been  the  major  factor  associated  with 
decreased  frequency  of  morbidity  and 
mortality.  Prior  to  1970  and  the  wide- 
spread use  of  peritoneal  dialysis,  mor- 
tality in  HUS  averaged  about  50  per 
cent,  whereas  mortality  at  present  is 
less  than  five  per  cent.  4,10  The  treat- 
ment depends  on  the  severity  of  the 
renal  disease.  In  children  who  are  not 
oliguric  (<  lml/kg/hour  urine  out- 
put), adequate  nutrition,  plus  main- 
tenance of  fluid  and  electrolyte  bal- 
ance, judicious  use  of  blood  trans- 
fusions, and  correction  of  acidosis 
may  be  adequate.3  In  more  severe 
cases  in  which  oliguria  or  anuria  is 
present,  dialysis  is  required,  with  in- 
dications including  volume  overload, 
severe  electrolyte  imbalance,  and 
symptomatic  uremia.  The  early  in- 
stitution of  peritoneal  dialysis  may 
also  remove  the  glomerular  fibrin- 
olysis inhibitor,9  the  presence  of 
which  in  high  titer  is  associated  with 
disease  activity. 

The  hypertension  that  occurs  with 
acute  renal  failure  in  HUS  is  often 
controlled  by  ultrafiltration  with  di- 
alysis. In  cases  where  further  therapy 
is  necessary,  beta-blockers  such  as 
propranolol  and  vasodilators  such  as 
hydralazine  have  been  used  with  good 
success. 

There  are  many  other  modes  of 
therapy  which  have  produced  equivo- 


cal results  in  the  treatment  of  HUS: 
heparin,  streptokinase  (Streptase), 
steroids,  aspirin,  dipyridamole  (Per- 
santine),  fresh  frozen  plasma,  pro- 
stacyclin, and  plasmapheresis.  These 
modalities  are  aimed  at  treatment  of 
postulated  disease  mechanisms  in 
HUS:  prostacyclin/thromboxane  im- 
balance, local  intravascular  coagula- 
tion, and  decreased  antithrombotic 
and  fibrinolytic  activity3  (Figure). 

Heparin  inhibits  factor  X in  the 
coagulation  cascade,  interrupting  the 
clotting  mechanism  before  the  deposi- 
tion of  fibrin.  Streptokinase  acts  by 
activating  plasminogen  and  therefore 
increasing  fibrinolysis  of  intrarenal 
fibrin  clots.  Aspirin  in  low  doses  ( 2.0 
- 3.5  mg/kg/ day)  inhibits  throm- 
boxane synthesis,  while  in  high  doses 
it  inhibits  both  prostacyclin  and 
thromboxane  synthesis.  Dipyridamole 
inhibits  platelet  aggregation.  Plas- 
mapheresis and  fresh  frozen  plasma 
infusions  in  theory  should  improve 
HUS  by  removing  a plasma  inhibitor 
or  restoring  the  levels  of  prostacyclin. 
Prostacyclin  infusions  (5-15  ng/kg/ 
min)  have  also  been  attempted.11 

Prognosis 

The  prognosis  is  good  in  patients 
with  this  syndrome  in  whom  the  dura- 
tion of  anuria  and/ or  oliguria  is  less 
than  two  weeks.  Poor  prognosis  is 
associated  with  oliguria  greater  than 
21  days,12  the  presence  of  CNS  symp- 
toms,5 and  lack  of  prodromal  gastro- 
intestinal illness.7  Chronic  renal  im- 
pairment occurs  in  five  to  twenty  per 
cent  of  patients.4 

Summary 

In  summary,  the  patient  with  HUS 
can  present  with  a wide  spectrum  of 
problems  ranging  from  anemia,  throm- 
bocytopenia and  jaundice  to  hyper- 
tension, central  nervous  system 
changes  and  acute  renal  failure.  The 
treatment  is  basically  supportive,  with 
early  institution  of  peritoneal  dialysis 
when  indicated.  The  pathogenesis  of 
this  disorder  remains  unclear,  and 
more  effective  forms  of  therapy  aimed 
at  limiting  its  course  and  severity  will 
have  to  await  improved  understanding 
of  the  disease  process. 
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Editor's  Note:  Here  are  the  generic 
drugs  and  trade  names  fin  paren- 
theses) to  which  reference  is  made  in 
this  article:  furosemide  (Lasix),  dipy- 
ridamole (Persantine ) and  strepto- 
kinase (Streptase) . 
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“For  a total  computer  system  package, 
our  medical  practice  recommends 
Reynolds + Reynolds  ♦” 


“We’d  been  researching  computers  tor  over  two  years 
. . . even  attending  office  automation  seminars.  We’re 
absolutely  delighted  with  our  Medical  Practice 
Mangement  System  from  Reynolds  and  Reynolds. 

“The  system  has  eliminated  our  insurance  backlog. 
Now  we  can  file  claims  the  same  day  the  patient  visits. 
The  credit  and  collection  tools  improve  day-to-day 
collections  and  give  us  strong  follow-up  for  past-due 
accounts.  Staff  productivity  has  increased  across  the 
hoard,  allowing  for  optimal  patient  care. 

“The  dedication,  excellence  and  professionalism  of  the 
Reynolds’  training  and  support  staff  made  for  a smooth 
transition  when  the  practice  converted.  They  truly 
understand  the  needs  of  today’s  busy  medical  practice. 
And  it’s  especially 
comforting  to  have  our 
investment  protected  by  a 
company  that  is  national 
in  scope  and  local  in 
commitment.” 


W.  T.  Stalter,  M.D. 

Dayton,  Ohio 


For  a free  analysis  of  your  medical  practice,  just  send  in  the  coupon  below.  Find  out 
what  Reynolds  and  Reynolds’  family  of  single  and  multi-user  Medical  Practice 
Management  Systems  can  do  for  you. 


RAMSEY  MEDICAL  SYSTEMS,  INC. 
108  Hale  Street 
Charleston,  WV  25301 
(304)  342-0762 


an  authorized  agent  tor  ReynoldsT Reynolds4 

Reynolds  + Reynolds®  is  a registered  trademark  of 
The  Reynolds  and  Reynolds  Company. 


Please  contact  me  to  arrange  for  my  free  practice  analysis. 

Please  send  me  more  information  about  your: 

IBM  PC  AT  single  workstation  Medical  Practice  Management  System. 
NCR  Tower  multi-user  workstation  Medical  Practice  Management  System. 


PHYSICIAN:^ PRACTICE  NAME: 

NO.  OF  PHYSICIANS: SPECIALTY: OFFICE  MANAGER: 

ADDRESS: CITY: STATE: ZIP: 

TELEPHONE: BEST  TIME  TO  CALL: 


‘Registered  trademark  of  NCR  Corporation.  © Copyright  1985  The  Reynolds  and  Reynolds  Company.  All  rights  reserved. 

We’re  Hardware.  We’re  Software.  We’re  Everywhere. 


President’s  Page 


Is  Big  Better? 


Dr.  Carl  Roncaglione  has  written 
ably  on  this  page  many  of  our  con- 
cerns in  medicine.  I hope  to  do  like- 
wise. 

In  several  of  his  messages,  one  of 
the  questions  Carl  implied  was:  “In 
medicine,  is  big  necessarily  better?” 
Physician  groups  are  banding  together 
in  Health  Maintenance  Organizations 
(HMOs)  and  Preferred  Provider  Or- 
ganizations (PPOs).  Hospitals  have 
begun  to  merge,  a move  sure  to  ac- 
celerate in  the  months  ahead. 

The  motivation  for  physicians 
seems  to  be  the  hope  that  joining  one 
of  these  “alphabet”  organizations  will 
provide  their  “market  share”  of  pa- 
tients. Patients  seek  exclusive  services 
within  the  HMO  or  PPO  because 
going  outside  for  medical  care  will 
not  allow  them  a discounted  cost.  For 
hospitals,  mergers  provide  for  greater 
purchasing  power,  the  sharing  of  re- 
sources, and  the  clout  to  deal  with 
regulating  bodies,  among  other  ob- 
jectives. 

Do  we  physicians  give  up  anything 
in  these  mergers?  Certainly.  The 
PPO  or  HMO  includes  a rigid  review' 
of  our  practice.  This  may  include  pre- 


hospital certification,  concurrent  re- 
view of  medical  charts,  retrospective 
review'  of  practice  patterns,  or  quality- 
of-care  assessment. 

As  hospitals  grow'  larger  and  attract 
financial  support  from  the  insurance 
industry,  they  will  seek  to  provide 
care  for  patients  at  the  least  cost. 
Hospitals  may  exert  control  through 
their  own  PPOs  or  HMOs  or  may  con- 
tract with  groups  of  physicians  for 
specific  specialist  services. 

Another  strategy  is  to  hire  hospital- 
based  physicians  or  to  employ  com- 
munity-based physicians  as  a referral 
source  for  the  hospital. 

Most  of  this  reasoning  makes  good 
business  sense.  It  should  be  apparent, 
however,  that  none  of  it  specifically 
details  the  advantages  and  disadvan- 
tages for  the  patient.  It  is  our  re- 
sponsibility to  ask  continually  what 
will  happen  to  patients  as  these  en- 
trepreneurial moves  are  made.  Unless 
we  do  so,  we  are  not  fulfilling  our  re- 
sponsibility. Unless  the  joining  to- 
gether provides  more  efficient  patient 
services  and  reduced  costs  to  the  pa- 
tient, or  guarantees  an  improvement 


in  the  quality  of  care,  we  should  re- 
ject it. 

We  can  regain  the  trust  of  our  pa- 
tients (if  indeed  we  ever  lost  it)  by 
representing  their  interests  as  these 
changes  take  place. 

I look  forward  to  this  year  and  shar- 
ing ideas  with  you  and  Auxiliary 
members  as  I traverse  the  state.  We 
need  to  establish  short  and  long-range 
priorities,  not  the  least  of  w'hich  is 
dealing  with  the  unsettling  problem  of 
the  malpractice  issue.  More  about 
that  in  the  near  future. 


David  Z.  Morgan,  M.  D.,  President 
West  Virginia  State 
Medical  Association 
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Editorials 


Security 


Who  buys  insurance  in  order  to  pay 
for  the  expected  judgement  or  settle- 
ment in  the  inevitable  malpractice 
suit?  Polls  and  the  results  of  ques- 
tionnaires be  dammed!  Forty-three 
per  cent  of  the  doctors  in  the  county 
can  be  in  the  docks  at  the  same  time, 
but  I’ll  not  be  one  of  them! 

Why  then  do  I pay  the  professional 
liability  premium?  Security.  That’s 
the  word,  security.  I put  up  all  that 
money  so  that  I won’t  worry,  so  that 
I will  feel  secure.  Certainly  not  that  I 
might  make  amends  for  my  antic- 
ipated blunderings! 

Which  brings  up  an  interesting 
point.  Why  should  I ever  think  about 
putting  up  all  that  money  to  some  in- 
surance company  if  I will  be  left  still 


worried?  I can  worry  and  keep  the 
money! 

Worried  is  exactly  what  I am  going 
to  feel  if  I buy  a cheap  policy  from 
any  one  of  several  insurers  with  small 
reputations  and  short  track  records 
likely  to  enter  the  state  shortly.  May- 
be such  a policy  will  suffice  to  meet 
the  requirements  for  hospital  staff  ap- 
pointment. Maybe  I can  tell  my  ac- 
countant, my  financial  advisor  or  my 
wife,  yes,  yes,  I am  covered  by  in- 
surance. 

But  might  I not  be  struck  with  the 
breathless  thought  like  the  sweet 
young  thing  about  to  succumb  to  the 
aching  needs  of  passion,  will  you  still 
love  me  in  the  morning?  After  the 
premium  is  paid,  will  the  insurer 


stand  by  me?  Will  the  protection  be 
there? 

Crushed  pillows  and  rumpled  sheets 
in  a dingy,  bourbon-reeking  room  at 
the  morrow’s  awakening  provide  some 
hints  to  answer  last  evening’s  ques- 
tion. Is  there  more,  or  less,  assurance 
from  my  insurer? 

These  are  concerns  of  the  Associa- 
tion in  its  endorsement  of  an  insur- 
ance by  supporting  the  Association- 
endorsed  product  and  meeting  our 
obligations.  CNA  can  reassure  us  by 
continuing  its  long-term  commitment 
to  the  Association’s  insurance  require- 
ments. 

The  result  will  attain  that  security 
we  seek  and  will  provide  the  freedom 
to  practice  our  profession  without 
worry. 


Poll  Illustrates  Doctor-Layman  ‘Opinion  Gap’ 


As  regular  readers  of  this  page 
know,  the  AMA  conducted  a public 
opinion  survey  across  the  nation  dur- 
ing the  month  of  July.  Results  are  ex- 
pected to  be  compiled  and  shared  with 
us  in  September. 

It  is  of  more  than  passing  interest 
to  note  that  Lou  Harris  surveys  in 
1983  and  1984  of  500  doctors  and 
1,500  non-doctors  contained  some 
rather  remarkable  differences  in  opin- 
ion on  issues  of  vital  concern  to  phy- 
sicians. 

When  asked  what  were  the  primary 
reasons  for  increased  health  care 
costs,  96  per  cent  of  the  doctors  cited 
expensive  technology,  increased  num- 
bers of  older  patients,  malpractice 
insurance  premiums  and  government- 


funded  programs.  On  the  other  side, 
the  non-physicians  (77  per  cent  ) be- 
lieved that  inflation,  lack  of  competi- 
tion, fraud  and  abuse  and  unnecessary 
treatment  were  to  blame  for  high 
health-care  costs. 

As  to  solutions?  Asking  the  pa- 
tient to  pay  a greater  share  of  the 
cost  of  services  was  cited  by  82  per 
cent  of  the  doctors  and  by  65  per  cent 
of  the  non-doctors  as  one  acceptable 
approach  while  three  quarters  (76 
per  cent)  of  the  non-doctors  agreed 
that  utilizing  a system  of  fixed  fees 
determined  by  the  illness  (DRGs  ap- 
plied to  the  physician  as  well  as  the 
hospital  I would  be  a major  help  in 
controlling  costs.  Only  37  per  cent 
of  the  physicians  agreed  with  this 
latter  view. 


As  could  be  expected.  85  per  cent 
of  the  physicians  polled  rejected  gov- 
ernment price  controls  of  medical 
sendees  as  an  acceptable  approach, 
but  61  per  cent  of  the  non-doctors 
found  it  an  acceptable  idea. 

Organized  medicine  has  its  work 
cut  out!  There  is  no  common  agree- 
ment or  understanding  between  phy- 
sicians and  the  public  on  either  the 
causes  of  health  care  cost  increases 
nor  the  best  or  most  logical  way  of 
controlling  them.  There  is  a message 
that  has  to  be  told  to  patients  and  pub- 
lic alike.  If  the  private  practice,  fee- 
for-senTice  system  of  health  care  de- 
livery is  indeed  the  best  for  both  the 
patient  and  the  doctor  then  the  story 
must  be  told.  It  is  up  to  every  physi- 
cian to  do  his/her  part  to  tell  it  loudly 
and  dearly,  far  and  wide.  Those  hold- 
ing other  views  are  obviously  getting 
through  to  more  ears  and  wmning 
believers. 


The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements 
made  by  authors  or  in  communications  submitted  to  this  Journal  for  publication.  The  author 
shall  be  held  entirely  responsible.  Editorials  printed  in  The  Journal  do  not  necessarily  reflect 
the  official  position  of  the  West  Virginia  State  Medical  Association. 
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Interesting  Parallels? 


While  physicians  continue  to  be 
preoccupied  with  the  specter  of  pro- 
fessional liability  suits,  it  is  of  more 
than  casual  interest  to  note  what’s 
happening  on  the  libel  suit  front 
faced  by  newspapers.  The  libel  suit 
is  the  journalist’s  equivalent  of  pro- 
fessional liability  in  the  medical  field. 

A recently-completed  study  at  the 
University  of  Iowa  interviewed  114 
people  who  had  brought  libel  suits. 
Some  of  the  findings  are  interesting 
to  think  about  in  parallel  with  what’s 
happening  on  the  medical  liability 
front. 

Two  thirds  of  the  libel  cases  were 
against  daily  newspapers.  Are  daily 
papers,  the  specialists,  more  prone  to 
suit?  Or  is  it  simply  a matter  of 
seven  times  more  exposure? 

Only  40  per  cent  of  the  suits  arose 
out  of  front-page  stories.  Perhaps  the 
sensational  stories  (cases)  don’t  gen- 
erate legal  actions  as  quickly  as  the 
more  mundane. 

A majority  of  the  complainants  first 
approached  the  offending  medium 
(print  or  electronic)  before  launch- 
ing a legal  action.  “Rather  than  being 
satisfied,”  says  the  WV  Press  As- 
sociation newsletter  which  carried  the 
report,  “they  were  angry  with  the 
rude  response  from  the  newspaper  and 


decided  to  sue.”  Is  there  a basic  les- 
son in  human  relations  here  for  all  of 

us? 

The  study  also  notes  that  it  is  cheap 
for  a plaintiff  to  file  a suit  for  libel, 
but  expensive  for  a newspaper  even 
if  and  when  it  wins  a case.  Where 
have  doctors  heard  this  one  before? 

Only  10  per  cent  of  the  libel  cases 
are  won  by  the  plaintiff,  but  all  of 
them  interviewed  say  they’d  do  it 
again  even  if  they  knew  they’d  lose. 
Only  about  20  per  cent  of  the  mal- 
practice cases  going  to  court  are  won 
by  the  plaintiff,  but  we  have  no  study 
to  tell  us  if  those  bringing  an  action 
would  do  it  again  regardless  of  the 
outcome. 

Some  interesting  data  about  the 
plaintiffs  in  libel  suits: 

— 55  per  cent  were  public  fig- 
ures; 

— one  third  hold  graduate  or 
professional  degrees; 

— one  third  earn  more  than  $50,- 
000  a year; 

— only  a small  percentage  have 
filed  any  other  action. 

Obviously,  the  parallels  between 
libel  and  malpractice  break  down  at 
some  point.  We’re  certain  that  public 


officials  or  figures  are  not  responsible 
for  more  than  half  of  the  malpractice 
suits,  and  we’re  equally  certain  that 
many  of  the  suits  filed  are  the  only 
legal  actions  of  their  kind  taken 
against  a physician.  What  remains 
disturbing,  however,  is  the  uncertainty 
about  just  how  many  plaintiffs  have 
filed  suit  more  than  once  against 
others,  be  they  physicians  or  not. 
There  is  some  limited  evidence  and 
hearsay  to  indicate  that  some  indi- 
viduals suffer  from  “chronic  plain- 
tiffitis”  and  will  sue  anyone,  anytime 
for  any  reason  if  there  is  promise  of 
personal  remuneration,  vindication  or 
revenge. 

The  Iowa  study  offered  one  telling 
observation  in  suggesting  that  many 
libel  suits  could  probably  be  avoided 
if  a newspaper  treated  reader  com- 
plaints in  a courteous  and  fair  man- 
ner. Likewise,  any  number  of  analysts 
and  consultants  have  suggested  that 
many  malpractice  suits  could  be 
avoided  if  physicians  and  their  staff 
members  handled  patient  complaints 
and  problems  in  a more  courteous  and 
fair  manner. 

The  small  investment  in  time  and 
attention  paid  to  keeping  the  patient 
informed,  involved  and  satisfied  could 
pay  large  dividends. 


Jubilee  Year  For  WVU  Hospital 


It  seems  only  fitting  that,  as  WVU 
Hospital  celebrated  its  25th  year  on 
August  10,  construction  is  under  way 
on  a replacement  facility. 

The  new  Ruby  Memorial  Hospital 
signifies  timeliness  and  progress. 

Yet,  nostalgia  for  the  old  WVL1 
Hospital  is  pardonable  because  it  pro- 
vided the  setting  for  the  state’s  first 
and  only  medical  school  at  the  time. 
Its  completion  eradicated  forever  the 
state’s  classification  as  a medical  fron- 
tier. 


In  a special  section  about  the  Jubi- 
lee Year  of  WVU  Hospital  appearing 
August  4 in  the  Dominion  Post,  Mor- 
gantown, hospital  employees  who  have 
remained  since  it  opened  on  August 
10,  1960,  are  shown  on  the  front  cov- 
er. They  are:  Juanita  Ware,  Nursing 
Services;  Russel  Straface,  Central  Re- 
ceiving; Opal  White,  Operating 
Room;  Mary  J.  Hoover,  Dietary;  Dr. 
John  E.  Jones,  Vice  President  for 
Health  Sciences;  Dane  Moore,  Clini- 
cal Laboratories;  Dr.  Walter  H. 
Moran,  Surgery;  Dr.  Edmund  B. 


Flink,  Medicine;  Dr.  D.  Franklin 
Milam.  LIrology;  Dr.  Herbert  E. 
Warden,  Surgery,  and  Dr.  W.  Eugene 
Klingberg.  Pediatrics. 

The  continuing  service  of  these 
individuals  demonstrates  a remark- 
able “staying  powrer”  which  is  to  their 
credit  and  to  the  credit  of  the  hospital. 

The  construction  of  the  376-bed, 
$87  million  replacement  hospital 
promises  another  exciting  25  years  of 
progress  as  the  state  duly  notes  the 
historic  accomplishments  of  the  first 
hospital  with  pride. 
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General  News 

Cancer  Treatment  In  State 
Cities  1986  Conference  Topic 


Peter  C.  Raich,  M.  D. 


The  availability  of  treatment  mod- 
alities of  cancer  in  the  Charleston, 
Huntington  and  Morgantown  areas 
will  be  the  subject  of  the  opening  ses- 
sion of  the  19th  Mid-Winter  Clinical 
Conference. 

One  of  the  speakers  for  the  session, 
which  will  close  with  a presentation  on 
screening  for  cancer,  will  be  Dr.  Peter 
C.  Raich,  Professor  of  Medicine  and 
Chief,  Section  of  Hematology/ On- 
cology, West  Virginia  University 
School  of  Medicine,  Morgantown. 

The  conference  will  open  at  2 P.M. 
on  Friday,  January  24,  at  the  Charles- 
ton Marriott  and  close  at  noon  on 
Sunday,  January  26. 

The  annual  continuing  education 
event  again  is  being  sponsored  by 
WVSMA  and  the  Marshall  University 
and  WVU  schools  of  medicine. 

Preferred  Provider  Organizations 
(PPOs)  and  Health  Maintenance  Or- 
ganizations (HMOs)  will  be  the  sub- 
ject of  the  Friday  evening  physicians’ 


session,  the  Program  Committee  an- 
nounced. 

Other  CME  Subjects 

Other  conference  CME  subjects  will 
include  osteoporosis  and  osteoarthri- 
tis; use  of  estrogens  in  post-meno- 
pausal  women;  pulmonary  diseases 
(acute  asthma  and  chronic  obstruc- 
tions); urinary  tract  infections;  sep- 
sis; and  management  of  acute  myo- 
cardial infarction  (use  of  strepto- 
kinase, angioplasty,  cardiac  rehabilita- 
tion). 

Doctor  Raich  has  been  in  his  pres- 
ent post  since  1978,  coming  to  WVU 
from  the  University  of  Wisconsin 
where  he  received  his  undergraduate 
and  M.  D.  (1964)  degrees  and  held 
teaching  posts.  President  of  the  West 
Virginia  Society  of  Hematology  in 
1981-83  and  a Fellow  of  the  American 
College  of  Physicians,  he  currently  is 
Principal  Investigator  to  the  East- 
ern Cooperative  Oncology  Group 
(ECOG). 

He  has  had  editorial  experience 
with  a number  of  medical  journals 
and  publications,  and  at  present  is 
Editor  of  Professional  Education 
Newsletter,  published  by  the  West 
Virginia  Division  of  the  American 
Cancer  Society.  He  has  done  manu- 
script reviews  for  Cancer,  Cancer  Re- 
search, Hospital  Formulary,  and  Jour- 
nal of  Laboratory  and  Clinical  Med- 
icine. 

Among  a number  of  posts  held  by 
Doctor  Raich  are  those  as  a member 
of  the  Board  and  the  Executive  Com- 
mittee of  the  West  Virginia  Division 
of  the  American  Cancer  Society  and 
Chairman  of  the  WVU  Hospital  and 
Medical  School  Cancer  Review  Com- 
mittee. 

He  is  the  author  or  co-author  of 
some  65  scientific  articles  and  ab- 
stracts. 


Program  Committee 

The  members  of  the  Program  Com- 
mittee are  Drs.  William  0.  McMillan, 
Jr.,  Charleston,  Chairman;  Maurice  A. 
Mufson.  Huntington;  Joseph  T. 
Skaggs  and  C.  Carl  Tully,  Charleston; 
Richard  G.  Starr,  Beckley;  and  John 
W.  Traubert,  Morgantown. 

More  information  concerning  other 
speakers  and  subjects  will  be  provided 
by  the  Program  Committee  in  upcom- 
ing issues  of  The  Journal. 


Also  Spirometry  Course 

Training  For  Leaders 
Of  Stop  Smoking  Clinics 

Learning  how  to  conduct  the 
American  Lung  Association’s  Free- 
dom From  Smoking  Clinics  will  be 
offered  during  a workshop  in  Charles- 
ton September  12-13  at  the  John  XXII 
Pastoral  Center. 

The  clinic  training  will  teach  reg- 
istrants methods  for  conducting  a 
clinic,  provide  them  with  information- 
al tools,  and  equip  them  with  all  the 
facts  they’ll  need  to  help  people  stop 
smoking. 

Timothy  LaPier,  health  specialist 
from  the  American  Lung  Association 
of  New  York  State,  will  be  the  fea- 
tured instructor. 

Cost  for  the  clinic  is  $45  and  in- 
cludes materials,  instruction,  coffee 
breaks  and  Friday’s  lunch,  said  Kathi 
K.  Elkins,  course  coordinator. 

For  additional  information,  call  Ms. 
Elkins,  American  Lung  Association  of 
West  Virginia,  Charleston,  at  (304) 
342-6600. 

The  state  Lung  Association  also  will 
conduct  a Spirometry  Training  Ses- 
sion in  Occupational  Health  at  the 
Appalachian  Laboratories  for  Occu- 
pational Safety  and  Health  in  Morgan- 
town, September  19-20.  Nurses,  res- 
piratory therapists,  physicians  and 
medical  technicians  who  wish  to  learn 
how  to  conduct  and  interpret  this  test 
also  can  call  the  above  number  for 
registration  information. 
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WVSMA  Liability  Crisis  Proposals  Explained 

Frequently  Asked  Questions 
By  State  Legislators  Listed 


By  Dee  Crabtree 

WVSMA  Manager,  Government 
Relations 

The  12  questions  that  state  legis- 
lators most  often  ask  about  any  bill 
are  noted  below  with  appropriate  re- 
sponses to  the  West  Virginia  State 
Medical  Association’s  proposed  leg- 
islation on  tort  reforms.  Being  fa- 
miliar with  these  often-asked  ques- 
tions and  preparing  well-informed 
responses  will  promote  communica- 
tion with  Senators  and  Delegates  on 
the  issue. 

(1)  Why  do  we  need  it? 

We  need  tort  reform  to  preserve  the 
availability  of  health  care  and  to  hold 
the  cost  of  health  care  services  for 
West  Virginians. 

WEST  VIRGINIA  IS  THE  ONLY 
STATE  THAT  HAS  NOT  TAKEN 
LEGISLATIVE  ACTION  TO  CON- 
TROL MEDICAL  MALPRACTICE 
AWARDS.  In  recent  years,  malprac- 
tice judgments  have  soared  beyond 
the  reach  of  malpractice  insurance. 
CNA,  one  of  the  three  insurance  car- 
riers still  writing  malpractice  insur- 
ance for  West  Virginia  physicians, 
increased  1985  premium  rates  to  an 
overall  average  of  73  per  cent.  For 
some  physicians  in  the  high-risk 
category,  increases  were  as  much  as 
150  per  cent.  The  purpose  of  the  tort 
reform  measures  proposed  by  West 
Virginia  State  Medical  Association  is 
to  control  the  unreasonable  escalation 
of  malpractice  premiums,  premiums 
which  are  inevitably  passed  on  to  the 
public. 

Another  cost  related  to  professional 
liability  is  the  practice  of  defensive 
medicine.  Doctors  are  becoming  more 
inclined  to  prescribe  additional  diag- 
nostic tests  and  treatment  procedures 
as  a response  to  the  increased  risk  of 
professional  liability  action.  The 
AMA  estimates  that  defensive  medi- 
cine adds  $15  billion  annually  to  the 
nation’s  health  care  bill. 


In  one  way  or  another,  consumers 
of  health  care  pay  the  bill  of  increas- 
ing malpractice  claims,  rising  claim 
awards  and  escalating  insurance  prem- 
iums. Filing  claims  is  good  business 
for  plaintiff  lawyers.  One  study  show- 
ed that  legal  costs  take  50  cents  of 
every  $1  paid  in  premium,  while  in- 
jured patients  get  28  cents. 

The  quality  as  well  as  access  to 
medical  care  will  suffer  as  medical 
costs  continue  to  increase  if  West  Vir- 
ginia fails  to  take  action.  Already, 
losses  of  health  care  services  are  a 
reality  in  West  Virginia  as  some  phy- 
sicians are  cutting  out  high-risk  pro- 
cedures, ( i.e.  O.B.  and  neurosurgery), 
seeking  early  retirement,  limiting 
practice  and  refusing  new  patients 
because  of  our  litigious  malpractice 
climate.  For  example,  in  Welch  one 
obstetrician  retired  and  no  one  has 
replaced  him.  Patients  now  must 
travel  to  Beckley  or  Bluefield  for 
obstetric  care. 

(2)  How  much  will  it  cost? 

A fiscal  note  will  not  be  required 
for  this  legislation  proposed  by  West 
Virginia  State  Medical  Association. 
While  this  reform  is  not  a cost  con- 
tainment effort  per  se,  the  fact  remains 
that  our  state's  tort  system  contributes 
to  rising  health  care  cost. 

As  noted  in  the  response  to  question 
( 1 ) , controls  are  needed  on  malprac- 
tice premiums  to  control  health  care 
costs  for  consumers.  Employers,  in- 
cluding state  government,  are  large 
consumers  of  health  care  services  for 
their  employees  and  share  the  benefit 
from  measures  that  help  hold  health 
care  costs  in  check. 

(3)  How  will  it  affect  my  constit- 
uency? 

It  could  prevent  a loss  of  medical 
services  in  your  community,  especially 
in  obstetric  practice.  It  is  the  patients, 
your  constituents,  who  are  paying  the 
costs  of  a tort  system  out  of  balance. 
They  are  paying  in  a tangible  way — 


in  higher  physician  fees  and  hospital 
charges  to  cover  increased  malpractice 
premiums;  in  greater  paycheck  de- 
ductions to  cover  health  benefits;  and 
in  the  time  and  costs  associated  with 
defensive  medicine. 

(4)  What  will  I he  ahle  to  do  that 
I can’t  do  now? 

You  will  be  able  to  tell  your  con- 
stituents you  responded  to  the  mal- 
practice problem  with  support  of  pro- 
posed tort  reforms — the  revision  of 
laws  and  procedures  governing  neg- 
ligence litigation — aimed  at  helping 
to  curb  rising  health  costs.  If  enacted, 
you  will  be  able  to  say  that  West  Vir- 
ginia has  joined  the  rest  of  the  nation 
in  taking  responsible  action  to  address 
this  problem. 

(5)  What  won’t  I he  ahle  to  do 
that  I can  do  now? 

You  will  not  be  able  to  sue  for  un- 
limited amounts  on  pain  and  suffering 
in  a filed  malpractice  case.  The  eight 
reforms  sought  in  the  legislative  pack- 
age proposed  by  the  state  medical 
association  will  not  diminish  the  rights 
of  someone  truly  injured  or  protect 
incompetent  doctors.  What  it  will  do 
is  implement  some  controls  on  mal- 
practice awards  to  assure  availability 
of  some  high-risk  medical  services  and 
to  hold  down  insurance  rates  and,  as 
a result,  medical  costs. 

(6)  How  can  it  he  enforced? 

( Does  not  apply  to  our  legislation) 

(7)  What  are  the  penalties? 

( Does  not  apply  to  our  legislation  I 

(8)  What  do  you  think  a judge  will 
do  with  it? 

The  tort  reforms  most  vulnerable  to 
invalidation  on  constitutional  grounds 
as  in  equal  protection  challenges  have 
been  those  placing  limits  on  liability 
and  mandatory  pretrial  screening  pan- 
els. Hence,  the  proposed  cap  on  pain 
and  suffering  awards,  if  enacted,  may 
be  challenged  in  our  courts. 

The  single  greatest  legal  weakness 
of  nearly  all  tort  reform  measures  that 
have  been  found  unconstitutional  is 
that  they  apply  to  only  medical  liabil- 
ity cases,  and  no  other  kind  of  lawsuit. 


206  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


Approximately  20  different  cate- 
gories of  tort  reform  measures  have 
been  enacted  in  all  states  except  West 
Virginia.  The  impact  of  these  state 
laws  is  uncertain  because  some  are 
still  being  tested. 

The  eight  tort  reforms  proposed 
in  the  1985  session  by  West  Virginia 
State  Medical  Association  are  listed 
below  with  remarks  on  the  number  of 
states  with  this  reform  and  the  court 
tests  known  to  date  on  those  reforms. 

( 1 ) Periodic  payment  schedule  for 
awards  in  excess  of  $500,000.  Eigh- 
teen states  have  enacted  this  law,  in- 
cluding a surrounding  state,  Mary- 
land. In  North  Dakota,  although  this 
provision  was  not  specifically  review- 
ed hy  the  court,  the  act  in  which  it  was 
contained  was  found  unconstitutional 
by  the  highest  state  court. 

I 2 ) Limitations  on  iron-economic 
awards.  (pain  and  suffering  of 
$100,000.)  Seventeen  states,  includ- 
ing Ohio  and  Virginia,  have  already 
enacted  this  law.  Five  state  supreme 
courts  have  declared  the  limits  to  be 
invalid.  Liability  limits  have  been  ex- 
tremely vulnerable  to  constitutional 
challenges. 

( 3 1 Medical  ivitness  qualifica- 
tions. Eleven  states  have  this  law,  in- 
cluding Ohio.  New  Hampshire,  Ohio, 
and  Pennsylvania’s  highest  state  court 
found  this  provision  unconstitutional. 

(4)  Creation  of  a sliding  scale  of 
attorney  contingency  fees.  This  meas- 
ure has  been  enacted  in  25  states,  in- 
cluding Maryland.  Only  in  New 
Hampshire  has  it  been  declared  con- 
stitutionally invalid. 

(5)  Abolishment  of  ad  damnum 
clause.  Thirty-four  states  have  al- 
ready enacted  this  law,  including 
three  states  surrounding  West  Vir- 
ginia. This  provision  was  not  sever- 
able from  an  act  found  unconstitu- 
tional in  New  Hampshire. 

(6)  Clarification  of  tolling  of 
statute  of  limitations.  Forty  states, 
including  Ohio  and  Kentucky,  have 
this  law.  In  general,  efforts  to  shorten 
the  statute  of  limitations  have  with- 
stood court  screening.  Three  states 
have  struck  down  special  rules  for 
minors. 

(7)  Collateral  source  admissabil- 
ity.  Twenty  states  have  enacted  this 


law.  including  Pennsylvania.  It  has 
been  upheld  in  four  states,  struck 
down  in  three,  and  allowed  to  expire 
in  one. 

(8)  Elimination  of  joint  and  sev- 
eral liability.  Ten  states  have  both  a 
patient  compensation  fund  and  a stat- 
utory limit  on  physician  liability. 
Their  measures  are  unlike  the  tort  re- 
form we  seek  here  which  limits  the 
responsibility  of  individual  defendants 
in  a suit  to  the  degree  of  their  negli- 
gence. It  avoids  the  “deep  pocket,” 
“rich  cat.”  system  of  obtaining  claims. 

(9)  Will  this  deal  with  the  prob- 
lem ? 

Not  entirely  — the  problems  are 
complex,  and  so  must  be  the  solutions. 
In  addition  to  the  proposed  tort  re- 
forms, we  must  w’ork  among  ourselves 
to  develop  the  degree  of  medical  dis- 
cipline necessary  to  protect  the  public 
from  doctors  who  commit  malpractice. 
Also,  limits  must  be  imposed  upon 
lawyers’  share  of  the  bonanza  — mal- 
practice awards.  Medical  boards  must 
get  tough  on  incompetent  doctors,  and 
judges  must  deal  summarily  with  law- 
yers who  file  frivolous  suits. 


(10)  Does  the  effectiveness  of 
your  proposal  depend  on 
something  outside  the  law? 

Yes,  as  explained  in  the  above  ques- 
tion, the  solutions  are  broad  based. 
The  AMA  action  plan  on  the  profes- 
sional liability  problem  not  only  calls 
for  state  and  federal  tort  and  judicial 
reform,  but  for  the  realities  of  the 
professional  liability  situation  brought 
to  the  public,  to  legislators,  to  lawyers, 
and  to  those  in  policy-making  posi- 
tions. Individual  physicians  can  make 
further  inroads  in  risk  management 
and  peer  review  activities.  Physicians 
must  increase  quality  control  efforts 
in  patient  management  and  in  peer 
review. 

(11)  Who  is  in  favor  of  it? 

The  West  Virginia  State  Medical 
Association,  West  Virginia  Hospital 
Association,  West  Virginia  Dental 
Association,  Insurance  carriers  of  pro- 
fessional Liability  in  West  Virginia, 
and  a growing  number  of  Senators 
and  Delegates  support  all  or  part  of 
this  effort.  Further  support  is  indicat- 
ed in  the  1985  West  Virginia  Poll 
conducted  by  the  Charleston  Daily 
Mail,  WSAZ-TV,  and  the  Associated 
Press,  which  found  that  75  per  cent 


Apparently  enjoying  the  afternoon  luncheon  held  at  Dr.  and  Mrs.  David  Gray’s 
house  in  Charleston  on  July  20  (see  story  on  Page  208)  are,  from  left,  Dr.  A1  Amores, 
Charleston;  Dr.  Henry  Glass,  Charleston;  Dr.  Diana  Amores,  wife  of  Dr.  Constantino 
Amores  of  Charleston,  and  Jose  Auditor,  a Dunbar  physician. 
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of  those  surveyed  would  back  a limit 
on  malpractice  awards. 

(12)  Who  opposes  it? 

The  West  Virginia  Trial  Lawyers 
Association  and  Senators  and  Dele- 
gates who  are  members  of  that  asso- 
ciation. 


Charleston  Luncheon 
Hailed  A Success 

Response  from  an  invitation  to  an 
informal  luncheon  July  20  from  the 
Concerned  Physicians  and  Friends  of 
Kanawha  County  was  an  apparent  suc- 
cess. Not  only  was  the  weather  accom- 
modating but  the  attendance  was  as 
well.  Close  to  100  guests  enjoyed  the 
outdoor  patio  and  lawn  with  partially 
catered,  partially  home-prepared  food 
served  at  the  home  of  Doctor  and  Mrs. 
David  Gray  in  Charleston. 

Community  leaders,  legislators,  at- 
torneys and  physicians  all  joined  in  a 
relaxing  luncheon  with  informal  con- 
versations of  what  was  premier  on 
physicians’  minds — the  professional 
liability  problem  facing  West  Vir- 
ginia. Those  expecting  a formal  pres- 
entation or  speech  were  disappointed 
for  the  gathering  was  planned  to  get 
acquainted  and  learn  from  one  an- 
other what  their  concerns  and  hopes 
were  for  quality  health  care  in  the 
area. 

Some  of  those  who  enjoyed  the 
afternoon  with  the  concerned  physi- 
cians and  friends  were  Charlotte  Lane, 


Commissioner,  Public  Service  Com- 
mission; Fred  Bockstahler,  CAMC’s 
legal  division;  Warren  Upton,  attor- 
ney with  Jackson,  Kelly,  and  Holt; 
Paul  Mallory,  Mallory  Realtors;  John 
McCuskey,  Commissioner,  State  De- 
partment of  Finance  and  Administra- 
tion, and  a host  of  well-known  citizens 
and  legislators. 


State  Medical  Association  Lists 
Names  of  New  Members 

The  following  is  a list  of  new  mem- 
bers, by  component  societies,  of  the  West 
Virginia  State  Medical  Association 
elected  from  January  1 through  June 
30,  1985: 

Brooke 


Michael  P.  Giannamore 
Follansbee 

Cabell 

Daniel  E.  Carr 
Huntington 

David  W.  Cook  Oph 

Huntington 

Dorothy  Joan  Ganick  Pd 

Huntington 

Klyle  R.  Hegg  OrS 

Huntington 

John  A.  Hostler  Pd-NeoN 

Huntington 

David  J.  Hurry  ....  ObG 

Huntington 

James  M.  Lewis  Pd 

Huntington 

Carl  F.  McComas  N 

Huntington 

Ivan  Mejia  Anes 

Charleston 

James  Moore  I 

Huntington 

David  Patrick  I 

Huntington 


Timothy  Saxe 
Huntington 

Marc  A.  Subik  I-GE 

Huntington 

J.  David  Thompson 
Huntington 

Central  West  Virginia 

Ming-Chung  Chen 
Richwood 

Thomas  W.  Howard,  II 
Summersville 
Allen  Lee  Knowles 
Burnsville 

Joseph  A.  Snead OrS 

Weston 

Eastern  Panhandle 

Mort  Fard 
Martinsburg 
Jerry  A.  Fogle 
Martinsburg 

Frank  A.  Hamilton,  Jr.  ...  GP 

Martinsburg 
David  Morris 
Martinsburg 

John  S.  Palkot  ...  GP 

Martinsburg 
Fred  A.  Williams 
Charles  Town 

Fayette 

Hormuz  Fathy 
Montgomery 
J.  Michael  Herr 
Scarbro 

Mohamed  S.  Ramadan 
Montgomery 
Abraham  T.  Tan 
Montgomery 

Greenbrier  Valley 


Ernest  F.  Baldwin  EM 

White  Sulphur  Springs 

Jeffrey  Faig  I 

White  Sulphur  Springs 

Richard  Kline  EM 

Ronceverte 
Nancy  Ryan 
Union 


In  the  left  photo,  Dr.  Tom  Sporck  (left),  Charleston  physician,  talks  with  State  Delegate  Rudy  Seacrist,  D-Kanawha,  about  the 
professional  liability  problem  (see  accompanying  story).  On  the  right,  Delegate  Jim  Humphreys  (left),  Bruce  Berry  (center)  and 
Donn  Livingstone,  two  Charleston  physicians,  appear  to  enjoy  the  camaraderie  of  the  afternoon. 
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Hancock 


Timothy  A.  Brown  . D 

Weirton 

Gary  Hanson  . - - 1 

Weirton 

B.  S.  Kochhar  I-Pd 

Weirton 

Dominic  A.  Macedonia 
Weirton 

Hardev  S.  Parihar 
Weirton 


Harrison 


John  H.  McWhorter  FP-I 

McWhorter 

Michael  E.  Taylor  — FP 

Clarksburg 


Jefferson 

Rosemarie  Cannarella 
Harpers  Ferry 


Kanawha 

Charles  D.  Crigger  OTO 

Charleston 

Samuel  C.  Dotson,  III  I 

Charleston 

Kenneth  Lee  Dwyer  R 

Elkins 

Joseph  H.  Farris  FP 

Sissonville 

Dante  R.  Geronilla 
Charleston 

Bharti  Jain  FP 

Clendenin 

Karim  A.  Katrib OTO 

Charleston 

Abelard  A.  Pelaez  I-GE 

Charleston 

Asif  Rahman  I-NEP 

Charleston 

Mohammad  Shafi  Anes 

Charleston 

Ernest  R.  Tonski  EM 

Charleston 

Edward  H.  Tiley,  III  S 

Charleston 

Badshah  J.  Wazir  I-CD 

South  Charleston 

Logan 

Angela  McVey ObG 

Man 

Rajiv  Khanna  OrS 

Logan 

Pathom  Thavaradhara  . . I-PUD 

Logan 

Narciso  B.  Tuanquin  1 

Logan 

R.  K.  Murty  Vemulapalli 
Chapmanville 


Marion 


Philip  A.  Lowry  I 

Fairmont 

Warren  R.  Pistey  Path 

Fairmont 

Michael  Schlooering  FP 

Fairmont 


Marshall 

Howard  Neiberg 
Glen  Dale 
Li- Jen  Ting 
Glen  Dale 

McDowell 

Barbara  Fenton 
Welch 

Michael  P.  O’Leary 
Welch 

Mercer 

Syed  M.  Ahmad 

Gary  Craft 
Princeton 

Lowrie  R.  Glasgow  I-GE 

Bluefield 

David  Grouse  N 

Bluefield 
Randall  Lester 
Bluefield 

Mingo 

Jaime  C.  Batausa 
Williamson 

W.  C.  Camomot  ...GP 

Red  Jacket 
Angela  Espanol 
Williamson 
Radha  Kudva 
Williamson,  KY 
Luz  B.  Mariano 
Williamson 
Christina  L.  Tinidad 
Williamson 
Reo  Vempaty 
Williamson 

Monongalia 

Charles  L.  Beall 
Morgantown 
John  T.  Geneczko 
Morgantown 

Anthony  George  Anes 

Morgantown 

Lawrence  C.  Kien  I 

Morgantown 

Lloyd  A.  Kurth  (D.O.)  OrS 

Morgantown 
Morgan  H.  Lyons 
Morgantown 

Carol  Owais  P 

Morgantown 

Wisam  Owais  I 

Morgantown 

Bahram  Raofi  R 

Morgantown 

Catherine  Rose  Pd 

Morgantown 

Ohio 

Thomas  M.  Przybysz  I-ONO 

Wheeling 
Michelle  D.  Uhl 
Wheeling 

H.  H.  Wang  Pd 

Wheeling 

Parkersburg  Academy 

Diana  Ellis  Anes 

Parkersburg 

Richard  Martin  EM 

Parkersburg 


D.  T.  Rajan  1 

Parkersburg 

Mukunda  Shah  — ~R 

Parkersburg 

Emily  Anne  Ulmer  FP 

Vienna 


Potomac  Valley 

Thomas  E.  Chappell 
Romney 

S.  Phillip  Razzook  GP 

Romney 

Preston 

Patricia  Haase 
Masontown 

Putnam 

Don  Klinstiver 
Milton 

Randall  Peterson 
Hurricane 

Stephen  C.  Smith 
Hurricane 

Robert  E.  Turner 
Hurricane 

Raleigh 


A.  M.  Behnam  U 

Beckley 

Roberto  G.  Concepcion  Pd 

Beckley 

James  Gwinn  GP 

Lockbridge 
Michael  A.  Kelly 
Beckley 

Raymond  L.  Lilly,  Jr. 

Beckley 


Amabile  Milano  PlasS 

Beckley 

Norma  J.  Mullins  PUD 


Beckley 

Vinayak  Purandare 
Beckley 

Stephen  Shiner 
Beckley 

Lois  Speiden 
Beckley 

Lynn  F.  Wesson  U 

Beckley 

James  M.  Wills 
Beckley 

Hedy  J.  Windsor 
Beckley 

Tygart’s  Valley 

Alexander  Herland 
Philippi 

R.  Gregory  Juckett 
Philippi 

Rafael  Lopez 
Elkins 

Terrence  Reidy 
Elkins 

Western 

Michael  G.  Holland  EM 

Ripley 

Shrikant  Vaidya 
Point  Pleasant 

Wyoming 

Dennis  C.  Tumbokon 
Mullins 
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State  Supreme  Court  Decisions  Explained 


‘Wrongful  Pregnancy,  Birth’  Cases 

Editor’s  Note:  In  response  to  requests  from  numerous  members  for  more 
information  regarding  recent  “wrongful  birth ” and  “wrongful  pregnancy ” de- 
cisions by  the  State  Supreme  Court,  The  Journal  is  pleased  to  publish  the 
following  review  prepared  by  our  WVSMA  legal  counsel,  Kay,  Casto  and  Chaney 
of  Charleston.  


Resident  Members 

Harold  E.  Ayers,  Jr. 
Lexington,  KY 

Richard  G.  Emanuelson 
Morgantown 

R.  Norman  McDonald 
Morgantown 

Larry  W.  Moreland 
Morgantown 

Terry  Gray  Pritt 
Morgantown 

Student  Members 

Marian  Jean  Gorham 
MU,  South  Charleston 

James  H.  Morgan,  III 
MU,  Huntington 

John  F.  Oliveti 

WVU,  Morgantown 

Frank  Sabatelli 
WVU,  Star  City 

Marsha  Slaughter 
MU,  Huntington 

M.  Catherine  Slusher 
MU,  Huntington 

Elaine  Mathews  Young 
MU,  Huntington 


1985  Roster  Corrections 

The  following  changes  have  been 
called  to  our  attention  and  should  be 
made  in  the  1985  Roster  of  Members 
under  Officers  of  Component  Societies: 

Potomac  Valley  — President  — Rob- 
ert W.  Bess,  Jr.  Western  — President  — 
Pedro  N.  Ambrosio.  Jefferson  — Sec- 
retary — Rosemarie  Cannarella.  Mingo 

— Secretary  — Diane  E.  Shafer.  Poto- 
mac Valley  — Secretary  — Carl  A.  Lie- 
big. Putnam  — Secretary  — Steven  C. 
Smith.  Summers  — Secretary  — (va- 
cancy). 

The  following  physicians  have  noti- 
fied headquarters  staff  of  corrections  in 
specialty  listings  as  they  appear  in  the 
1985  Roster: 

Cabell  — N.  G.  Baranetsky  — I-END. 
Bruce  S.  Chertow  — I-END.  William 
Sivitz  — I-END.  C.  Danny  Waldrop  — 
Pd.  Harrison  — John  H.  McWhorter  — 
FP-I.  James  Weinstein  — NS.  Kanawha 

— L.  C.  Abayon-Castro  — PD.  Ohio  — 
Arlene  Stern  Feder  — I-END.  Par- 
kersburg Academy  — Frank  L.  Schwartz 

— I-END. 

The  following  physicians  have  called 
to  our  attention  errors  in  the  spelling  of 
their  names  as  they  appeared  in  the 
1985  Roster. 

Greenbrier 
Valley 

Kanawha 


Logan 

Marion 

Monongalia 

Raleigh 


The  West  Virginia  Supreme  Court 
of  Appeals  recently  decided  two  cases 
in  which  obstetricians  were  sued  for 
the  birth  of  children.  While  the  Court 
rendered  a joint  opinion,  the  cases 
are  very  different. 

‘Wrongful  Pregnancy’ 

The  first  case,  Lurana  G.  v.  Caserta, 
involved  the  birth  of  a normal,  healthy 
child  to  a mother  who  had  had  a 
tubal  ligation  performed  by  Doctor 
Caserta  one  year  prior.  In  deciding 
this  case,  the  Court  did  not  determine 
whether  Doctor  Caserta  was  negligent 
in  performing  the  sterilization.  That 
issue  was  to  be  decided  by  the  trial 
court,  if  the  Supreme  Court  determin- 
ed that  the  law  of  West  Virginia  would 
allow  a lawsuit  against  a physician 
for  negligently  performing  a steriliza- 
tion resulting  in  the  birth  of  a normal 
child. 

The  Court  concluded  that,  in  West 
Virginia,  a physician  can  be  sued  for 
negligently  performing  a sterilization 
which  subsequently  resulted  in  the 
pregnancy  of  the  patient  and  the  de- 
livery of  a normal,  healthy  child.  In- 
cidentally, a majority  of  states  also 
allow  such  a lawsuit.  The  Court  then 
held  that  the  mother  and  father  of  a 
healthy  child  born  after  a sterilization 
could  recover  damages  for  the  follow- 
ing: 

1.  Any  medical  or  hospital  ex- 
penses incurred  for  the  initial  un- 
successful sterilization  operation. 

2.  Any  medical  and  hospital  ex- 
penses incurred  for  the  prenatal  and 
postnatal  care  of  the  mother. 

3.  Any  medical  and  hospital  ex- 
penses incurred  for  the  birth  of  the 
child. 

4.  Any  medical  and  hospital  ex- 
penses for  a second  sterilization  opera- 
tion, if  obtained. 

5.  The  physicial  and  mental  pain 
suffered  by  the  mother  as  a result  of 


the  pregnancy  and  subsequent  child- 
birth. 

6.  Physical  and  mental  pain  suf- 
fered by  the  mother  as  a result  of 
undergoing  two  sterilization  opera- 
tions. 

7.  Recovery  by  the  father  for  loss 
of  consortium  (services,  society  and 
companionship  of  spouse). 

8.  Loss  of  wages  to  the  mother 
during  the  sterilization  operations,  the 
prenatal  care,  childbirth,  and  post- 
natal care. 

It  should  be  noted  that  the  Court 
also  found  that  the  parents  could  not 
recover  the  ordinary  child  rearing  ex- 
penses for  a healthy  child.  The  Court 
then  sent  this  case  back  to  the  trial 
court  for  a determination  as  to  wheth- 
er Doctor  Caserta  was  guilty  of  negli- 
gence in  performing  the  sterilization 
operation.  The  plaintiffs,  as  in  any 
medical  malpractice  action,  have  the 
burden  of  proving  by  expert  testimony 
the  negligence  of  the  physician  in  the 
trial.  (This  was  not  changed  by  the 
Supreme  Court  decision.) 

‘Wrongful  Birth’ 

The  second  case,  Jennifer  S.  v. 
Kirdnual,  involves  the  birth  of  a child 
with  Down’s  syndrome.  In  that  case, 
the  parents  contend  the  physician 
should  have  performed  an  amniocen- 
tesis during  pregnancy  to  determine 
if  there  was  a birth  defect.  Once 
again,  the  Court  did  not  decide  wheth- 
er Doctor  Kirdnual  was  negligent  in 
not  performing  an  amniocentesis. 
That  issue  was  to  be  decided  by  the 
trial  court,  if  the  West  Virginia  Su- 
preme Court  of  Appeals  determined 
that  the  law  of  West  Virginia  allows  a 
suit  against  a physician  for  negligently 
failing  to  perform  a prenatal  test  to 
determine  genetic  defects.  The  pa- 
rents contend  that,  had  the  physician 
advised  the  parents  that  their  child 
had  a defect  during  pregnancy,  the 


Robert  A.  Shirey 

Ramarkrishnam  S.  Iyer 
Joseph  P.  Saldanha 

Prasada  Rao  Boppana 
Noor  Ahmed  Loynab 

Mary  Jordan 
Hubert  A.  Shaffer 
Raul  Y.  Malonzo 
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parents  would  have  terminated  the 
pregnancy. 

In  that  case,  the  Court  concluded 
that,  in  West  Virginia,  a physician  can 
be  sued  by  the  parents  of  a child  bom 
with  a defect  if  the  physician  negli- 
gently fails  to  perform  or  require  ap- 
propriate tests  and  counseling  with 
parents  who  are  likely  to  bear  children 
with  defects.  However,  the  Court  did 
not  find  that  the  standard  of  care  re- 
quired the  doctor  to  perform  an  amni- 
ocentesis. The  Court  merely  held 
that  if  the  standard  of  care  requires  an 
amniocentesis,  a physician  can  be 
sued  for  failing  to  perform  that  amni- 
ocentesis by  the  parents  of  a child 
born  with  a defect  that  would  have 
been  discovered  by  the  test.  Then, 
after  determining  that  a cause  of  ac- 
tion does  exist  for  negligently  failing 
to  perform  required  prenatal  tests,  if 
any,  the  Court  found  that  parents  of  a 
child  born  with  defects  as  a result  of 
said  negligence  can  recover  damages 
for  the  following: 

1.  The  extraordinary  cost  for  rear- 
ing a child  with  birth  defects  until 
he  reaches  eighteen  (age  of  majority). 

2.  After  the  child  reaches  the  age 
of  majority,  if  the  child  is  unable  to 
support  himself  because  of  physical  or 
emotional  disabilities  resulting  from 
the  defect,  the  parents  can  recover  the 
extraordinary  cost  of  taking  care  of 
the  child  after  the  age  of  majority. 

The  Court  did  find,  however,  that 
a child  born  with  birth  defects  could 
not  sue  the  physician  for  failing  to 
perform  a diagnostic  prenatal  test  ( or 
“wrongul  life  action”). 

In  conclusion,  the  Lurana  G.  and 
Jennifer  S.  cases  do  not  change  the 
standard  of  care  required  or  the  bur- 
den of  proof  for  obstetricians  in  West 
Virginia.  They  merely  recognize  that 
a cause  of  action  exists  if  the  standard 
of  care  is  violated  for  the  birth  of  a 
healthy  child  following  a sterilization 
procedure  (“wrongful  pregnancy”) 
and  the  birth  of  a child  with  birth  de- 
fects for  negligently  failing  to  perform 
appropriate  prenatal  tests  and  advise 
the  parents  of  the  outcome  (“wrongful 
birth”).  Whether  a physician  was 
guilty  of  negligence  giving  rise  to 
these  actions  is  still  a question  for  the 
jury  based  upon  the  testimony  of  ex- 
perts. 


Appropriate  Tests  Inferred 

However,  the  “wrongful  birth”  de- 
cision does  infer,  at  least,  that  ap- 
propriate prenatal  tests  and  counsel- 
ing are  required  for  parents  who  are 
likely  to  bear  children  with  birth  de- 
fects. Therefore,  obstetricians  should 
make  a note  of  those  patients  who  are 
likely  to  bear  children  with  birth  de- 
fects regarding  the  appropriateness 
of  prenatal  tests  such  as  amniocentesis 
and  genetic  counseling.  In  addition, 
if  such  tests  or  counseling  are  per- 
formed, a notation  in  the  records 
should  be  made  regarding  the  infor- 
mation given  to  the  patient.  As  in 
“informed  consent”  cases,  it  is  im- 
portant to  inform  the  patient  of  the 
results  of  the  tests  and  their  potential 
impact  on  the  fetus  and  to  document 
this  discussion  with  the  patient. 


WVU  Ophthalmology  Chair 
Endowed  for  $1  Million 

The  endowment  of  the  Jane 
McDermott  Shott  Chair  of  Ophthal- 
mology at  West  Virginia  University’s 
School  of  Medicine  has  been  announc- 
ed by  the  Hugh  Ike  Shott,  Jr.,  Foun- 
dation, in  cooperation  with  the  West 
Virginia  University  Foundation.  The 
endowment,  totaling  one  million  dol- 
lars, was  announced  at  a press  con- 
ference in  June  in  Bluefield. 

R.  W.  Wilkinson,  President  of  the 
Shott  Foundation,  made  the  presenta- 
tion on  behalf  of  Shott,  and  the  check 
was  accepted  by  James  Robinson, 
President  of  the  WVU  Foundation. 
Other  University  officials  attending  in- 
cluded Dr.  Diane  Reinhard,  Acting 
President,  John  E.  Jones,  M.  D.,  '/ice 
President  for  Health  Sciences;  Rich- 
ard A.  DeVaul,  M.  D.,  Dean,  WVU 
School  of  Medicine,  and  George  W. 
Weinstein,  M.  D.,  Chairman  of  the 
Department  of  Ophthalmology  and 
holder  of  the  chair. 

During  the  ceremony  Shott  said: 
“I  know  from  intimate  personal  ex- 
perience the  terrible  effects  of  blind- 
ness”. . . Both  Shott’s  late  father, 
Hugh  I.  Shott,  editor  of  the  Bluefield 
Daily  Telegraph,  and  his  wife  Jane 
McDermott  Shott,  suffered  the  tragedy 
of  blindness. 


Continuing 

Education 

Activities 

Here  are  the  continuing  medical  ed- 
ucation activities  listed  primarily  by 
the  Marshall  University  and  West 
Virginia  University  Schools  of  Med- 
icine for  part  of  1985,  as  compiled  by 
Ernest  W.  Chick,  M.  D.,  MU  Interim 
Director  of  Continuing  Medical  Edu- 
cation; Robert  E.  Kristofco,  WVU 
Assistant  to  the  Dean /Continuing 
Medical  Education,  and  J.  Zeb 
Wright,  Ph.D.,  Coordinator,  Continu- 
ing Education,  Department  of  Com- 
munity Medicine,  WVU  Charleston 
Division.  The  schedule  is  presented 
as  a convenience  for  physicians  in 
planning  their  continuing  education 
program.  ( Other  national,  state  and 
district  medical  meetings  are  listed  in 
the  Medical  Meetings  Department  of 
The  Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are  held 
on  the  WVU  Morgantown,  Charleston 
and  Wheeling  campuses.  Further  in- 
formation about  CME  activities  may 
be  obtained  from:  Office  of  Continu- 
ing Medical  Education,  MU  School  of 
Medicine,  Huntington  25701;  Di- 
vision of  Continuing  Education,  WVU 
Medical  Center,  3110  MacCorkle  Ave- 
nue, S.  E.,  Charleston  25304;  Office 
of  Continuing  Medical  Education, 
WVU  Medical  Center,  Morgantown 
26506:  or  Office  of  Continuing  Med- 
ical Education,  Wheeling  Division, 
WVU  School  of  Medicine,  Ohio  Val- 
iev Medical  Center.  2000  Eoff  Street, 
Wheeling  26003. 

Marshall  University 

Sept.  21,  6th  Annual  Surgical  Sym- 
posium: Cancer  of  the  Breast 

Nov.  23,  The  Brain  & the  Heart: 

Clinical  Interrelationships 

Dec.  14,  Marshall  Memorial  Sports 

Medicine  Conference:  A Program 

for  Primary  Care  Providers 

(Continued  on  Next  Page) 
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West  Virginia  University 

*Sept.  6-7,  Morgantown,  Infectious 
Diseases:  Update  ’85 

*Sept.  14,  Morgantown,  Neurology 
for  the  Primary  Care  Practitioner 

Sept.  21,  Morgantown,  6th  Annual 
Ophthalmology  Conference 

*Sept.  28,  Morgantown,  Complica- 
tions of  Myocardial  Infarction 

Oct.  1,  Charleston,  The  Living  Will 

Oct.  3-5,  Morgantown,  11th  Hal 
Wanger  Family  Practice  Confer- 
ence 

Oct.  5,  Bluefield,  Oncology  Update 

Oct.  12,  Morgantown,  Hemophilia 
Conference 

Oct.  18-19,  Morgantown,  Ultrasound 
Update  ’85 

Oct.  25,  Charleston,  Spinal  Cord 
Injuries 

Nov.  2,  Charleston,  Cardiology  Up- 
date 

Nov.  6,  Charleston,  The  Impaired 
Worker 

*Nov.  8-9,  Morgantown,  Sports  Medi- 
cine Symposium 

*Nov.  9,  Morgantown,  Topics  in 
Emergency  Medicine 

*Nov.  16,  Morgantown,  Salt,  Acid 
and  You 

Dec.  6-7,  Charleston,  Advance  Car- 
diac Provider  Course 

°in  conjunction  with  WVU  football  games. 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center/ 
Charleston  Division 

Bluefield,  Bluefield  Community  Hos- 
pital, First-Floor  Conference  Room, 
3rd  Thursday,  Noon-2  P.  M.  — 
Sept.  19,  “Update:  Diagnosis  & 

Control  of  Hospital  Infection,”  Pa- 
trick Robinson,  M.D. 

Cabin  Creek,  Cabin  Creek  Medical 
Center,  Dawes,  2nd  Wednesday, 
8-10  A.  M.  — Sept.  11,  “Osteo- 
arthritis,” John  W.  Byrd,  M.  D. 

Gassaway,  Braxton  Co.  Memorial 
Hospital,  1st  Wednesday,  7-9  P.  M. 
— Sept.  4,  “Pediatric  Emergen- 
cies,” Kathy  Previll,  M.  D. 


Madison,  Boone  Co.  Career  Center, 
2nd  Tuesday,  7-9  P.  M.  — Sept.  10, 
“Mixed  Angina,”  Ganpat  G.  Thak- 
ker,  M.  D. 

Oak  Hill,  Plateau  Vocational  Center 
( Oyler  Exit,  N 19)  4th  Tuesday, 
7-9  P.  M.  — Sept.  24,  “A  Discus- 
sion of  the  Use  of  Beta  & Calcium 
Blockers  in  Managing  Hyperten- 
sion,” Robert  Hoy,  Pharm.  D. 

Oct.  22,  “Myocardial  Infarction,” 
Maria  Georgiev,  M.  D. 

W elch,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  P.  M.  — 
Sept.  18,  “Ear,  Nose  & Throat  Up- 
date,” Sherman  E.  Hatfield,  M.  D. 

Oct.  16,  “Cardiac  Arrhythmias,” 
Stafford  Warren,  M.  D. 

W hitesville,  Raleigh-Boone  Medical 
Center,  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — Sept.  25,  “Hormones  in 
Post-Menopausal  Patient,”  L.  D. 
Curnutte,  M.  D. 

Oct.  23,  “Update:  Diagnosis  & 

Management  of  Cardiac  Arrhyth- 
mias.” (speaker  to  be  announced) 

IVilliamson,  Williamson  Memorial 
Hospital,  1st  Thursday,  6:30-8:30 
P.  M.  — Sept.  5,  “Cancer  Screen- 
ing at  the  Primary  Care  Level,” 
Steven  Jubelirer,  M.  D. 

Oct.  3,  “Cardiac  Arrhythmias,” 
William  H.  Carter,  M.  D. 


Cancer  Program  Planned 
In  Bluefield,  October  5 

A guest  faculty  of  four  will  join  two 
West  Virginia  physicians  in  present- 
ing “Cancer  Update  1985,”  a CME 
program  to  be  held  at  the  Bluefield 
Country  Club  on  October  5. 

The  one-day  agenda  will  offer  cur- 
rent topics  in  oncology  in  the  morning 
and  a breast  cancer  update  in  the 
afternoon. 

Sponsors  are  Bluefield  Community 
Hospital,  WVU  Medical  Center/ 
Charleston  Division,  and  Charleston 
Area  Medical  Center. 

For  additional  information,  call  the 
CAMC  Department  of  Education  at 
(304)  348-9580. 


Medical  Meetings 


Sept.  9-12— Am.  College  of  Emergency  Phy- 
sicians, Las  Vegas. 

Sept.  12-13— Am.  Lung  Assoc,  of  WV  (Free- 
dom From  Smoking  Clinic  Leader 
Workshop),  Charleston. 

Sept.  13-14— WV  Chapter,  Am.  College  of 
Surgeons,  Morgantown. 

Sept.  19-20— Spirometry  Training  Session 
(Am.  Lung  Assoc,  of  WV),  Morgantown. 

Sept.  21— Breast  Carcinoma  Seminar  (Cam- 
den-Clark  Memorial  Hospital),  Parkers- 
burg. 

Sept.  21— WVSMA  Loss  Control  Seminar, 
Morgantown. 

Sept.  29-Oct.  3— Am.  Academy  of  Ophthalm- 
ology, San  Francisco. 

Oct.  2-5— Am.  Neurological  Assoc.,  Chicago. 

Oct.  9-13— Am.  College  of  Gastroenterology, 
Philadelphia. 

Oct.  10-13— Am.  Society  of  Internal  Medi- 
cine, Washington,  DC. 

Oct.  10-13— Am.  Academy  of  Family  Phy- 
sicians, Anaheim,  CA. 

Oct.  12-16— Am.  Society  of  Anesthesiologists, 
San  Francisco. 

Oct.  13-18— Am.  College  of  Surgeons,  Chi- 
cago. 

Oct.  19— WVSMA  Loss  Control  Seminar, 
Oak  Hill. 

Oct.  27-31— Am.  College  of  Chest  Physi- 
cians, New  Orleans. 

Oct.  27-31— Medical  Group  Management 
Assoc.,  Chicago. 

Nov.  2— WVSMA  Loss  Control  Seminar, 
Charleston. 

Nov.  2-8— Am.  Society  of  Clinical  Path- 
ologists, Las  Vegas. 

Nov.  5-10— Am.  Medical  Women’s  Assoc., 
San  Francisco. 

Nov.  10-14— Am.  College  of  Angiology, 
Hilton  Head  Island,  SC. 

Nov.  17-20— Southern  Medical  Assoc.,  Or- 
lando. 

Nov.  17-21— Am.  Public  Health  Assoc., 
Washington,  DC. 

Nov.  17-22— Radiological  Society  of  North 
Am.,  Chicago. 

Dec.  7-12— Am.  Academy  of  Dermatology, 
Las  Vegas. 

1986 

Jan.  24-26— 19th  Mid-Winter  Clinical  Con- 
ference, Charleston. 

Feb.  20-25— Am.  Academy  of  Orthopaedic 
Surgeons,  New  Orleans. 

March  9-13— Am.  College  of  Cardiology, 
Atlanta. 
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WVU  Medical 
Center  News 


Compiled,  from  material  furnished  by  the 
Medical  Center  News  Service,  Morgantown, 
VV.  Va. 


43  Of  Faculty  Promoted 
Or  Granted  Tenure 

Of  the  107  WVU  faculty  members 
promoted  or  granted  tenure,  effective 
July  1,  43  are  in  the  School  of  Medi- 
cine. The  grants,  approved  by  the 
West  Virginia  Board  of  Regents,  were 
announced  by  John  E.  Jones,  M.  D., 
WVU  Vice  President  for  Health  Sci- 
ences. 

Those  in  the  School  of  Medicine 
promoted  or  granted  tenure  or  both 
include: 

James  G.  Arbogast,  Associate  Pro- 
fessor, Family  Practice,  with  tenure; 
J.  David  Blaha,  Associate  Professor, 
Orthopedic  Surgery,  granted  tenure; 
Vincent  Castranova,  Adjunct  Profes- 
sor, Physiology;  Eric  Brestel,  Asso- 
ciate Professor,  Medicine,  granted 
tenure;  Bruce  Caterson,  Professor, 
Biochemistry,  Orthopedic  Surgery, 
with  tenure;  William  W.  L.  Chang, 
Professor,  Pathology,  with  tenure; 
Paul  L.  Claused,  Associate  Professor, 
Behavioral  Medicine  and  Psychiatry, 
granted  tenure;  Jacquelynne  P.  Corey, 
Adjunct  Assistant  Professor,  Otolaryn- 
gology; Stephen  Cruikshank,  Associ- 
ate Professor,  Obstetrics  and  Gyne- 
cology; Mary  E.  Davis,  Associate 
Professor,  Pharmacology  and  Toxicol- 
ogy, with  tenure; 

Robert  D’Alessandri,  Professor. 
Medicine;  Harakh  V.  Dedhia,  Asso- 
ciate Professor,  Anesthesiology,  grant- 
ed tenure;  Dinesh  M.  Doshi,  Adjunct 
Associate  Professor,  Anesthesiology; 
Thomas  E.  Ellis,  Associate  Professor, 
Behavioral  Medicine  and  Psychiatry, 
granted  tenure;  David  J.  Fine,  Pro- 


fessor, Community  Medicine,  with 
tenure;  Robert  L.  Goodman,  Associate 
Professor,  Physiology,  with  tenure; 
David  F.  Graf,  Associate  Professor, 
Anesthesiology,  granted  tenure;  Juan 
L.  Granados,  Professor,  Obstetrics 
and  Gynecology;  Dennis  L.  Hart. 
Associate  Professor,  Physical  Ther- 
apy, granted  tenure; 

Thomas  Hodous.  Adjunct  Associate 
Professor,  Medicine;  Eric  T.  Jones, 
Associate  Professor,  Orthopedic  Sur- 
gery; Elizabeth  J.  Kent,  Adjunct  As- 
sistant Professor.  Behavioral  Medicine 
and  Psychiatry;  David  A.  Labosky. 
Associate  Professor,  Orthopedic  Sur- 
gery; Kenneth  Lempert,  Associate 
Professor,  Medicine;  Nigel  R.  Eevens, 
Associate  Professor,  Physiology,  with 
tenure;  Daniel  M.  Lewis,  Adjunct  As- 
sociate Professor,  Microbiology;  John 
V.  Linberg,  Associate  Professor,  Oph- 
thalmology; Robert  E.  McCafferty, 
Professor  Emeritus,  Anatomy;  Phyllis 
P.  Nash,  Assistant  Professor,  Be- 
havioral Medicine  and  Psychiatry, 
granted  tenure;  David  W.  Nessel- 
roade,  Adjunct  Associate  Professor, 
Family  Practice;  Stephen  A.  Olen- 
chock,  Adjunct  Professor,  Microbiol- 
ogy; 

William  W.  Orr,  Jr.,  Associate  Pro- 
fessor, Behavioral  Medicine  and  Psy- 
chiatry, granted  tenure;  Roxann  L. 
Powers,  Associate  Professor,  Medi- 
cine, with  tenure;  Frank  D.  Reilly, 
Professor,  Anatomy;  Dorothy  A.  Ren- 
ick. Assistant  Professor,  Behavioral 
Medicine  and  Psychiatry;  Jane  W. 
Riester,  Adjunct  Assistant  Professor, 
Otolaryngology;  Ivan  R.  Schwab, 
Associate  Professor,  Ophthalmology; 
William  T.  Stauber,  Professor,  Physi- 
ology and  Neurology:  Marc  A.  Swan- 
son, Assistant  Professor,  Surgery; 
David  A.  Taylor,  Associate  Professor, 
Pharmacology  and  Toxicology,  grant- 


ed tenure;  Thomas  Vargish,  Profes- 
sor, Surgery;  Daniel  Wierda,  Associ- 
ate Professor,  Pharmacology  and 
toxicology,  with  tenure;  and  Barry  L. 
Simmerman,  Associate  Professor,  An- 
esthesiology, granted  tenure. 


MARS  Phone  Consultation, 
Referral  Service  Starts 

WVU  School  of  Medicine  began  a 
new  telephone  consultation  service  in 
August  to  enhance  communication  be- 
tween its  faculty  and  referring  physi- 
cians. 

The  Medical  Access  and  Referral 
System  (MARS)  will  allow  West  Vir- 
ginia physicians  or  those  in  neighbor- 
ing service  areas  to  call  toll-free,  day 
or  night,  and  consult  directly  with  a 
WVU  faculty  physician,  explained 
Michael  Lewis,  M.  D..  MARS  Medical 
Coordinator. 

‘‘Physicians  may  call  MARS  to  dis- 
cuss an  admitted  patient,  to  arrange 
for  a referral,  to  seek  advice  from  a 
specialist,  or  to  find  out  about  the 
specialty  services  provided  by  the 
WVU  Medical  Center,”  Doctor  Lewis 
said. 

MARS  is  a replacement  and  ex- 
pansion of  WVU’s  Patient  Care  Tele- 
phone Consultation  Service.  It  pro- 
vides a faster,  more  direct  caller  link. 

A family  practitioner  for  10  years 
in  the  Parkersburg  area,  Doctor  Lewis 
was  appointed  earlier  this  year  to  the 
faculty  of  the  School  of  Medicine’s 
Department  of  Family  Practice. 

“Having  been  in  private  practice 
myself,  I am  acutely  aware  of  the  im- 
portance of  open  lines  of  communica- 
tion between  referring  physicians  and 
the  WVU  medical  faculty.” 

Alita  Humphrey  has  been  appointed 
MARS  program  manager. 
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JAMES  T SPENCER,  JR  M.D. 

ROGER  P NICHOLS,  M.D 
RONALD  L WILKINSON,  M D , F A C S 
F THOMAS  SPORCK,  M D , F ACS 
CHARLES  D CRICGER,  M D 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIC,  PH  D 
CARY  HARRIS,  PH  D 


EAR,  NOSE  SC  THROAT  ASSOCIATES 


HEAD  AND  NECK  MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNCIC  ALLERGY 
FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHACOLOCY 
FORENSIC  OTOLOGY 


OF  CHARLESTON,  INC. 


1314  VIRGINIA  ST  EAST  - PO  BOX  1628 
CHARLESTON  WEST  VIRGINIA  25126-1628 

PHONE  342-0124 


Openings  At 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 

In  Internal  Medicine  To  Associate  With 

Radiology: 

Internal  Medicine: 

Family  Practice: 

Halberto  G.  Cruz,  M.  D. 

Karl  J.  Myers,  Jr.,  M.  D. 

Charles  L.  Arnett,  M.  D. 

Wm.  A.  SanPablo,  M.  D. 

R.  Gregory  Juckett,  M.  D. 

Pathology: 

James  A.  Arnett,  M.  D. 

Fulvio  Franyutti,  M.  D. 

Pediatrics: 

Surgery: 

E.  G.  Kreider,  M.  D. 

Contact:  E.  G.  Kreider,  M.  D. 

J.  W.  Woodford,  M.  D. 

Dentistry: 

Telephone:  (304)  457-2800 

Boyd  R.  Wickizer,  M.  D. 

Glenn  B.  Poling,  D.  D.  S. 

WV  (800)  346-2800 

CharlestorTy^—^^  George  E.  Toma,  M.D.,  FACS 

Eye  Care Stephen  P.  Cassis,  M.D. 
Associates  Inc \JMm 


SURGICAL  CARE 
AND  TREATMENT 
FOR  DISEASES 
OF  THE  EYE 

311  Laidley  Street,  Suite  102 
Charleston,  WV  25301 


CATARACT  REMOVAL 


INTRAOCULAR  LENS  IMPLANT 


SURGICAL  CORRECTION  FOR 
NEARSIGHTEDNESS 


LASER  SURGERY  & THERAPY 


CORNEAL  TRANSPLANTS 


PERMANENT  COSMETIC 
EYELINER 


4430  Kanawha  Turnpike 
24  HOUR  South  Charleston,  WV  25309 


344-3937  ANSWERING  SERVICE  768-0068 

CALL  TOLL  FREE  8:00  A.M.  - 5:00  P.M.  (800)  344-3993 
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Obituaries 


WARNER  A.  LAQUEUR,  M.  D. 

Dr.  Warner  A.  Laqueur,  a path- 
ologist and  Chief  of  Staff  at  Beckley 
Veterans  Administration  Hospital, 
died  on  August  4 in  a Radford,  Vir- 
ginia, hospital.  He  was  74. 

Doctor  Laqueur,  a Past  President 
of  the  West  Virginia  Association  of 
Pathologists,  was  a native  of  Germany 
and  received  his  medical  degree  in 
Basel,  Switzerland. 

He  was  a former  member  of  the 
State  Medical  Association. 

Survivors  include  the  wife,  Toni 
Laquer;  and  two  sons,  Dr.  Thomas 
Laqueur  of  Berkeley,  California,  and 
Peter  A.  Laqueur  of  Baltimore. 

MICHAEL  M.  VIGGIANO,  M.  D. 

Dr.  Michael  M.  Viggiano  of  New 
Martinsville  died  on  May  20  at  his 
home.  He  was  75. 

Doctor  Viggiano,  who  spent  42 
years  in  public  health  administration, 
retired  as  Director  of  the  Wetzel-Tyler 
Health  Department  in  1981.  Last  year 
he  was  inducted  into  the  West  Vir- 
ginia Public  Health  Hall  of  Fame. 

Born  in  Yonkers,  New  York,  Doctor 
Viggiano  was  graduated  from  West 
Virginia  University,  and  received  his 
M.  D.  degree  in  1936  from  Rush  Med- 
ical College  in  Chicago. 

He  earned  a master’s  degree  in 
public  health  administration  from 
Johns  Hopkins  University. 

Formerly  located  in  Clarksburg, 
Doctor  Viggiano  was  an  honorary 
member  of  the  Wetzel  County  Medical 
Society,  West  Virginia  State  Medical 
Association  and  American  Medical 
Association. 

Survivors  include  the  wife,  Helen  E. 
Viggiano;  a brother,  Joseph  Viggiano, 
and  a sister,  Rose  Viggiano,  both 
of  Yonkers. 


Lung  Group  Director 

John  R.  Carlson,  35,  has  been  ap- 
pointed Executive  Director  of  the 
American  Lung  Association  of  West 
Virginia  effective  September  1. 

Carlson,  a native  of  West  Virginia, 
replaces  John  C.  Heavener,  Jr.,  who 
left  ALAWV  to  become  Executive  Di- 
rector of  the  American  Lung  Associa- 
tion of  South  Carolina. 


Manuscript  Information 

Manuscripts  to  be  presented  for 
publication  in  The  West  Virginia 
Medical  Journal  should  be  type- 
written, triple-spaced,  on  one  side 
only  of  firm  (no  onion  skin  or 
flimsy),  standard  letter  sized  (8M> 
by  11  in.)  white  paper.  Wide 
margins  at  least  114  in.  on  left) 
should  be  left  free  of  typing.  On 
the  first  or  title  page  should  be 
shown  the  title  of  the  article,  the 
name  ( or  names  I of  the  author, 
and  his  degrees.  Pages  should  be 
numbered  consecutively,  the  page 
number  being  shown  in  the  right 
upper  corner  along  with  the  sur- 
name of  the  author. 

Where  reference  is  made  to  gen- 
erically-designated  drugs,  the  first 
such  reference  must  be  followed  by 
parentheses  containing  the  most 
commonly  known  trade-name  drug 
of  that  designation.  In  addition,  a 
listing  of  all  generic  drugs  men- 
tioned in  the  article,  with  their 
trade-name  equivalents,  should  ap- 
pear at  the  end  of  the  article. 

A short  abstract  summarizing  the 
manuscript  should  be  included. 
This  should  be  typed  in  double 
space  on  a separate  page. 

Authors  are  requested  to  submit 
a copy  with  the  original. 

Illustrations  should  be  numbered 
and  their  approximate  locations 
shown  in  the  text.  Each  should  he 
identified  by  placing  on  its  back 
the  author’s  name,  its  number  and 
an  indication  of  its  “top.”  Draw- 
ings and  charts  intended  for  re- 
production should  be  done  in  black 
(India)  ink  on  pure  white.  Pho- 
tographs should  be  on  glossy  paper 
and  minimum  of  about  5 by  7 in. 
in  size.  Cost  of  printing  black  and 
white  photos  in  excess  of  4 will  he 
billed  to  author,  and  no  more  than 
25  references  will  be  published  free 
of  charge  to  the  author.  A legend 
should  be  provided  for  each  illus- 
tration and,  preferably,  attached  to 
it. 

All  scientific  material  appearing 
in  The  Journal  is  reviewed  by 
the  Editorial  Board.  Manuscripts 
should  be  mailed  to  The  Editor, 
West  Virginia  Medical  Journal, 
Box  4106,  Charleston,  W.  Va. 
25364. 


Need  A 
Temporary 
Physician? 

You  can  take  time  off 
while  your  practice 
keeps  working! 

Lease  CompHealth 
physicians  for  your 
vacations,  CME’s  or  for 
supplementary  help. 

★ 

Want  Free  Time 
While  You 
Practice 
Medicine? 

Join  CompHealth’s 
Locum  Tenens 
Physician  Group. 

★ 

For  further  information 
about  temporary  coverage 
or  locum  tenens  practice 
opportunities, 
call: 

412/741-3310 

JJg  CompHealth 

A Physician  Group 

★ 

WILSON  ROSS, 
Regional  Administrator 

114  Centennial  Avenue 
Sewickley,  PA  15143 
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GROUP  INSURANCE  SPONSORED 
BY  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION  FOR 
MEMBERS  AND  THEIR  EMPLOYEES 


McDonough  Caperton  Shepherd  Association  Group  ad- 
ministers group  insurance  at  a substantial  savings  for 
members,  their  families,  and  their  employees  on  behalf  of  the 
West  Virginia  State  Medical  Association. 


McDonough 

Caperton 

Shepherd 

Association 

Group 


Our  Group  Plans  include 

• Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  income  up  to  $500  a week  when  you 
are  disabled. 

• $1,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1 ,000,000  per  person.  Choice 
of  deductibles  ($1 00-$250-$500-$1 ,000).  Employees  are  eligible 

• Hospital  Money  Plan 

Pays  up  to  $100  a day  when  you  or  a family  member  is  hospital- 
ized. 

• Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for  spouses,  and  $10,000 
for  children.  Employee  may  apply  for  up  to  $100,000. 

• $100,000  Accidental  Death  & Dismemberment  Insurance 

Around  the  clock  protection  — 24  hours  a day . . . 365  days  a year 
. . . worldwide. 

• Office  Overhead  Disability  Plan 

Pays  your  office  expenses  up  to  $5,000  per  month  while  you  are 
disabled. 

• Professional  Liability  Insurance 


SEND  THE  COUPON  BELOW  OR  CALL  TOLL-FREE  1-800-642-3088 


Please  send  me  more  Information  about  the  plan(s)  I have  checked  which  are  endorsed  by  the  West  Virginia 
State  Medical  Association. 


Name 

Address 

City/State 

Zip 

Business  Telephone 

□ Long  Term  Disability  Income  Protection 

□ $1,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & Dismemberment  In- 
surance 

D Office  Overhead  Disability  Plan 
['  Professional  Liability  Insurance 


Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 


The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

1306  Kanawha  Boulevard,  East  • P.  O.  Box  2271 
Charleston,  WV  25328  • Phone  (304)  343-4371 

Toll  Free:  1-800-642-3049 

A 35-BED  HOSPITAL 

ACCREDITED  BY  JCAH 
AND  APPROVED  BY  MEDICARE  & MEDICAID 

OPHTHALMOLOGY 

OTOLARYNGOLOGY 

HEAD  & NECK  SURGERY 

A New  Commitment  to  Quality  Care  . . . Every  Day! 


Eye,  Ear,  Nose  & Throat 


Physicians  & Surgeons  of  Charleston,  Inc. 


(Formerly  A Division  of  the  Eye  & Ear  Clinic  of  Charleston,  Inc.) 

1306  KANAWHA  BOULEVARD,  EAST  • P.  O.  BOX  3107 
CHARLESTON,  WV  25331  • PHONE:  (304)  343-4371 
Toll  Free:  1-800-642-3049 


OPHTHALMOLOGY 

Milton  J.  Lilly,  Jr.,  M.D. 
Robert  E.  O’Connor,  M.D. 
Moseley  H.  Winkler,  M.D. 
Samuel  A.  Strickland,  M.D 
James  W.  Caudill,  M.D. 


E.E.N.T. 

John  A.  B.  Holt,  M.D. 


OTOLARYNGOLOGY 
HEAD  AND  NECK 
SURGERY 

Romeo  Y.  Lim,  M.D. 

Nabil  A.  Ragheb,  M.  D. 

R.  Austin  Wallace,  M.D. 


(ALL  PHYSICIANS  ARE  BOARD  CERTIFIED) 


CATARACT  SURGERY  (INTRAOCULAR  LENSES) 
RETINAL  & VITREOUS  SURGERY 
OPHTHALMIC  PLASTIC  SURGERY 
FLUORESCEIN  ANGIOGRAPHY 
KRYPTON/ARGON  LASER  PHOTOCOAGULATION 
STRONTIUM  90  BETA  IRRADIATION 
ORTHOPTICS 

ULTRASOUND  (A  & B SCAN) 


HEAD  AND  NECK  SURGERY 
MAXILLO-FACIAL  PLASTIC  SURGERY 
RECONSTRUCTIVE  SURGERY 
ENDOSCOPY 

CO=  LASER  AND  DERMATOLOGICAL  ARGON  LASER 

SPEECH  THERAPY 

AUDIO  VESTIBULAR  LABORATORY 

ALLERGY 
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Annual  Audit,  1984 


The  annual  audit  of  receipts  and  disbursements  of  the 
West  Virginia  State  Medical  Association  for  the  calendar 
year  1984  has  been  completed  by  the  firm  of  Ernst  & 
Whinney,  Certified  Public  Accountants  of  Charleston. 
The  completed  audit,  with  accountants’  report,  follows: 

ERNST  & WHINNEY 
900  KB&T  Center 

To  the  Council 

West  Virginia  State  Medical  Association 
Charleston,  West  Virginia 

We  have  examined  the  statements  of  assets,  liabilities,  and  fund 
balances  arising  from  cash  transactions  of  the  several  funds  of  the 
West  Virginia  State  Medical  Association  as  of  December  31.  1984  and 
1983,  and  the  related  statements  of  revenues  collected  and  expenses 
paid  of  the  unrestricted  funds  and  changes  in  fund  balances  of  the 
several  funds  for  the  years  then  ended.  Our  examinations  were  made 
in  accordance  with  generally  accepted  auditing  standards  and,  accord- 
ingly, included  such  tests  of  the  accounting  records  and  such  other 
auditing  procedures  as  we  consid  red  necessary  in  the  circumstances. 

As  described  in  Note  A,  the  Association’s  policy  is  to  prepare  its 
financial  statements  on  a modified  cash  basis;  consequently,  certain 
revenues  and  the  related  assets  are  recognized  when  received  rather 
than  when  earned,  and  expenses  are  recognized  when  paid  rather  than 
when  the  obligation  is  incurred.  Accordingly,  the  accompanying  finan- 
cial statements  are  not  intended  to  present  financial  position  and  re- 
sults of  operations  in  conformity  with  generally  accepted  accounting 
principles. 

In  our  opinion,  the  aforementioned  financial  statements  present  fairly 
the  assets,  liabilities,  and  fund  balances  arising  from  cash  transactions 
of  the  several  funds  of  the  West  Virginia  State  Medical  Association  at 
December  31,  1984  and  1983,  and  the  revenues  collected  and  expenses 
paid  of  the  unrestricted  funds  and  changes  in  fund  balances  of  the 
several  funds  for  the  years  then  ended,  on  the  basis  of  accounting  de- 
scribed in  Note  A,  which  basis  has  been  consistently  applied. 

Charleston,  West  Virginia 
April  18,  1985 


STATEMENTS  OF  REVENUES  COLLECTED  AND 
EXPENSES  PAID— UNRESTRICTED  FUNDS— Note  A 
WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

Years  Ended 
December  31 
1984  1983 


Revenues  collected: 

Dues  $804,398  $800,134 

Advertising  .. 33,626  33,163 

Interest  65,120  42,975 

Contributions  3,625  3,425 

Refund  of  expenses  1,138  265 

Professional  liability  services — Note  C 213,983 

Other  revenues,  including  grants  from 
Endowment  Fund:  1984 — $864;  1983 — $800  36,595  30,552 

1,158,485  910,514 

Expenses  paid: 

Dues  remitted  to  AMA  350,161  347,799 

Salaries  and  wages  201,699  173,021 

Employee  benefits  30,960  21,967 

Taxes — payroll  and  other  14,119  10,627 

Office  rent  24,665  23,228 

Office  supplies  and  expenses  23,562  30,784 

Telephone  7,289  5,475 

Postage  14,048  10,612 

Travel  75,023  42,101 

Convention  speakers  and  supplies  62,158  29,040 

Publishing  and  printing  107,476  88,495 

Other  expenses  31,715  33,369 

942,875  816,518 

EXCESS  OF  REVENUES  COLLECTED 
OVER  EXPENSES  PAID  $215,610  $ 93,996 


See  notes  to  financial  statements. 


STATEMENTS  OF  ASSETS,  LIABILITIES,  AND  FUND 
BALANCES  ARISING  FROM  CASH  TRANSACTIONS— 
Note  A 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 


STATEMENTS  OF  CHANGES  IN  FUND  BALANCES 
ARISING  FROM  CASH  TRANSACTIONS— Note  A 
WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 
Years  Ended  December  31, 1984  and  1983 


UNRESTRICTED  FUNDS 

ASSETS 

Cash,  Including  savings:  1984 — $115,096; 

1983— S98. 374  

Certificates  of  deposit 
Note  receivable — Note  B 

Prepaid  rent  

LIABILITIES 
Due  to  restricted  funds 
State  and  American  Medical  Association 
dues  collected  in  advance 

FUND  BALANCES 

Undesignated  

Designated  for  professional  liability  education 

CONTINGENT  INCOME  TAX  LIABILITY— Note  D 

RESTRICTED  FUNDS 
ASSETS 

Cash  

Certificates  of  deposit  

Due  from  unrestricted  funds 
Investment  in  common  stock 

LIABILITIES 

Assessments  collected  on  behalf  of  West  Virginia 
State  Medical  Association 
Properties,  Inc. — Note  B 

FUND  BALANCES 

Medical  scholarship  

Endowment  


RESTRICTED  FUNDS 


December  31 
1984  1983 


Unre-  Medical  Endow-  Building 
stricted  Scholarship  ment  Assessment 
Funds  Fund  Fund  Fund 


$131,401  $110,320 

587,664  445,512 

25.000  25,000 

20.000 

$764,065  $580,832 


$ 35,449  $ 34,805 

55,484  88.505 

90,933  123,310 

660,737  445,126 

12,395  12,396 

673,132  457,522 


$764,065  $580,832 


$ 9,231  $ 10,047 

90.438  92,430 

35,449  34,805 

4,250  4,250 

$139,368  $141,532 


Balance,  January  1,  1983  $363,526 

Excess  of  revenues  collected  over 
expenses  paid  93,996 


Dues  

Repayment  of  scholarships 

Interest  collected  

Commissions  collected 
Scholarships  to  medical 

students  

Refunds  of  dues 

Dividends  received  

Grant  to  unrestricted  funds 

Architectural  fees  

Amount  transferable  to  West 
Virginia  State  Medical 
Association  Properties, 

Inc. — Note  B 

Balance,  December  31,  1983  457,522 

Excess  of  revenues  collected 
over  expenses  paid  215,610 

Dues  

Repayment  of  scholarships 

Interest  collected  

Commissions  collected 
Scholarships  to  medical 
students  


Refund  of  dues 


$ 9,231 

$ 20,047 

Dividends  received 

Grant  to  unrestricted  funds  .. 

125,887 

4,250 

130,137 

117,235 

4,250 

121,485 

Amount  transferred  ($11,093) 
or  transferable  ($9,231)  to 
West  Virginia  State  Medical 
Association  Properties,  Inc.  — 
Note  B ...  ...  

$139  368 

$141,532 

Balance,  December  31,  1984 

$673,132 


$109,631 


22,878 

1,900 

6,838 


(24,000) 

(12) 


117.235 


22,992 

1,700 

8,008 


(24,000) 

(48) 


$125,887 


$4,250 


$ 1,237 
9,908 


800 

(800) 

(2.500) 


(8,645) 

4,250 


1,828 

18,496 


864 

(864) 


(20,324) 
$4,250  $ 


See  notes  to  financial  statements. 


See  notes  to  financial  statements. 
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NOTES  TO  FINANCIAL  STATEMENTS 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 

December  31,  1984 

NOTE  A— PRESENTATION  OF  FINANCIAL  STATEMENTS 

The  financial  statements  are  presented  using  a modified  cash  basis  of 
accounting.  Under  this  basis  of  accounting,  certain  revenues,  other  than 
members'  dues  collected  in  advance,  and  the  related  assets  are  recog- 
nized when  received  rather  than  when  earned,  and  expenses  are  rec- 
ognized when  paid  rather  than  when  the  obligation  is  incurred.  Mem- 
bers’ dues  collected  in  advance  are  recognized  in  the  year  for  which 
they  are  assessed.  In  addition,  prepaid  rentals  to  related  parties  have 
been  recorded  on  an  accrual  basis. 

Office  equipment,  which  is  not  material,  is  charged  to  expense  at  the 
time  of  purchase. 

The  Association  has  designated  a special  assessment  fund  to  be  used 
for  professional  liability  education.  The  funds  are  to  be  used  to  inform 
physicians  about  current  and  potential  problems  with  malpractice  insur- 
ance and  are  accounted  for  as  unrestricted  funds. 

The  Association  provides  scholarships  to  students  attending  Schools  of 
Medicine  at  West  Virginia  and  Marshall  Universities  for  the  purpose  of 
defraying  expenses  incurred  by  such  students.  Under  certain  condi- 
tions, as  set  forth  in  the  scholarship  agreements,  the  scholarships  are 
repayable  to  the  Association  in  whole  or  in  part.  Scholarships  to  stu- 
dents and  repayments  are  recorded  as  decreases  and  increases,  respec- 
tively, in  the  Medical  Scholarship  Fund. 

NOTE  B— RELATED  PARTIES 

West  Virginia  State  Medical  Association  Properties,  Inc.  ("Properties") 
was  formed  during  1980  to  acquire  land  and  construct  an  office  building 
for  the  Association.  This  project  was  completed  during  the  current 
year.  The  accounts  of  Properties  have  not  been  consolidated  in  the 
accompanying  financial  statements. 

In  conjunction  with  this  activity,  the  Association  collected  assess- 
ments on  behalf  of  Properties  during  1982  and  also  loaned  Properties 
$25,000  in  1983  from  the  general  fund  at  a stated  interest  rate  of  15%. 
During  1984  and  1983,  no  interest  has  been  paid  to  the  Association.  The 


Association  is  committed  to  loan  Properties  an  additional  $75,000,  sub- 
ject to  the  money  being  available.  The  loan  is  callable  should  the 
Association  need  those  funds  for  operating  purposes. 

In  the  current  year,  the  Association  advanced  Properties  $20,000  from 
the  general  fund  which  is  considered  prepayment  of  future  rents. 

NOTE  C— PROFESSIONAL  LIABILITY  SERVICES 

During  1981,  the  Association  entered  into  separate  agreements  with 
Continental  Insurance  Agency  (CNA)  and  McDonough  Caperton  Shep- 
herd Group,  Inc.  (MCSG)  to  provide  educational  and  marketing  services 
to  the  Association  members  relating  to  professional  liability  insurance. 
Under  the  terms  of  the  agreement,  the  Association  is  to  receive  up  to 
$80,000  a year  from  each  company.  During  1984,  the  Association  re- 
ceived its  first  payments  relating  to  this  program  amounting  to  $133,983 
from  CNA,  of  which  $53,983  related  to  1983  services,  and  $80,000  from 
MCSG.  This  revenue  is  considered  unrelated  business  income  and  is 
subject  to  taxation  to  the  extent  that  revenues  exceed  expenses  in- 
curred. 

NOTE  D— CONTINGENT  INCOME  TAX  LIABILITY 

Revenues  of  the  Association  are  generally  exempt  from  federal  in- 
come tax  under  Section  501(c)(6)  of  the  Internal  Revenue  Code.  How- 
ever, certain  income,  primarily  advertising  revenues  and  income  re- 
ceived under  agreements  with  insurance  providers  for  their  educational 
and  marketing  services  and  use  of  the  Association's  membership  lists, 
is  considered  unrelated  business  income  and  is  taxable  to  the  extent  it 
exceeds  allocable  expenses. 

In  an  examination  during  1984,  the  Internal  Revenue  Service  has  con- 
tended that  losses  arising  in  prior  years  from  advertising  activities  do 
not  constitute  net  operating  losses  available  for  carryforward  against 
taxable  income.  Approximately  $140,000  of  such  prior  year  losses  have 
been  offset  against  unrelated  business  income  in  filing  the  Association's 
1984  annual  information  return  and  approximately  $110,000  would  be 
available  for  carryforward  from  1985  to  1998. 

The  Association  filed  a protest  appealing  the  findings  of  the  examin- 
ing agent.  No  provision  has  been  made  in  the  financial  statements  for 
any  liability  for  federal  income  taxes.  If  the  Association  is  not  success- 
ful in  its  appeal,  the  1984  tax  liability  would  approximate  $45,000. 


When  it’s  your  turn... 

ALPHA  ASSOCIATES  will 
design  a building  for  you. 


ALPHA  ASSOCIATES.  IdCORPORRTGD 

ARCHITECTURE  • ENGINEERING  • DESIGN 

P.0  Box  1250  • 209  Prairie  Ave  , Suite  209 
Morgantown.  WV  26505  • 304-296-8216 
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The  medical 
profession  is 
constantly 
breaking  new 
ground. 

XX  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( 

) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


EYE  PHYSICIANS  AND  SURGEONS 


C.  RASHID,  MD 
TARAKJI,  MD 


Dry  Eye  Specialists 
Cataract  Surgery 
Corporate  Eye  Care  Programs 
Pediatric  Vision  Care 
Laser  Surgery 
Radial  Keratotomy 


ACCEPTING  100% 
MEDICARE  ASSIGNMENT 

Charging  only  what 
Medicare  approves  for 
covered  services. 


41  5 Moms  Street,  Suite  1 00,  General  Medical  Pavilion,  Charleston,  WV  25301 
424  Division  Street,  South  Charleston,  WV  25309 
Telephone:  (304)  768-7371  • Toll-free  (in  WV)  1 - 800-642-EYES 


Among  so  many  once-daily 

antihypertensives, 
only  one  can  offer  so  much 


© 1985  Ayerst  Laboratories 


Introduans 

The  standout 


ym 


m Once-daily  _ _ 

InderideLA 


The  world’s  leading  beta  blocker 
and  diuretic-for  once-daily 
convenience  without  compromise 


When  selecting  other  once-daily  agents,  physicians  may  have  to  compromise 
either  their  choice  of  beta  blocker  or  diuretic.  With  INDERIDE®  LA,  physicians 
have  the  agents  most  widely  prescribed  worldwide— INDERAL®  and  hydro- 
chlorothiazide—with  the  convenience  of  once-daily  dosage. 


24-hour  blood  pressure  control  with  the 
broad  benefits  of  INDERAL  (propranolol  HCI) 

The  controlled-release  delivery  system  of  INDERIDE  LA  provides  24-hour  beta 
blockade  and  the  broad  cardiovascular  benefits  of  INDERAL  with  a single  daily 
dose.  Compliance  is  enhanced  because  once-daily  administration  fits  easily  into 
patients?  daily  routines. 


Plus  standard-release  hydrochlorothiazide, 
the  thiazide  of  choice  for  comfortable 
morning  diuresis 

Hydrochlorothiazide  is  the  world’s  most  widely  prescribed  antihypertensive 
diuretic.  When  taken  in  the  morning,  INDERIDE  LA  provides  comfortable 
morning  diuresis.  Each  dosage  strength  of  INDERIDE  LA  contains: 

-one  of  the  three  most  widely  prescribed  dosage  strengths  of  INDERAL®  LA- 
80  mg,  120  mg,  or  160  mg  and 

—an  established,  effective  daily  dose  of  standard-release  hydrochlorothiazide- 
50  mg 


Once-daily 

inderidela 

Convenience  without  compromise 
One  capsule-Once  daily 


♦The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 

INDERIDE8  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 


No  455 — Each  INDERIDE®  LA  80/50  Capsule  contains 


Propranolol  hydrochloride  (INDERAL®  LA) 

80  mg 

Hydrochlorothiazide 

50  mg 

No  457 — Each  INDERIDE®  LA  120/50  Capsule  contains 
Propranolol  hydrochloride  (INDERAL®  LA) 

120  mg 

Hydrochlorothiazide 

50  mg 

No  459— Each  INDERIDE®  LA  160/50  Capsule  contains 
Propranolol  hydrochloride  (INDERAL®  LA) 

160  mg 

Hydrochlorothiazide 

50  mg 

INDERIDE  LA  is  indicated  in  the  management  of  hypertension 

This  fixed-combination  drug  is  not  indicated  for  initial  therapy  of  hypertension.  If 
the  fixed  combination  represents  the  dose  titrated  to  the  individual  patient  s needs, 
therapy  with  the  fixed  combination  may  be  more  convenient  than  with  the  separate 
components. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®): 

Propranolol  is  contraindicated  in  1)  cardiogenic  shock  2)  sinus  bradycardia  and  greater  than 
first  degree  block.  3)  bronchial  asthma.  4)  congestive  heart  failure  (see  WARNINGS)  unless  the 
failure  is  secondary  to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide: 

Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®): 

CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  supporting  circulatory 
function  in  patients  with  congestive  heart  failure  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in  overt  congestive 
heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of 
failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic 
blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE  continued  use  of  beta  blockers 
can.  in  some  cases  lead  to  cardiac  failure  Therefore  at  the  first  sign  or  symptom  of  heart 
failure  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  propranolol  should  be  discontinued  (gradually  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patients  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physicians  advice  If  propranolol  therapy  is  interrupted 
and  exacerbation  of  angina  occurs  it  usually  is  advisable  to  reinstitute  propranolol  therapy 
and  take  other  measures  appropriate  for  the  management  of  unstable  angma ^pec^n^f  - 
Since  coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  abc  /e 
advice  in  patients  considered  at  risk  of  having  occult  atherosclerotic  heatLdiseasb  who  are 
given  propranolol  fcr  other  indications.  H 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  sign  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  e<a»rbcffon  of  symptoms 
of  hyperthyroidism  including  thyroid  storm  Propranolol  does  not  distoP'fhyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which  after  propranolol,  the  tachycardia  wa'S-^pT^ced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted  however  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

Nonallergic  Bronchospasm  (eg.  chronic  bronchitis,  emphysema)  PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD.  IN  GENERAL,  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous 
elevation  of  blood  pressure 
Hydrochlorothiazide: 

Thiazides  should  be  used  with  caution  in  severe  renal  disease  In  patients  with  renal  disease 
thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal  function,  cumulative  effects 
of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipi- 
tate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL8): 

GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function  Propranolol  is  not  indicated  for  the  treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamme-depletmg  drugs  such  as  reser- 
pine,  should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity, 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 


CARCINOGENESIS.  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  m both  rats  and  mice  employing  doses  up  to  150  mg/kg/day.  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised 
when  propranolol  is  administered  to  a nursing  mother 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide: 

GENERAL  Periodic  determination  of  serum  electrolytes  to  detect  possible  electrolyte  im- 
balance should  be  performed  at  appropriate  intervals 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance  namely  Hyponatremia  hypochloremic  alkalosis,  and  hypokalemia 
Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the  patient  is 
vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis  may  also 
influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of  mouth  thirst, 
weakness,  lethargy,  drowsiness  restlessness  muscle  pains  or  cramps  muscular  fatigue 
hypotension,  oliguria  tachycardia  and  gastrointestinal  disturbances  such  as  nausea  and 
vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present 
or  during  concomitant  use  of  corticosteroids  or  ACTH 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg.  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements  such  as  foods  with  a high  potassium  content 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypo- 
natremia may  occur  in  edematous  patients  in  hot  weather  appropriate  therapy  is  water 
restriction  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatremia  is 
life-threatening  In  actual  salt  depletion  appropriate  replacement  is  the  therapy  of  choice 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

insulin  requirements  in  diabetic  patients  may  be  increased  decreased  or  unchanged 
Diabetes  mellitus  which  has  beecviatent  may  Income  manifest  during  thiazide  administration 
If  progressive  renal  impairment  become^vident.  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decreaser.se  rum  RBI  levels  without  signs  of  thyroid  disturbance 
Calciurp^cretio^&ck  'reased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland 
with  hypercaicemi^  and  hypophosphatemia  pave  been  observed  in  a few  patients  on  pro- 
longed thiazide  'heraiDy.'The  common  complications  of  hyperparathyroidism,  such  as  renal 
lithiasis.  bone  resorption,  and  peotic  ul<^rafion  have  not  been  seen  Thiazides  should  be 
discorjtmped  before  carr/mg  ouHests  fonparathyroid  function 

DRUG  INtER  ACT  lGNS*ihiazide  drugs  may  increase  the  responsiveness  to  tubocurarme 
The  IntihiperteVtsive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is 
not  suffictehf  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 
'<  PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  m 
Pord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed 
against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice 
thrombocytopenia  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential  the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS 
Propranolol  hydrochloride  (INDERAL®): 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension paresthesia  of  hands  thrombocytopenic  purpura  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  Nausea  vomiting  epigastric  distress  abdominal  cramping,  diarrhea 
constipation  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis:  erythematous  rash , fever  combined  with  aching 
and  sore  throat;  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation  nausea  vomiting  cramping,  diarrhea,  constipa- 
tion. jaundice  (intrahepatic  cholestatic  jaundice)  pancreatitis,  sialadenitis 

Central  Nervous  System  Dizziness  vertigo,  paresthesias,  headache,  xanthopsia 
Hematologic  Leukopenia,  agranulocytosis:  thrombocytopenia  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol  barbiturates  or 
narcotics) 

Hypersensitivity  Purpura  photosensitivity;  rash,  urticaria,  necrotizing  angiitis  (vasculitis 
cutaneous  vasculitis),  fever,  respiratory  distress  including  pneumonitis,  anaphylactic 
reactions 

Other  Hyperglycemia,  glycosuria  hyperuricemia  muscle  spasm,  weakness  restless- 
ness transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced 
or  therapy  withdrawn 
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AYERST  LABORATORIES 
New  York.  NY  10017 


Ayerst, 


THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  232-3600  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg  Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B L VanPelt,  M.  D. 

P R Hedges,  M.  D. 

J Holloway,  M.  D 
M J Lohne.  M.  D.  (St.  Clairsville) 

R.  D Morris.  D O.  (New  Martinsville) 
Cardiovascular 

R N Lewis.  M D (St  Clairsville) 

A M Valentine.  M D 
W E Noble.  M.  D 
Gastroenterology 
T E.  Chvasta.  M D 
L.  R Cain,  M.  D 
Hematology/ Oncology 
C A Vasquez,  M.  D 
Nephrology/ Hypertension 
D L Latos,  M D 
M H Drews.  M D 
T G Kenamond,  M.  D 
Pulmonary 
C J.  Begley,  M.  D 
T.  V.  Burke,  M D 

GENERAL  SURGERY 

C D Hershey,  M D 
E C Voss.  M D. 

J H Mahan.  M D (St  Clairsville) 

R.  L.  Cross,  M D (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H Shackleford.  M D 
ORTHOPEDICS 

E L.  Barrett.  M D 
R S Glass,  M D 


UROLOGY 

D C Trapp.  M.  D. 

B.  M,  McCuskey,  M.  D 
GYNECOLOGY 

R.  W Leibold,  M.  D. 

R.  T Brandfass,  M.  D. 

OBSTETRICS 

T A Athari,  M.  D. 

J.  W.  Campbell,  M.  D 

C.  V.  Porter.  M.  D. 

R,  A Porterfield.  M.  D 
(St.  Clairsville) 

OPHTHALMOLOGY 
W F Park.  M D. 

M E Nugent,  M.  D. 

R,  V.  Pangilinan,  M.  D 
H.  S.  Berlin.  M.  D. 

OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 
W A Tiu,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc 
FAMILY  PRACTICE 

R A Porterfield,  M D 
(St.  Clairsville) 

G.  L.  Cholak.  M.  D.  (St  Clairsville) 

E.  L Coffield,  M D (New  Martinsville) 
NEUROSURGERY 

F.  J.  Payne,  M.  D 
NEUROLOGY 

H.  L Kettler,  M.  D 

S.  G Christopher,  M D 
W.  Zyznewsky.  M.  D 

J.  G.  Tellers.  M.  D. 

S.  Govindan,  M.  D 
Neuropathology 
S Govindan.  M D 


PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D H Smith,  M,  D 
Q P.  Hill,  M.  D. 

J,  G.  Tellers.  M.  D 

Pediatric  Psychiatry 

V.  Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

W.  E.  Schul,  Optician 

Speech  Therapy/Audiology 
J.  P.  Frum,  M.  S . S P A 
8iofeedback  Laboratory 
M.  G.  Simon,  P.  A. 
Electrology/Cosmetic  Therapy 
J.  E Beserock,  R E. 
Allergy/Cytotoxic  Food  Testing 
K Gorney,  M.  T, 
TECHNOLOGISTS 
Electrocardiography 
B.  Maguire,  R N 
B Muklewicz,  R N 
Electroencephalography 
J.  Stone,  R.  N , CMET 
J.  Green,  R.  N. 

Roentgenology 
E Forester,  R T. 

PULMONARY  DIAGNOSTICS  LAB 

R Kordack,  R.  T 
K Bauer,  R N 


At  las*— 

You  can  keep  a 
larger  slice  of  your  own  pie! 


You  make  the  pie,  but  the  tax  guys  get  the  biggest  slice 
Until  now,  that  is.  Now  you  can  use  the  tax  advantages  of 
the  401  (k)  Retirement  Plan  to  defer  (and  deduct!)  up  to 
25%  of  your  salary,  and  not  have  to  do  the  same  thing  for 
your  employees  In  fact,  with  a 401  (k)  Plan,  employees 
make  their  own  contributions!! 

You  can  convert  your  existing  KEOGH  or  corporate  plan 
to  a 401  (k),  or  have  a 401  (k)  plan  in  addition  to  any  other 
retirement  plan  you  currently  maintain.  You  can  even 
continue  your  I.R.A.  along  with  your  401  (k). 

So  find  out  more  about  401  (k)  Retirement  Plans.  Check 
with  your  tax  advisor.  If  he  or  she  has  attended  one  of  the 
401  (k)  seminars  offered  by  The  National  Bank  of  Com- 
merce, they'll  have  the  information  you  need.  Or,  call  us 
directly.  We  ll  be  glad  to  show  you  how  the  401  (k)  (or 
other  plans  such  as  KEOGH’s  or  SEP's)  could  be  your 
O.K.  to  keeping  a larger  slice  of  your  pie. 

r\ 

The  National 
Bank  of  Connmerce 

One  Commerce  Square  Charleston.  WV  25322 
Member  FDIC 

Setting  the  pace 
for  your  better  tomorrows. 

Employee  Benefits  Division 
348-4505  or  348-4504 
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GREENBRIER  PHYSICIANS,  INC. 

A Multispecialty  Clinic 

Greenbrier  Valley  Medical  Arts  Building 
Ronceverte/Fairlea/Lewisburg,  West  Virginia 
1-800-642-5161  or  304-647-51 15 


INTERNAL  MEDICINE 

Robert  K.  Modlin,  M.  D. 
Helen  R.  Perez,  M.  D. 
Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

SURGERY 

General  & Vascular 

H.  P.  Dinsmore,  M.  D 

General  & Thoracic 

B L.  Plybon,  M.  D. 

ORTHOPEDIC  SURGERY 

Conrad  D.  Tamea,  Jr.,  M.  D. 
James  W.  Banks,  M.  D. 

FAMILY  GENERAL  PRACTICE 

Joseph  E.  Shaver,  M.  D. 

E.  T.  Cobb,  M.  D. 


OBSTETRICS/GYNECOLOGY 

James  L.  Pfeiff,  M.  D. 

Robert  L.  Wheeler,  M.  D. 

EAR,  NOSE  & THROAT 

Amir  A.  Alidina,  M.  D. 

OPHTHALMOLOGY 

Robert  K.  Scott,  II,  M.  D 

PEDIATRICS 

William  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S 

RADIOLOGY 

Charles  Weinstein,  M.  D. 

UROLOGY 

Kyle  F.  Fort,  M.  D 


PSYCHOLOGY 

Connie  Bradley-Mann,  Ph.  D 

ANCILLARY  SERVICES 
Physical  Therapy 

Tom  Moore,  R.  T. 

Wood  McCue,  R.  T. 

Respiratory  Therapy 

James  D.  Creasman,  R.R.T 

Audiology 

Gary  M.  Vandevander,  M.S. 

ADMINISTRATION 

Sandra  W.  Ayers,  Business  Manager 


HIGHLAND  HOSPITAL 

56TH  & NOYES  AVE.,  S.E. 
CHARLESTON,  W.  VA.  25304 
925-4756 


MEDICAL  STAFF 

ADULT  PSYCHIATRY 


Charles  C.  Weise,  M.  D.  925-2159 

Thomas  S.  Knapp,  M.  D.  768-1212 

Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  Jr.,  M.  D.  925-0349 

Lee  L.  Neilan,  M.  D.  925-0349 

Edmund  C.  Settle,  Jr.,  M.  D.  925-0624 
Gina  Puzzuoli,  M.  D.  925-6914 

John  P.  MacCallum,  M.  D.  925-6966 

Sid  Lerfald,  M.  D.  925-0004 

Elma  Bernardo,  M.  D.  768-1212 

CHILD  PSYCHIATRY 

Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  Jr.,  M.  D.  925-0349 

John  P.  MacCallum,  M.  D.  925-6966 


Psychiatric  treatment  for  the  emotionally 
disturbed  children  ages  5 to  13  now  avail- 
able in  new  children’s  pavilion.  Separation 
maintained  from  adult  psychiatric  care 
unit.  Now  available  also:  primary  psychi- 
atric care  for  older  adults  in  separate  unit. 
All  programs  offer: 

• Crisis  Intervention 

• Group  Therapy 

• Psychotherapy 

• Activities  & Recreational  Therapies 

• Skilled  Attention  to  Family,  Marital,  and 
Individual  Emotional  Problems 

• Special  Care  for  the  Acutely  Disturbed 
Patient 

• Staffed  by  Qualified  Psychiatrists  and 
Medical  Consultants 

• Schooling  Provided  on  Children’s  Pa- 
vilion 

• Serving  the  Community  for  Over  28 
Years 
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YES!  I am  interested  in  McDonough  Caperton’s  Electronic  Claim  Sys- 
tem. I understand  Electronic  Claims  may  REDUCE  MY  CLAIMS 
PAYMENT  CYCLE  BY  AS  MUCH  AS  50  DAYS.  I would  appre- 
ciate additional  information. 

Please  call  1-800-344-5139,  and  ask  for  Colleen  Briggs,  ext.  621 
or  Brad  Layne,  ext.  728,  or  mail  in  this  card. 

Business  Name  

Contact  Name  Phone 

Address  

City State Zip 


□ I am  not  interested  at  this  time. 
Please  call  after  this  date: 


BUSINESS  REPLY  CARD 

FIRST  CLASS  PERMIT  NO.  406  CHARLESTON,  WV 


McDonough 

Caperton 

Insurance 


Group 


NO  POSTAGE 
NECESSARY 
IF  MAILED 
IN  THE 

UNITED  STATES 


P.  O.  Box  1551  Charleston,  WV  25326 
Attn:  Brad  Layne 


With  help  from 
the  McDonough  Caper  ton 
Insurance  Croup, experience 

The  last  claim  form ! 

Introducing 

Insurance  Claims 
Processing  System 

Medical  Office 

Management  & Billing  System 


A computer  system 
that  does  something  you 
could  never  do  before 

the  McDonough  caperton 

INSURANCE  GROUP  has  always 
been  responsive,  productive  and 
innovative.  No  other  privately- 
owned  insurance  company  has 
grown  so  much  to  meet  the  needs 
of  clients,  insureds  and  now,  pro- 
viders of  health  care  services. 

With  advances  in  the  technology 
of  computer  networking,  we  can 
help  you  do  something  never 
before  possible.  The  Insurance 
Claim  Processing  System  (ICPS) 
lets  you  transmit  claims  directly  by 
phone  to  over  50  different  carriers 
and  receive  payment  within  10 
days. 

Direct  communication 
provides  better  service 

Just  as  direct  communication  be- 
tween people  is  preferred  for 
accuracy,  computer-to-computer 
communication  reduces  the  po- 
tential for  errors  and  delays. 

When  you  purchase  or  lease  ICPS, 
you  gain  significant  benefits. 


Personal 

Computers 


Faster  collections  and  fewer 
errors. 

Greater  productivity.  And  signifi- 
cant relief  of  cash  flow  pain. 


Handles  most  of  your 
accounting  and  financial 
management  functions 


Of  course,  ICPS  does  more  than 
just  send  claims  electronically.  It 
assists  you  in  all  your  billing  and 
accounts  receivable  needs.  It  pro- 
vides up  to  the  minute  financial 
reports  on  your  practice. 

And  more.  All  with  just  a few 
short  entries. 


A complete  system 
featuring  the  IBM® 

Personal  Computer 

We’ve  developed  a ready-to-use 
system  featuring  the  IBM  Personal 


Computer.  In  addition,  ICPS 
includes  a high  speed  printer; 
storage  tapes  for  back-up,  and  a 
fast  modem  for  telephone  data 
transmission  and  access  to 
medical  and  financial 
services.  The  ICPS  system 
includes  installation  with 
a training  program  for  your 
office  staff.  It  also  includes 
an  onsite  service  contract 
plus  a special  telephone 
response  line  available 
during  business  hours. 

Fill  out  your 
last  claim  form. 

Just  complete  and  mail  the 
coupon  provided.  Or,  call  us  at 
1-800-344-5139  or  346-0611  to 
learn  how  ICPS  can  help  reduce 
your  paperwork,  increase  your 
productivity  and  improve  your 
cash  flow. 

McDonough 

Caperton 

Systems 


P.  O.  Box  1551 
Charleston,  W.  Va.  25326 


EMPLOYEES  APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 

JUSTASK 
THE  PEOPLE  AT 
MANUFACTURERS 
HANOVER. 


“Savings  Bonds  pro- 
vide a good  interest 
rate.  Moreover,  the 
payroll  deduction  is 
a convenient  way  to 
save.”  — James  F-  Howard 


“With  market-based 
interest  rates,  Savings 
Bonds  are  a secure 
and  competitive  sav- 
ings instrument/' 

— Suzanne  OToole 


“With  a guaranteed 
minimum  of  7.5%, 
there  is  no  risk  to 
principal  and  apprecia- 
tion is  assured.” 

— Mark  Young 


U.S.  Savings  Bonds  now  offer  higher,  variable  interest  rates  and  a guaranteed 
return.  Your  employees  will  appreciate  that.  They’ll  also  appreciate  your  giving 
them  the  easiest,  surest  way  to  save. 

For  more  information,  write  to:  Steven  R.  Mead, 

Executive  Director,  U.S.  Savings  Bonds  Division, 

Department  of  the  Treasury,  Washington,  DC  20226. 


US  SAVINGS  BONDS  Paying  Better  Than  Ever 

A public  service  of  this  publication 


Classified 


PENNSYLVANIA  — Unique  opportunity. 
Building  new  Emergency  Department  in 
progressive,  academic  community  hos- 
pital. New  facility,  in-the  round.  Base 
station,  active  paramedic  training  program, 
resident  education.  Opportunities  for  re- 
search and  teaching  affiliation  with  na- 
tionally prominent  Emergency  Medicine 
Residency  program.  Competitive  salary 
with  paid  malpractice,  disability,  life  in- 
surance, CME,  etc. 

Emergency  residency  trained,  board  certi- 
fied, or  board  qualified  and  actively  seek- 
ing certification.  Contact  Nathan  C.  Scha- 
fer, M.D.,  Chairman,  Department  of  Emer- 
gency Medicine,  St.  Margaret  Memorial 
Hospital.  815  Freeport  Road,  Pittsburgh, 
PA  15215.  (412)  784-4189  or  4782. 


MD  ANST  BC  seeking  a position:  full-time, 
extended  locum  tenens,  however  sharing 
a full-time  with  a colleague  is  most  de- 
sirable. Experienced  E R physician,  tak- 
ing the  ABEM,  active  ACLS  is  seeking  a 
position  in  moderate  volume  ER  with  some 
trauma.  Reply  to  J E D,  2401  Bay  Blvd. 
#C,  Indian  Rocks  Beach,  Fla.  33535 
(813)  595-2969. 


WEEKLY  SEMINARS  — Most  major  ski 
areas,  Club  Med.,  Disney  World  and  other 
resorts.  Topic:  MEDICAL/LEGAL  and 

FINANCIAL  MANAGEMENT.  Accredited. 
CURRENT  CONCEPT  SEMINARS,  INC. 
(since  1980)  3301  Johnson  St.,  Hollywood, 
FL  33021.  Telephone  (800)  428-6069.  Fee 
$175. 


“BECKLEY,  WV  — Come  join  our  con- 
genial Emergency  Room  Group.  Must 
have  experience  and  also  have  A.C.L.S. 
and  A.T.L.S.  Subcontractor  status  with 
malpractice  provided.  Opportunity  to  earn 
in  excess  of  $100,000  yearly.  Successful 
candidate  must  be  flexible  in  scheduling, 
personable  and  have  excellent  public  re- 
lations and  communication  skills.  Contact 
Tony  Kelly,  MD,  1000  Overlook  Drive 
Beckley,  WV  25801.” 


CHAPMAN  PRINTING  CO. 

★ 

1652  4TH  AVENUE  — CHARLESTON,  WV  25357 

PHONE:  346-0676 


A Positive  Point 
About  Breast  Cancer. 

Now  we  can  see  it  before  you  can  feel  it.  When  it’s  no  bigger  than  the 
dot  on  this  page. 

And  when  it’s  90%  curable.  With  the  best  chance  of  saving  the  breast. 

The  trick  is  catching  it  early.  And  that’s  exactly  what  a mammogram 
can  do. 

A mammogram  is  a simple  x-ray  that’s  simply  the  best  news  yet  for 
detecting  breast  cancer.  And  saving  lives. 

If  you’re  over  35,  ask  your  doctor  about  mammography. 

Give  yourself  the  chance  of  a lifetime" 

i AMERICAN 
CANCER 
? SOCIETY 


SAINT  MARY'S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-526-1234 

Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed,  Sub- 
stance Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 

Medical  Staff  Members 


R.  A.  Edwards,  M.  D.  697-7036  J.  V.  Ottaviano,  M.  D.  525-7851 

K.  M.  Fink,  M.  D.  525-8191  L.  C.  Smith,  M.  D.  697-7036 

R.  W.  Hibbard,  M.  D.  697-4752  M.  M.  Bateman,  M.  D.  526-0580 

F.  Hoback,  M.  D 697-7036  M.  Rosenbaum,  M.  D.  526-0580 

D.  H.  Webb,  M.  D 697-7955  R.  A.  Kayser,  M.  D.  526-0580 

J.  Corcella,  M.  D.  525-7851 
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Another  feature  that  allows  the  B25  to  grow  with 
you  is  its  ability  to  network.  You  just  add  work- 
stations and  people  will  be  able  to  share  the  same 
data  and  memory  at  the  same  time. 

You  can  also  share  peripherals  — like  printers. 
Which  means  several  workstations  can  be  linked  to 
one  printer  so  many  people  can  use  it. 

THE  PHYSICIAN  OFFICE  ACCOUNTING  SYSTEM 
BENEFITS  YOUR  PRACTICE  BY  PROVIDING: 

Quick  access  to  timely,  accurate  information 
through  high-resolution  computer  screens,  printed 
reports  and  immediate  updating.  Flexibility  through 
user-defined  system  parameters,  print  and  report 
options.  Financial  control  through  extensive  report- 
ing. On-line  inquiry  and  automation  of  routine  office 
tasks  to  minimize  clerical  duties.  Improved  cash 
flow  through  automatic  generation  of  charge  tickets, 
insurance  bills,  demand  bills  and  statements. 

Whitman  Computer 
Systems,  Inc. 


INTRODUCING  THE  BURROUGHS  B25. 

THE  MICRO  COMPUTER 
THAT  GROWS  WITH  YOUR  BUSINESS. 

Buying  a computer  is  a lot  like  hiring  an  employee.  You  need  one  that 
can  produce  a lot  now  and  even  more  in  the  future. 


Terri  Whitman,  President  Burroughs  B25  Dealer 
Suite  302,  Sears  Bldg.  Logan,  W.  Va.  (304)  752-1272 
MS-DOS  is  a tradmark  of  Microsoft  Corporation. 


CP/M  is  a registered  trademark  of  Digital  Research,  Inc. 


Take  the  B25.  It’s  modular,  so  when  you  need  more  memory  or  storage, 
you  simply  snap  on  more  modules. 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"8 


•• 


highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ft 

Sleep  Laboratory  Investigator 
Pennsylvania 

••  . . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day 

Psychiatrist 

California 


ii  . . appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE 

flurazepam  HCI/Roche  © 

sleep  that  satisfies 


15-mg/30-mg 

capsules 


References:  1.  Kales  J,  etal  Clin  Pharmacol  Ther  12  691- 
697,  Jul-Aug  1971  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
18  356-363,  Sep  1975  3.  Kales  A,  etal:  Clin  Pharmacol 
Ther  19  576-583,  May  1976.  4.  Kales  A,  etal:  Clin  Pharma- 
cel  Ther  32  781-788,  Dec  1982.  5.  Frost  JD  Jr,  DeLucchi 
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8.  Tennant  FS,  et  at  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21 .355-361, 

Mar  1977 


DALMANE" 

flurazepam  HCI/Roche(w 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep.  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy.  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant.  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g . operating 
machinery,  driving).  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  ond/or  ataxia.  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients.  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported:  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and.elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  eg, 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients:  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI 

Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


*\  FOR  SLEEP 

After  more  than  1 5 years  of  use,  if s # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. 18  And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.79  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  producf  informafion  on  reverse  side 
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sleep  that  satisfies 
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When  it's  time  to  call  for  critical  cardiology  services 
for  your  patients,  make  the  choice  many  physicians, 
hospitals  and  clinics  in  the  Pittsburgh  Area  so  often 
make.  Choose  CRI  . . . Cardiac  Rehabilitation  Institute. 

Choose  CRI  for  the  widest  range  of  cardiology  services: 

• Non-invasive  peripheral  vascular  and 
echocardiography  imaging 

• Electrocardiography 

• Nuclear  cardiology  and  stress  testing 

• Holter  monitoring 

Choose  CRI  for  professional  expertise  and  capabilities. 

Trained  and  board  certified  cardiologists,  cardiovascular 
nurses  and  medical  technologists  use  state-of-the-art 
equipment,  advanced  technologies  and  proven  methods 
to  administer  and  interpret  cardiological  tests  and 
procedures.  CRTs  considerable  experience  and 
advanced  capabilities  get  you  highly  accurate  test 
results  quickly  ...  so  you’re  never  in  doubt  and 
left  waiting. 

Choose  CRI  for  convenience.  Completely  equipped 
mobile  units  staffed  by  trained  technologists  bring  CRTs 
capabilities  and  expertise  practically  to  your  doorstep 
and  there's  never  a compromise  in  quality.  And  now 
CRI  offers  complete  nuclear  cardiology  services  in  a 
specially  equipped  40-foot  mobile  unit  . . . the  only 
mobile  unit  of  this  type  in  the  United  States  approved 
and  licensed  by  the  Nuclear  Regulatory  Commission. 

Choose  wisely.  Choose  CRI  for  complete,  professional, 
accurate  cardiology  services,  tests  and  procedures. 

Cardiac  Rehabilitation  Institute 

5438  Centre  Avenue,  Shadyside,  Pittsburgh  15232. 
412/682-6201. 


CAR1HAT 

Rehabilitation  Institute 


With  this  machine,™ 

CANtPEELTHE  SKIN  OFF 
AN  AUDI  5000  TURBO..’.’ 


This  impressive  quote  refers  to 
the  Volvo  760  GLE  intercooled 
turbo  and  comes  from  people  not 
easily  impressed:  the  editors  of  Car 
& Driver  magazine  (see  July  ’84). 

In  their  tests,  the  760  jumped 
from  zero  to  55  in  a blinding  seven 
seconds.  A speed  that  places  Volvo 
well  ahead  of  Audi  and  Saab 
turbos. 

The  credit  for  this  “warp  speed,” 
as  Car  & Driver  describes  it,  goes 
to  an  intercooler  which  increases 
the  engined  horsepower  by  41  per- 
cent and  torque  by  35  percent. 

But  in  the  760,  power  isn’t  only 
under  the  hood.  There  are  power 


door  locks,  power  windows,  power 
sunroof,  even  heated  power 
mirrors— all  standard. 

So  come  in  tomorrow  and  test 
drive  the  Volvo  760  GLE  inter- 
cooled turbo.  And  see  what  an 
Audi  looks  like  from  your  power 
mirror. 


TheV)lvo760Tjrbo 


See  VOLVO  at  TAG  GALYEAN 

1010  Washington  St.  East  — Heart  'O  Town  Holiday  Inn 
See  Bill  Davis  or  Jerry  Jarrell  344-1776 


© 1984  VOLVO  OF  AMERICA  CORPORATION 


INTERNATIONAL 


For  additional  information  call  (304)  744-2583  (1-800-344-5036  toll  free) 
or  contact  us  directly  at:  325  6th  Avenue,  So.  Charleston,  WV  25303 
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CHARLESTON  DATA  SYSTEMS 

“The  largest  supplier  of  computerized  practice 
management  systems  to  West  Virginia  physicians.” 
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McDonough  Caperton  Insurance  Group’s  new  corporate  office  building,  located  In  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  10  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611. 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY. 


“If  my  doctor  hadn’t  recommended 
Harmarville,  I might  still  be  in 
a wheelchair  today.” 


He  knew  I was  determined  to  walk 
again.  But  running,  doing  aerobics 
and  skiing  is  more  than  I expected.  And 
returning  to  school  was  a dream  come  true.’ 
Fortunately  for  Susan,  her  doctor  knew 
that  Harmarville’s  Head  Injury  Program 
has  the  expertise  and  experience  to  help 
her  return  to  the  life  she  knew  before 
the  accident. 

Susan  was  a sophomore  in  nursing 
school  when  she  suffered  a broken  hip 
and  a severe  blow  to  the  right  side  of  her 
head  in  an  automobile  accident.  She  was 
in  a coma  for  three  weeks. 

When  she  came  to  Harmarville,  she  was 
in  a wheelchair,  unable  to  bear  weight  on 
her  left  leg.  Her  injured  brain  prevented 
her  left  hand  and  arm  from  working 
properly.  She  had  also  lost  all  of  her 
shortterm  memory. 

We  treat  the  total  person.  Susan’s 
rehabilitation  involved  a variety  of  pro- 
grams. Her  left  hand  and  arm  were 
retrained  through  occupational  therapy. 
Other  specialized  services  helped 
regain  her  memory  and  improve  her  ability 
to  communicate,  understand  and  follow 
directions.  Physical  therapy  helped  to 
return  strength  to  her  legs  and  hip. 

After  only  one  month  at  Harmarville, 
Susan  was  using  her  left  hand  to  paint 
her  fingernails.  She  now  remembers 
what  she  had  learned  in  college.  And, 
when  she  left  Harmarville,  she  walked. 

Is  less  effort  acceptable?  Susan  and 
her  doctor  didn't  think  so.  And  we  at 
Harmarville  agree;  only  the  best  care  pos- 
sible will  do  when  someone’s  life  is  at  stake. 

For  information  on  our  programs,  please 
call  Lynn  McMurdo,  Director  of  Admissions 
(412)781-5700  (ext.  296). 

We  add  life  to  years 


HARMARVILLE  REHABILITATION 
CENTER,  INC. 

P.O.  Box  11460,  Guys  Run  Road 
Pittsburgh,  PA  15238 
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The  changes  are  all  around 
us.  New  HMO's.  Increasing  numbers 
of  medical  school  graduates.  Pyramiding 
patient  insurance  headaches.  Lack  of  dedicated 
personnel.  Increasing  malpractice  suits  and  pre- 


miums. 


This  is  a special  invitation  for  you  to  Aim  High  as 
a member  of  the  Air  Force  Health  Care  Team. 

One  of  the  advantages  you  would  enjoy  with  us  is 
time.  Time  for  your  patients.  Time  to  keep  profes- 
sionally current.  Time  to  relax.  30  days  of  vacation 
with  pay  each  year. 

Another  advantage  is  peace  of  mind — financial 
security  now,  and  a generous  retirement  if  you 
qualify. 

Leave  the  administrative  hassles  to  others.  Find 
out  about  an  Air  Force  practice  by  calling  me  in 
complete  confidence. 


Capt.  George  Berberich 

121  Wyck  St.,  Suite  307C 
Richmond,  VA  23225 
(804)  771-2127 


A great  way  ol  life 


© 1985  The  Upjohn  Company 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001  USA 
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Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 


H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage  Ceclor*  cefaclor.  Lilly)  is  indicated  m the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections  including  pneumonia  caused  by 
Streptococcus  pneumoniae  l Diplococcus  pneumoniae).  Haemoph 
ilus  influenzae  and  S pyogenes  (group  A beta-hemolytic 
streptococci 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  m patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS  INCLUDING  ANAPHYLAXIS. 
TO  BOTH  DRUG  CLASSES 

Antibiotics  including  Ceclor  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides  semisynthetic 
penicillins  and  cephalosporins',  therefore  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  ClosiriOium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases  manage 


ment  should  include  sigmoidoscopy  appropriate  bacteriologic 
studies  and  fluid  electrolyte  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued  or  when  it  is  severe  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - It  an  allergic  reaction  to 
Ceclor’  icefaclor.  Lillyi  occurs  the  drug  should  be  discontinued 
and  if  necessary  the  patient  should  be  treated  with  appropriate 
agents  e g pressor  amines  antihistamines  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  supermtection  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  sate  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg  s solutions  and  also  with  Climtest’ 
tablets  but  not  with  Tes-Tape’  (Glucose  Enzymatic  Test  Strip 
USP  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease  particularly 
colitis 

Usage  m Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor’  (cefaclor.  Lilly)  There  are 
however  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18  0 20.  0 21  and  0 16  meg /ml  at  two 
three  four  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is*  administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  m infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  ii  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and  frequently  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosmophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepatic  - Slight  elevations  in  SGOT.  SGPT.  or  alkaline 
phosphatase  values  |1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  H in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 

[O61702RI 


Note  Ceclor*  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
©1984  ELI  LILLY  AND  COMPANY 
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Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company 
Indianapolis  Indiana  46285 
Eli  Lilly  Industries.  Inc 
Carolina  Puerto  Rico  00630 


Elcomp.. .the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits . . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today— you'll  never 
feel  better. 


I w Data  General 


E1SET1F  systems,  ins. 


1101  Forbes  Avenue,  Pittsburgh,  PA  15219 
(800)  441-8386 
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STRENGTH 


. . . “and you 
thought  you’d 
gone  as  far  as 
you  could  go.’. 


INTRODUCING 
One  Financial  Place." 

Where  your  success  is  just 
the  starting  point. 

Your  position  in  life  is  enviable.  But  you 
face  complex  financial  decisions.  And,  find 
yourself  asking  if  there  is  somewhere  to  go 
for  help. 

There  is. 

One  Financial  Place,  the  Financial  and 
Trust  Services  Group  of  Kanawha  Valley  Bank. 

A group,  unlike  any  other  in  West  Virginia, 
designed  exclusively  for  the  successful,  like 
yourself,  who  seek  a single  comprehensive 
source  of  financial  information  and  assistance. 

At  One  Financial  Place  we  can  help  you 
make  the  most  of  your  success  by  offering 
you  a personalized  relationship  based  on 
strategies  that  reflect  your  attitudes  and 
objectives.  Asset  and  investment  manage- 
ment, financial  planning,  trust  administration, 
retirement  planning  and  other  specialties  to 
suit  your  needs.  We  operate  quickly,  indepen- 
dently and  objectively  to  keep  you  in  control 
ofyour  finances. 

If  you  want  to  turn  financial  opportunities 
into  profitable  realities,  call  One  Financial 
Place  at  (304)  348-7081. 

One  Financial  Place.  Where  success  is  just 
the  beginning. 


©Kanawha Yfolley  Bank 

A One  Valley  Bank 

Box  I 793  • Charleston.  WVA  25326  • Member  FDIC 
THREE  CONVENIENT  LOCATIONS: 

Downtown,  One  Valley  Square  at  Summers  and  Lee  ( 304-  348-7000) 
Kanawha  City,  57th  8,  MacCorkle  at  Kanawha  Mall  (304-348-1  177) 
West  Charleston,  Patrick  Street  and  Hills  Plaza  (304-348-  I 450) 
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McDonough  Caperton’s  electronic  claims 
billing  system  offers  the  health  care  provider 
significant  reductions  in  paperwork  and  pay- 
ment cycles. 

See  our  advertisement  in  this  issue. 


McDonough 

Caperlon 

Insurance 

Group 


Parker/ Hunter  wants  to  know. 


Now  that  you're 
making  money  howdo 
you  plan  to  keep  it? 


There  are  lots  of  ways  to  make  money.  But  there’s 
really  only  one  way  to  keep  it.  And  make  it  grow. 

You  have  to  have  a plan.  An  investment  plan. 

The  only  problem  is,  planning  takes  a lot  of  time. 

And  let's  face  it,  after  working,  throwing  a meal  together, 
reading  the  paper,  playing  with  the  kids,  walking  the  dog, 
and  mowing  the  lawn . . . who  has  time  left  over  to  spend 
thinking  about  investments? 

We  do.  Because  that's  our  job. 

At  Parker/Hunter,  whether  you  have  a little 
money  or  a lot,  the  first  thing  we  do  is  help  you  develop 
an  investment  plan.  A plan  to  help  you  keep  the  money  you 
make . . . and  make  more  from  the  money  you  keep. 

A plan  that  establishes  goals  and  objectives  that 
make  sense  for  you.  And  only  you. 

Then,  it's  on  to  the  fun  part. 

Because  once  we  know  where  you  want  to  go, 
we  can  help  you  make  the  right  investment  decisions  to 
put  you  where  you  ought  to  be. 

Get  started  today  with  a phone  call  or  visit  to  your 
local  Parker/Hunter  office. 

Have  we  got  plans  for  you. 

PARKER/ HUNTER 

We  just  might  he  the  most  important  part 
of  your  investment  portfolio. 

Clarksburg:  304/624-7444  ,WV  Toll  Free  800/352-8070 

Morgantown:  304/296-9133, WV  Toll  Free  800/352-2519 

Parkersburg:  304/422-8405,  WV  Toll  Free  800/642-1984 


State  of  the  Art  Protection 


State  of  the  art.  Such  a bold  statement  is  usually 
descriptive  of  medical  technology,  not  malpractice 
insurance.  But  the  level  of  achievement  Insurance 
Corporation  of  America  has  maintained  since  its 
founding  nine  years  ago  can  be  depicted  in  no  other 
way.  Just  as  the  qualities  embraced  by  this  assertion — 
strength,  expertise,  responsibility — are  necessary 
elements  of  your  daily  practice,  they  are  essential  to 
our  corporate  philosophy. 

Our  highly  selective  approach  to  underwriting, 
conservative  investment  philosophy  and  prudent 
operating  policies  provide  a strong  financial  base, 
which  solidifies  our  ability  to  protect  your  practice. 


Further,  as  a single-line  carrier,  our  commitment  to 
you  is  to  provide  a quality  product  and  service  for 
your  special  needs. 

Insurance  industry  submission  to  non-meritorious 
claims  is  a major  reason  why  malpractice  litigation  is 
a booming  business  and  why  physicians  are  paying 
the  price.  ICA  counters  in  this  volatile  market  by 
acting  rather  than  reacting  with  an  aggressive 
defense  posture.  And  our  strong,  professional  claims 
defense  team  is  the  cornerstone  of  our  responsibility 
to  you. 

State  of  the  art  protection — a bold  step  forward  in 
professional  liability  insurance. 


The  Specialist  in 
Professional  Liability . 


INSURANCE 
CORPORATION 
OF  AMERICA 


Houston,  Texas 


Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDR.  The  following  is  a brief  summary.  


* 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management.  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly  impaired. 

If  supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities. It  is  more  likely  in  the  severely  ill,  with  urine  volume  less  than 
one  liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K+  levels  should  be  determined.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  K+  intake.  Asso- 
ciated widened  ORS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  in  pregnancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available.  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
cally, a patient  transferred  from  the  single  entities  of  Dyrenium  (triamterene, 
SK&F  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
or  fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  could  lead  to  increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  Dyazide'  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice.  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide;  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  'Dyazide'.  The 
following  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  reserve  with  possible  metabolic  acidosis.  'Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
'Dyazide'.  but  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
rich  foods.  Corrective  measures  should  be  instituted  cautiously  and  serum 
potassium  levels  determined.  Discontinue  corrective  measures  and 
'Dyazide'  should  laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia. 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Cal- 
cium excretion  is  decreased  by  thiazides.  'Dyazide'  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 


Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions;  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances;  postural  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone.  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components.  Rare 
incidents  of  acute  interstitial  nephritis  have  been  reported.  Impotence  has 
been  reported  in  a few  patients  on  'Dyazide',  although  a causal  relationship 
has  not  been  established. 

Supplied:  'Dyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 

BRS-DZ:L39 


In  Hypertension*... 
When  You  Need  to 
Conserve  K+ 


Potassium  - Sparing 

DYAZIDE 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  19  Years  of  Confidence 


The  unique 
red  and  white 
Dyazide®  capsule: 
■four  assurance  of 
SK&F  quality. 


a product  of 

SK&F  CO. 

Carolina,  P R 00630 


©SK&F  Co  1983 


On  nitrates, 
but  angina  still 
strikes... 


After  a nitrate, 
add  ISOPTIN 

(verapamil  HCl/Knoll) 


To  protect  your  patients, as  well  as  their  quality  of  life, 
add  lsoptin  instead  of  a beta  blocker. 


First,  lsoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  lsoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  lsoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 
lsoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  lsoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%), 

Cardiovascular  contra- 
indications to  the  use  of 
lsoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
lsoptin . . .for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page. 


ISOPTIN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g , ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used-  (Note  interactions  with  digoxin  under  Precautions  ) ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quimdine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed  One  study  in  rats  did  not 
suggest  a tumorigemc  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%),  AV  block 
3rd  degree  (0.8%),  bradycardia  HR  < 50/min  (1  1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1  8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0 5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness,  claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
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EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 
JUST  ASK  THE 
PEOPLE  AT 
GEORGIA-PACIFIC. 

“For  me,  buying 
Savings  Bonds  is  an 
efficient  way  to  save 
for  a rainy  day.” 

—Laura  Schafer 


“Savings  Bonds  allow 
me  to  put  some 
money  away  before  I 
get  a chance  to  spend 
it.” 

—Rick  Crews 


“Besides  being  a good 
investment  in  my 
country,  Bonds  help 
me  save  for  my  two 
daughters.” 

— Craig  Hcimbigner 


U.S.  Savings  Bonds  now 
offer  higher,  variable  interest 
rates  and  a guaranteed  return. 
Your  employees  will  appreciate 
that.  They’ll  also  appreciate  your 
giving  them  the  easiest,  surest 
way  to  save. 

For  more  information, 
write  to:  Steven  R.  Mead, 
Executive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
20226. 


US  SAVINGS  BONDS^ 

Paying  Better  Than  Ever ' ~ 

A public  service  of  this  publication. 


ALZHEIMER’S  DEMENTIA 


Cure  of  the  disease  is  still  out  of  reach. 
In  as  devastating  a condition  as  this, 
even  the  most  modest  relief  of 
symptoms — or  for  that  matter  keeping 
them  from  getting  worse  or  merely 
slowing  their  intensification — is  a 
great  contribution  to  patient  and  family. 

HYDERGINE®  LC  (ergoloid  mesylates)  is 
indicated  for  patients  over  age  sixty 
who  manifest  signs  and  symptoms  of 
idiopathic  mental  decline.  It  appears 
that  individuals  who  respond  to 

HYDERGINE  LC  therapy  are  those  who 
would  be  considered  to  suffer  from 
some  ill-defined  process  related  to 
aging  or  to  suffer  from  some 
underlying  condition  such  as 
Alzheimer’s  dementia. 

Before  prescribing  HYDERGINE  therapy,  the  possibility  that  the  patient's  signs  and 
symptoms  arise  from  a potentially  reversible  and  treatable  condition  should  be 
excluded.  In  addition,  because  the  presenting  clinical  picture  may  evolve  to  suggest 
an  alternative  treatment,  the  decision  to  use  HYDERGINE  therapy 
should  be  continually  reviewed. 

HYDERGINE®  LC 

(ergoloid  mesylates) 
liquid  capsules,  1 mg 

THE  ONLY  PRODUCT  INDICATED  FOR  ALZHEIMER’S  DEMENTIA. 


© 1985  Sandoz.  Inc 


HYD-1085-13 


For  Brief  Summary,  please  see  following  page. 


HYDERGINE  LC 


(eryoloid  mesylates)  ]mgd  car u,es 


Indications:  Symptomatic  relief  of  signs  and 
symptoms  of  idiopathic  decline  in  mental  capacity 
(i.e.,  cognitive  and  interpersonal  skills,  mood,  self- 
care,  apparent  motivation)  in  patients  over  sixty. 
It  appears  that  individuals  who  respond 
to  HYDERGINE  therapy  are  those  who  would 
be  considered  clinically  to  suffer  from  some 
ill-defined  process  related  to  aging  or  to  have  some 
underlying  dementing  condition,  such  as  primary 
progressive  dementia,  Alzheimer’s  dementia,  senile 
onset,  or  multi-infarct  dementia.  Before  pre- 
scribing HYDERGINE*  (ergoloid  mesylates),  the 
physician  should  exclude  the  possibility  that  signs 
and  symptoms  arise  from  a potentially  reversible 
and  treatable  condition,  particularly  delirium  and 
dementiform  illness  secondary  to  systemic  disease, 
primary  neurological  disease,  or  primary 
disturbance  of  mood.  Not  indicated  for  acute  or 
chronic  psychosis  regardless  of  etiology  (see 
Contraindications). 

Use  of  HYDERGINE  therapy  should  be  continually 
reviewed,  since  presenting  clinical  picture  may 
evolve  to  allow  specific  diagnosis  and  specific  alter- 
native treatment,  and  to  determine  whether  any 
initial  benefit  persists.  Modest  but  statistically 
significant  changes  observed  at  the  end  of  twelve 
weeks  of  therapy  include:  mental  alertness,  confu- 
sion, recent  memory,  orientation,  emotional  labil- 
ity, self-care,  depression,  anxiety/fears,  cooperation, 
sociability,  appetite,  dizziness,  fatigue,  bother- 
some(ness),  and  overall  impression  of  clinical 
status. 

Contraindications:  Hypersensitivity  to  the  drug: 
psychosis,  acute  or  chronic,  regardless  of  etiology. 
Precautions:  Because  the  target  symptoms  are  of 
unknown  etiology,  careful  diagnosis  should  be 
attempted  before  prescribing  HYDERGINE  (ergo- 
loid mesylates)  preparations. 

Adverse  Reactions:  Serious  side  effects  have  not 
been  found.  Some  transient  nausea  and  gastric 
disturbances  have  been  reported,  and  sublingual 
irritation  with  the  sublingual  tablets. 

Dosage  and  Administration:  1 mg  three  times  daily. 
Alleviation  of  symptoms  is  usually  gradual  and 
results  may  not  be  observed  for  3-4  weeks. 

How  Supplied:  HYDERGINE  LC  (liquid  capsules); 
1 mg,  oblong,  off-white,  branded  "HYDERGINE  LC 
1 mg”  on  one  side,  "A”  other  side.  Packages  of  100 
and  500.  (Encapsulated  by  R.  R Scherer,  N.A., 
Clearwater,  Florida  33518). 

HYDERGINE  (ergoloid  mesylates)  tablets  (for 
oral  use);  1 mg,  round,  white,  embossed 
"HYDERGINE  1"  on  one  side,  “A"  other  side. 
Packages  of  100  and  500. 

Each  liquid  capsule  or  tablet  contains  ergoloid 
mesylates  USP  as  follows:  dihydroergocornine 
mesylate  0.333  mg,  dihydroergocristine  mesylate 
0.333  mg,  and  dihydroergocryptine  (dihydro- 
alpha-ergocryptine  and  dihydro-beta-ergocryptine 
in  the  proportion  of  2:1)  mesylate  0.333  mg,  repre- 
senting a total  of  1 mg. 

Also  available:  HYDERGINE  sublingual  tablets; 
1 mg,  oval,  white,  embossed  "HYDERGINE"  on  one 
side,  “78-77"  other  side.  Packages  of  100  and  1000. 
0.5  mg,  round. white,  embossed  “HYDERGINE  0.5" 
on  one  side,  “A"  other  side.  Packages  of  100  and 
1000. 


HYDERGINE  liquid;  1 mg/ml.  Bottles  of  100  mg 
with  an  accompanying  dropper  graduated  to  deliver 

1 mg.  [HYD— ZZ24— 615  84) 


Before  prescribing,  see  package  circular  for  full 
product  information.  HYD-1085-13 


DORSEY  PHARMACEUTICALS 
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“Olympic 
gold  medals 
symbolize 
America’s 
best.  So  do 
U.S.  Savings 
Bonds.” 

Bonds  have  always  been 
great  for  our  country,  but 
now  they’re  better  for  you. 
That’s  because  Bonds  earn 
high  market  interest 
rates — so  you’re  guaranteed 
to  reach  your  goals  faster. 

Join  America’s  team  and 
buy  U.S.  Savings  Bonds 
where  you  work  and  bank. 
You’ll  be  the  winner. 


Rowdy  Gaines,  World’s  Fastest 
Swimmer  and  Winner  of  three 
Gold  Medals  at  the  1984 
Summer  Olympics 

usW 
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A public  service  of  this  publication. 


Manuscript  Information 

Manuscripts  to  be  presented  for 
publication  in  The  West  Virginia 
Medical  Journal  should  be  type- 
written, triple-spaced,  on  one  side 
only  of  firm  (no  onion  skin  or 
flimsy),  standard  letter  sized  (8V2 
by  11  in.)  white  paper.  Wide 
margins  at  least  1 V4  in.  on  left) 
should  be  left  free  of  typing.  On 
the  first  or  title  page  should  be 
shown  the  title  of  the  article,  the 
name  (or  names)  of  the  author, 
and  his  degrees.  Pages  should  be 
numbered  consecutively,  the  page 
number  being  shown  in  the  right 
upper  corner  along  with  the  sur- 
name of  the  author. 

Where  reference  is  made  to  gen- 
erically-designated  drugs,  the  first 
such  reference  must  be  followed  by 
parentheses  containing  the  most 
commonly  known  trade-name  drug 
of  that  designation.  In  addition,  a 
listing  of  all  generic  drugs  men- 
tioned in  the  article,  with  their 
trade-name  equivalents,  should  ap- 
pear at  the  end  of  the  article. 

A short  abstract  summarizing  the 
manuscript  should  be  included. 
This  should  be  typed  in  double 
space  on  a separate  page. 

Authors  are  requested  to  submit 
a copy  with  the  original. 

Illustrations  should  be  numbered 
and  their  approximate  locations 
shown  in  the  text.  Each  should  be 
identified  by  placing  on  its  back 
the  author’s  name,  its  number  and 
an  indication  of  its  “top.”  Draw- 
ings and  charts  intended  for  re- 
production should  be  done  in  black 
(India)  ink  on  pure  white.  Pho- 
tographs should  be  on  glossy  paper 
and  minimum  of  about  5 by  7 in. 
in  size.  Cost  of  printing  black  and 
white  photos  in  excess  of  4 will  be 
billed  to  author,  and  no  more  than 
25  references  will  be  published  free 
of  charge  to  the  author.  A legend 
should  be  provided  for  each  illus- 
tration and,  preferably,  attached  to 
it. 

All  scientific  material  appearing 
in  The  Journal  is  reviewed  by 
the  Editorial  Board.  Manuscripts 
should  be  mailed  to  The  Editor, 
West  Virginia  Medical  Journal, 
Box  4106,  Charleston,  W.  Va. 
25364. 


Special  Article 


Presidential  Address* 


CARL  J.  RONCAGLIONE,  M.  D. 
South  Charleston,  Immediate  Past 
President,  West  Virginia  State 
Medical  Association 


If  I have  any  message  for  you  today 
it  is  this:  “Unto  whom  much  is 

given,  much  is  required.” 

Officers  and  Executive  Committee 
of  the  West  Virginia  State  Medical 
Association,  members  of  the  Council, 
House  of  Delegates,  members,  and  la- 
dies and  gentlemen,  this  last  appear- 
ance before  you  in  the  office  of  Presi- 
dent is  both  pleasing  and  saddening 
for  me.  Pleasing  becausing  we  have 
had  some  successes  this  year.  Sadden- 
ing because  of  the  tumultuous  changes 
affecting  medicine  today.  One  year 
ago  I came  to  this  microphone  to 
thank  this  House  for  your  confidence 
in  electing  me  to  the  most  honored 
position  in  West  Virginia  medicine. 
I wish  to  thank  you  again  today.  The 
warmth  and  hospitality  with  which  I 
have  been  received  across  the  state  has 

“Presented  at  the  second  and  final  session 
of  the  House  of  Delegates,  1 18th  Annual 
Meeting  of  the  West  Virginia  State  Medical 
Association,  Charleston,  WV,  August  17, 
1985. 


exceeded  any  joy  I ever  anticipated, 
more  than  any  individual  has  a right 
to  expect. 

One  word  to  the  bowlegged  Morgan- 
townian,  who  is  about  to  assume  the 
office.  On  second  thought,  a story 
about  two  Martians  would  better  ex- 
press this  word  of  advice.  Two  Mar- 
tians landed  on  the  road  next  to  a golf 
course.  Curious,  they  watched  a golfer 
knock  the  ball  into  the  rough  and  then 
saw  what  a hard  time  he  had  getting 
it  out.  Next,  the  golfer  hit  one  into 
the  sandtrap.  Again  the  Martians 
watched  the  struggle  to  get  it  out. 
Finally  the  golfer  hit  a hole  in  one. 
Said  one  Martian  to  the  other,  “Now’ 
he  is  really  in  trouble.” 

Next,  please  join  me  in  thanking 
some  very  fine  people  for  this  great 
year  I have  had.  Tommie,  my  wife. 


“ The  item  of  highest  priority 
before  us  is  the  issue  of  the 
professional  liability  crisis  . . . 
Without  a doubt , the  ground- 
work has  been  laid  and  we  can 
indeed  expect  success  this  year 
in  achieving  a number  of  tort 
reforms 


has  driven  practically  every  one  of  the 
20,000  miles  we  have  traveled 
throughout  the  state  of  West  Virginia. 
She  has  been  my  friend,  my  consult- 
ant, advisor  and  critic.  Please  recog- 
nize her  for  these  efforts  well  done. 
My  partner,  Dr.  Paul  Bachwitt,  and 
my  office  staff  accepted  this  commit- 
ment with  me  last  year  and  have  per- 
formed accordingly.  I thank  them 
sincerely.  The  members  of  the  Execu- 
tive Committee  and  Council  have  giv- 
en of  their  time  and  advice  freely,  and 
for  this  I am  deeply  appreciative. 

Dr.  Walter  Fix  is  completing  his 
second  term  as  Chairman  of  the  Coun- 
cil, representing  a term  of  dedicated 
service  exceeding  a decade.  His  out- 


standing performance  exceeds  that 
which  could  be  asked  of  anyone.  His 
devotion  to  the  concerns  of  the  West 
Virginia  State  Medical  Association 
are  even  more  astonishing  when  one 
considers  the  long  distances  he  has 
had  to  travel.  Every  physician  in  West 
Virginia  owes  him  a great  debt  of 
gratitude. 

Other  Thanks 

Special  thanks  to  Dr.  Dave  Morgan, 
who  like  myself  is  a former  World 
War  II  landing  craft  tank  commander, 
and  who  responded  on  every  occasion 
when  I had  a schedule  conflict. 

The  committee  chairmen  have  per- 
formed efficiently  and  thoroughly  and 
are  the  ones  who  make  this  organiza- 
tion go.  I wish  to  pay  a special  tribute 
of  thanks  to  Dr.  Jack  Leckie,  who  is 
also  a former  World  War  II  landing 
craft  tank  commander,  and  his  Insur- 
ance Committee,  who  have  spent 
countless  hours,  mostly  on  weekends, 
on  behalf  of  the  members  on  insurance 
matters.  No  one  can  really  know  or 
appreciate  the  efforts  this  issue  has  re- 
quired this  year,  to  say  nothing  of 
each  of  the  10  preceding  years.  The 
Audit  Committee,  chaired  by  Dr. 
Charles  Turner,  has  done  an  outstand- 
ing job  and  has  made  my  job  much 
easier.  The  Constitution  and  Bylaws 
Committee,  headed  by  Dr.  Hugh 
Wiley  of  Morgantown,  has  done  a her- 
culean job  of  reviewing  the  new  pro- 
posed constitution  and  bylaws  docu- 
ment and  made  the  recommendations 
for  the  extensive  amendment  of  that 
document.  All  of  us  owe  a note  of  ap- 
preciation to  Dr.  Eric  Radin,  Chair- 
man and  Professor  of  the  Department 
of  Orthopedic  Surgery,  West  Virginia 
University,  and  his  committee  for  a 
timely  and  educational  program  this 
year.  Right  from  the  beginning  he 
was  determined  to  add  to  our  knowl- 
edge on  matters  related  to  medicine. 
I commend,  congratulate  and  thank 
him. 

A thankless  job  is  that  of  the  office 
of  Treasurer.  Dr.  Art  Shawkey  has 
turned  in  a splendid  performance. 
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Please  recognize  him  for  his  devotion 
to  this  duty.  There  are  countless  other 
physicians  who  have  contributed  gen- 
erously of  their  time  and  energy  to 
help  me  make  it  through  the  year.  To 
each  of  them  I will  forever  be  grate- 
ful. 

This  message  would  be  remiss  if 
note  was  not  made  of  the  tremendous 
contribution  by  Mrs.  Esther  Weeks 
and  Mrs.  Jimmie  Mangus  and  the 
army  of  Auxilians  they  represent.  I 
thank  them  from  the  bottom  of  my 
heart. 

Headquarters  Staff 

The  hub  and  energy  of  the  West 
Virginia  State  Medical  Association  is 
generated  by  its  headquarters  staff. 
Mert  Scholten  has  directed  us  on  a 
straight  and  steady  course  through  a 
year  strewn  with  obstacles  and  pitfalls. 
His  energy,  enthusiasm,  ability,  in- 
telligence, and  talent  is  the  very  es- 
sence of  confidence,  optimism,  and  a 
deep  sense  of  knowing  that  out  of  the 
current  confusion  of  pressures  wash- 
ing against  medicine  today  lies  suc- 
cess in  the  future.  Please  recognize 
Mert  Scholten  and  his  wife,  Karen, 
who  has  helped  him  carve  a secure 
niche  in  the  West  Virginia  scene  in 
only  one  year.  Thank  you,  Mert  and 
Karen,  for  being  a friend  and  an  ad- 
visor during  the  past  year.  Karen,  we 
are  fully  aware  of  the  mountains  of 
paper  work  you  have  tackled,  provid- 
ing and  even  driving  the  vans  for 
transportation  and  just  being  a handy 
woman  in  general.  We  thank  you  sin- 
cerely. 

Mrs.  Mary  Hamilton  unquestionably 
is  a workaholic.  She  seems  to  handle 
15  major  items  all  at  once  with  no 
great  effort.  Keeping  our  organization 
running  as  she  has  over  the  past  two 
decades  is  indeed  an  achievement  that 
deserves  recognition.  Putting  together 
the  Annual  Meeting  regularly  as  she 
does  is  a colossal  job  in  itself.  With- 
out your  help,  Mrs.  Mary,  I could  not 
have  functioned  at  all  this  year.  Please 
recognize  Mary  Hamilton. 

Sue  Shanklin  keeps  the  records,  the 
income,  the  outgo,  balances  the  books 
and  reconciles  the  differences  in  a 
masterly  way.  Without  her  we  surely 
would  have  problems.  Please  recog- 
nize Mrs.  Sue  Shanklin. 


While  there  are  others  who  labor  in 
our  behalf  at  the  state  headquarters 
and  are  hereby  recognized,  there  is 
one  who  has  devoted  his  life  as  much 
as  any  other  to  our  cause.  He  is  Mr. 
Custer  Holliday.  He  is  our  communi- 
cations director,  which  includes  The 
Journal  and  the  newly  initiated  news- 
letter, “The  Wesgram,”  among  other 
chores.  He  is  knowledgeable,  able  and 
efficient  and  I thank  him  for  his  edi- 
torial advice  and  guidance  this  year. 
Please  recognize  Mr.  Custer  Holliday. 

Professional  Liability  Crisis 

“Unto  whom  much  is  given,  much 
is  required.”  That  is  a quote  from  the 
Book  of  Luke  12:48.  You  will  see  as 
I proceed  that  much  will  indeed  be 
required  of  us.  Because  physicians 
have  the  responsibility  to  help  solve 
related  societal  problems,  the  follow- 
ing suggestions  are  made.  The  item 
of  highest  priority  before  us  is  the  is- 
sue of  the  professional  liability  crisis. 
It  is  not  necessary  to  recount  the  de- 
tails of  this  story  in  West  Virginia, 
except  to  say  that  the  subject  has  been 
brought  to  the  attention  of  our  citizens 


“ Because  of  the  gravity  of 
this  (professional  liability)  is- 
sue, a task  force  of  the  West 
Virginia  State  Medical  Associa- 
tion has  been  appointed  and  is 
at  ivork  preparing  for  our 
activities  for  the  coming  year.” 


and  we  achieved  a public  hearing  re- 
sulting in  the  creation  of  an  interim 
legislative  study  committee  now  at 
work  preparing  recommendations  for 
the  forthcoming  Legislature  in  Jan- 
uary. Without  a doubt,  the  ground- 
work has  been  laid  and  we  can  indeed 
expect  success  this  year  in  achieving 
a number  of  tort  reforms.  A summary 
of  our  reform  proposals  is  contained 
in  this  year’s  Senate  Bill  348  and 
House  Resolution  1742.  The  two  most 
desirable  reforms  probably  are  the  cap 
on  noneconomic  awards  and  the  stat- 
ute of  limitations.  We  should  add  a 
proposal  for  a legal  requirement  of 
certification  that  a record  has  been  re- 
viewed by  competent  medical  au- 
thority and  has  been  judged  to  be 
meritorious  with  respect  to  the  anti- 


cipated legal  action.  A proposal  for 
penalties  for  frivolous  actions  should 
also  be  included. 

Because  of  the  gravity  of  this  issue, 
a task  force  of  the  West  Virginia  State 
Medical  Association  has  been  appoint- 
ed and  is  at  work  preparing  for  our 
activities  for  the  coming  year.  We 
need  to  be  ready  with  appropriate 
proposals  to  the  interim  study  and  to 
the  second  session  of  the  67th  Legis- 
lature. At  its  first  meeting  the  task 
force  endorsed  additional  proposals  to 
strengthen  the  West  Virginia  Board  of 
Medicine  and  our  peer  review  system. 
A special  smaller  task  force  was  ap- 
pointed especially  for  these  two  pur- 
poses. 

The  task  force  also  considered  pro- 
posals to  call  attention  to  the  issue  of 
judicial  accountability  and  tort  re- 
form, which  are  basic  to  the  solution 
of  the  liability  problem.  Currently, 
three  liberal  State  Supreme  Court 
Judges  in  California  are  being  expos- 
ed. Very  likely  this  trend  will  spread 
across  the  nation. 

Even  though  it  may  seem  that  the 
sky  is  falling  on  us,  there  is  a small 
clearing  in  the  clouds  through  which 
sunshine  has  broken  in  the  form  of  a 
recent  AMA  proposal  to  Congress  en- 
titled the  Professional  Liability  Re- 
form Act  of  1985.  This  Act  provides 
for  federal  grant  incentives  to  states 
for  the  study  and  enactment  of  a num- 
ber of  professional  liability  reforms 
shown  to  have  favorable  effects  upon 
the  problem  in  some  states  in  which 
their  constitutionality  has  been  up- 
held. “The  Professional  Liability  Re- 
form Act  of  1985”  should  not  be  con- 
fused with  “The  Medical  Malpractice 
Reform  Act  of  1985”  introduced  to 
Congress  recently  by  Representative 
Marzk  of  New  York.  The  latter  calls 
for  a number  of  tort  reforms  to  be 
imposed  at  the  federal  level.  The 
former  AMA  proposal  provides  finan- 
cial incentive  to  states  which  pass  a 
package  of  liability  tort  reforms  to  be 
imposed  at  the  state  level.  If  and 
when  accepted  by  Congress,  this  pro- 
cess can  be  implemented  simply  with 
the  signature  of  the  governor.  Infor- 
mation, a copy  of  the  bill,  and  appro- 
priate recommendations  have  already 
been  forwarded  to  our  Governor. 
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Alternative  Delivery, 

Payment  Systems 

A problem  of  equally  high  visibility 
is  the  matter  of  alternative  delivery 
systems  and  alternative  payment  sys- 
tems. Encompassed  herein  are  also  the 
issues  of  corporatization  of  medicine, 
takeover  by  profit  conglomerates,  and 
now  rapid  expansion  of  not-for-profit 
hospital  chains.  Implicit  in  these  ac- 
tions is  the  so-called  vertical  integra- 
tion of  services,  including  physician- 
performed  service.  The  patients  will 
be  numbered  and  pigeon-holed,  the 
physicians  will  be  working  under  as- 
sembly-line conditions,  and  a mega- 
system of  corporately  owned,  corpor- 
ately managed  cluster  of  hospitals, 
out-patient  clinics,  emergency  rooms, 
surgery  centers  and  immediate-care 
centers  will  be  staked  out  geograph- 
ically to  lay  claim  to  a specific  service 
area.  In  my  opinion  this  scenario  is 
badly  overstated.  A far  less  ominous 
picture  will  result,  I believe.  Vertical 
integration  to  some  means  a system  of 
overall  capitation  with  medical  care 
delivery  for  a set  per  capita  fee  with 
the  base  of  the  systems  determined 
without  recourse  to  negotiations 
among  the  parties  involved.  I don’t 
believe  this  will  happen.  More  likely, 
vertical  integration  will  come  to  mean 
a series  of  integrated  activities,  each 
of  which  can  and  should  be  negotiated 
among  physicians,  managers,  and  ad- 
ministrators as  part  of  a total  package 
to  be  offered  to  the  enrolled  patient. 
Paul  Starr,  the  sociologist  author  of 
the  Social  Transformation  of  Ameri- 
can Medicine,  did  not  anticipate  that 
the  physicians  would  be  helpless  or 
his  work  conditions  controlled  and  his 
level  of  compensation  reduced.  Phy- 
sician services  are  necessary  for  any 
delivery  of  medical  care,  and  therefore 
a basic  independence  can  be  preserv- 
ed through  the  right  to  negotiate. 

Yes,  the  system  does  propose  some 
threats  such  as  competitively  under- 
mining physician  compensation,  the 
ability  of  younger  physicians  to  estab- 
lish a private  practice,  and  residency 
training  and  graduate  education  fund- 
ing, and  it  may  well  prove  disruptive 
to  the  hospital /physician  relationship. 
The  prospective  pricing  system  un- 
questionably has  built-in  incentives  to 
skimp  on  treatment,  thereby  lowering 


the  quality  of  care.  A number  of  ques- 
tions arise.  Who  will  protect  the  pa- 
tient against  exploitation  for  profit? 
Physicians  who  get  involved  in  for- 
profit  health  care  business  sooner  or 
later  face  an  inevitable  conflict  be- 
tween the  interest  of  the  patient  and 
those  of  the  company.  The  medical 
ethic  is  to  preserve  life  and  ease  suffer- 
ing: The  business  ethic  is  to  maxi- 
mize returns  without  breaking  the  law. 
Will  the  business  or  the  medical  ethic 
prevail?  Will  poor  financial  perform- 
ance result  in  the  doctor  being  fired? 
Will  physicians  be  rewarded  for  se- 
lecting profitable  patients  and  enhanc- 
ing the  company  treasure?  Will  many 
time-consuming  patient  services  that 
require  no  lab  or  diagnostic  tests  be 
discouraged  or  even  eliminated? 

Public's  Ranking  of  Physicians 

In  public  opinion  polls,  trust  in  cor- 
porations ranks  far  down  the  trust- 
worthiness scale  in  comparison  to  trust 


“Physicians  who  get  involved 
in  for-profit  health  care  busi- 
ness sooner  or  later  face  an 
inevitable  conflict  between  the 
interest  of  the  patient  and  those 
of  the  company 


in  one’s  personal  physician.  Will 
physician  ranking  slide  as  the  corpor- 
ate influence  causes  the  patient  to 
wonder  whose  interest  the  physician  is 
serving?  Very  likely.  Physicians 
have  an  obligation  to  be  cost  con- 
scious. Moving  from  the  position  of 
patient  advocate  to  the  financial  gate- 
keeper, however,  can  have  tragic  con- 
sequences for  society.  It  is  hard  to 
see  how  quality  medicine  can  survive 
in  any  recognizable  form  if  the  worst 
of  these  scenarios  develops. 

The  history  of  alternative  delivery 
systems  in  West  Virginia  may  provide 
some  insight.  Most  were  only  short 
lived.  For  two  or  three  decades  be- 
ginning in  1920,  much  of  the  medical 
care  in  West  Virginia  was  provided 
through  the  medium  of  the  coal  bar- 
ons, who  exported  the  profits.  For 
another  two  to  three  decades,  begin- 
ning in  1940,  the  delivery  system  was 
through  the  medium  of  the  labor 
barons,  and  again  the  profits  were  ex- 
ported. The  rise  and  fall  of  these  two 


systems  is  well  known.  Note  that  the 
half  life  of  an  alternative  delivery 
system  is  approximately  10  years. 
Few  survive  a second  decade.  The 
people  rejected  both  systems  when 
they  learned  of  the  restrictions  on 
freedom  of  choice  of  hospital  and  phy- 
sician. 

Many  of  the  nation’s  top  military 
suppliers  have  been  in  the  news  of 
late  for  financial  gouging  of  the  De- 
fense Department.  Investigations  of 
labor’s  stewardship  of  funds  allocated 
for  health  and  pensions  have  been 
numerous.  Congress  just  last  week, 
for  the  eighteenth  time  in  20  years, 
has  failed  to  balance  the  budget.  “We 
just  don't  have  a willingness  to  do  it,” 
said  Pete  Domenci  (R-NM),  Chair- 
man of  the  Senate  Budget  Committee. 
Inevitably,  a convention  specifically 
for  amending  the  Constitution  for  this 
purpose  will  be  called.  The  people 
will  demand  it.  Is  there  any  wonder 
that  there  is  much  skepticism  as  to 
the  ability  of  government  or  corporate 
institutions  to  manage  the  complex 
and  highly  variable  medical  care  sys- 
tem of  our  nation?  A 7.5-per  cent 
decline  in  occupancy  rate  from  1984 
to  1985,  and  a 10-million-dollar  dip 
in  income  occurred  in  one  of  the  larg- 
est, conglomerate,  for-profit  hospital 
corporations  in  America,  although 
only  45  per  cent  of  its  hospitals  were 
ruled  by  diagnostic  related  groups. 
All  for-profit  corporations  experienced 
a similar  decline  this  year.  One  had 
a drop  in  return  of  its  investment  from 
29.2  per  cent  to  only  20  per  cent.  Is 
there  a message  here  that  can  be  read 
into  the  future? 

Recognizable  Flaws 

Alternative  payment  systems,  in- 
cluding Medicare,  all  have  recogniz- 
able flaws.  Given  Medicare’s  definition 
of  usual,  customary,  reasonable  and 
prevailing  fees,  modified  by  the  Eco- 
nomic Index  {El)  frozen  at  0 per  cent 
since  October  1,  1984,  and  with  the 
superimposed  participating /nonparti- 
cipating agreements,  wide  disparities 
have  developed  in  payment  for  the 
same  services  nationwide.  A review 
of  the  Directory  of  Prevailing  Charges 
(DPC)  compiled  by  Medicare  B re- 
veals even  greater  discrepancies  in 
payment  for  the  same  services  on  a 
geographic  basis.  The  payment  for 
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hernia  repair  is  50  per  cent  greater  in 
San  Francisco  than  in  Dallas.  The 
ratio  for  hernia  repair  to  a medical 
office  visit  ranges  from  14:8  in  Chi- 
cago to  6:0  in  Denver.  The  UCR  sys- 
tem is  therefore  subject  to  much  ma- 
nipulation. There  is  no  consistency  or 
rhyme  or  reason  underlying  the  Medi- 
care payment  system.  There  is,  in 
fact,  no  mechanism  in  the  Medicare 
system  for  reconciling  doctor-generat- 
ed appeals.  No  mechanism  exists 
within  any  use  of  the  usual,  customary 
and  reasonable  system  whereby  ex- 
perienced clinicians  may  exercise  their 
judgement  in  establishing  the  rela- 
tivity among  physician  services.  The 
Blues’  treatment  of  this  system  is  well 
known.  The  original  California  Rela- 
tive Value  Studies  were  not  based  on  a 
physician  consensus  process  or  on  ob- 
jective data  concerning  what  is  re- 
quired to  provide  a service,  and  up- 
dates likewise  were  not  derived  from  a 
physician  consensus  but  only  reflected 
current  charges  by  physicians  in  a 
given  geographic  area. 

A Harvard  School  of  Public  Health 
Study,  published  in  1979,  attempted 
to  determine  factors  fundamental  in 

“ Lump  sum  payments  to  the 
hospital  and  physician  will  raise 
insurmountable  problems  which 
not  only  will  be  divisive  but 
destructive  to  the  quality  of  the 
medical  care  process 


providing  physician  services.  This  in- 
cluded the  time  required  for  the  serv- 
ice, complexity  of  the  service,  train- 
ing in  related  physician  efforts  and 
cost,  and  office  overhead  expenses. 
Massachusetts  Medicaid  adopted  this 
system  in  1983  but  discarded  it  in 
August,  1984.  There  was  no  physician 
consensus  as  to  the  validity  of  this 
system.  The  choice  of  physicians  for 
Medicare  recipients  under  this  system 
was  severely  restricted. 

Payment  for  physician  services  may 
soon  be  on  a prospective-payment- 
system,  diagnostic-related-group  basis. 
Lump  sum  payments  to  the  hospital 
and  physician  will  raise  insurmount- 
able problems  which  not  only  will  be 
divisive  but  destructive  to  the  quality 
of  the  medical  care  process. 


Indemnity  Schedule  Needed 

A Medical  Indemnity  Value  Sched- 
ule (MIVS)  arrived  at  through  a phy- 
sician consensus  process  is  needed.  In 
no  other  area  of  insurance  is  the  in- 
demnity principle  violated  as  it  is  in 
current  medical  reimbursement  eco- 
nomics. A medical  indemnity  value 
schedule  will  solve  most  of  the  medi- 
cal financing  administrative  problems, 
avoid  another  bureaucracy,  and  have  a 
strong  deterrent  influence  on  rising 
costs  by  virtue  of  the  individual  re- 
sponsibility and  patient  participation 
required.  Patient  choice  and  clinical 
freedom  also  would  he  preserved. 
Such  a system  will  not  be  without 
fault.  It  will  he  like  Winston  Churchill 
said  about  democracy,  “It  is  the  worst 
system  ever  until  one  considers  the 
alternatives.” 

A Medical  Retirement  Account 
I MRA)  which  would  work  much  like 
an  Individual  Retirement  Account 
(IRA)  has  great  potential  and  cur- 
rently is  being  studied  by  the  Ameri- 
can Medical  Association. 

In  our  meeting  with  the  United 
Mine  Workers  Welfare  personnel  this 
year,  it  was  suggested  by  them  that  a 
committee  of  the  West  Virginia  State 
Medical  Association  compile  an  out- 
line of  the  concerns  of  the  physicians 
in  West  Virginia  for  the  purpose  of 
incorporating  those  concerns  into  the 
1988  contract  negotiations.  This  in- 
formation will  be  needed  early  in 
1987.  This  is  an  example  of  the  type 
of  interaction  between  medicine  and 
other  institutions  concerned  with  the 
cost  and  delivery  of  health  care  in  the 
future. 

The  State  Medical  Association  has 
embarked  upon  a plan  to  study  and 
eventually  implement  a statewide  pre- 
ferred provider  organization,  and  you 
will  be  hearing  more  about  this  in  the 
next  30  days. 

Workers’  Compensation  costs  in 
West  Virginia  continue  to  rank  near 
the  top  in  the  nation.  Compensation 
payments  per  employee  rose  from 
$399  in  1982  to  $482  per  employee, 
per  week,  in  1984,  an  increase  of 
nearly  21  per  cent.  As  this  impacts 
upon  West  Virginia’s  competitiveness 
in  regional,  national  and  global  mar- 
kets, the  time  indeed  has  come  for 


business,  medicine  and  labor  to  work 
toward  legitimate  solutions  and  ap- 
propriate legislation,  which  would 
alleviate  this  dilemma. 

Treatment  of  physicians  by  the 
West  Virginia  Department  of  Health 
and  Human  Services  continues  to  be 
shabby.  It  is  more  a matter  of  de- 
partment philosophy  than  an  economic 
necessity.  An  editorial  in  the  May  is- 
sue of  the  West  Virginia  Medical  Jour- 
nal entitled  “Lions  Versus  Lambs” 
documented  that  physicians  receive 
only  9.8  per  cent  of  the  total  distribu- 
tion of  over  35  million  dollars  dis- 
persed annually  by  the  department. 
Physicians  experienced  a much  higher 
rate  of  denial  of  claims  than  any  other 
provider  entity.  At  the  recent  meeting 
of  the  Medical  Services  Fund  Advi- 
sory Council  for  the  Department  of 
Health  and  Human  Services  on 
Wednesday,  July  17,  1985,  this 

spokesman  recommended  that  the  de- 
partment reorder  its  priorities  and 
eliminate,  if  necessary,  some  non- 


“A  Medical  Indemnity  Value 
Schedule  (MIVS)  arrived  at 
through  a physician  consensus 
process  is  needed 

essential  services  in  order  to  correct 
these  problems.  This  same  message 
has  been  brought  to  the  department 
for  over  a decade  by  various  repre- 
sentatives of  the  State  Medical  Asso- 
ciation. The  department  still  pays 
physicians  on  a 1966-67  fee  schedule 
basis. 

WESPAC  Participation 

Forums  for  our  views  are  available 
through  our  individual,  personal  and 
political  leanings,  our  social  outlets, 
from  our  individual  offices,  and  col- 
lectively through  our  State  Medical 
Association  and  its  Auxiliary.  The 
only  method  by  which  we  can  influ- 
ence the  Legislature  is  through  our 
WESPAC  component  of  AMPAC. 
While  WESPAC  participation  has 
improved  significantly  over  the  past 
years,  we  are  still  far  down  the  list 
for  participation  on  a nationwide  scale. 
Those  who  attended  the  WESPAC 
meeting  yesterday  need  no  further 
stimulus.  If  you  are  not  participating 
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in  this  activity,  then  you  may  be  part 
of  the  problem. 

Chief  executive  officers  (executive 
directors)  experience  a number  of 
frustrations  about  which  little  is  said. 
The  lack  of  participation  of  members 
and  failure  to  bring  their  ideas  and 
enthusiasm  to  the  benefit  of  the  organ- 
ization drives  some  executives  and 
some  presidents  up  the  wall.  Our  Ex- 
ecutive Director  is  knowledgeable 
about  matters  in  medicine  from  the 
AMA  level  down  to  the  county  level, 
and  is  acquainted  with  the  major  cur- 
rent and  future  movers  in  organized 
medicine.  He  is  and  will  be  our  key 
man  with  regard  to  the  way  in  which 
our  organization  responds  to  the  never 
ending  changes  in  medicine.  Security, 
loyalty  and  love  are  necessary  to  avoid 
frustrations  in  such  a busy  position. 
Our  Executive  Director,  if  he  is  to 
meet  the  challenge  of  the  future,  must 
have  a widening  of  authority  and  an 


“ The  AMA  is  our  best  na- 
tional forum  and  speaks  for  us 
on  almost  all  critical  issues ” 


expansion  of  prerogatives.  An  annual 
contingency  fund  is  recommended  for 
the  purpose  of  facilitating  decision 
making  with  regard  to  staff  and  per- 
sonnel attending  the  annual  AMA  Leg- 
islative Meeting,  the  annual  AMA 
Leadership  Meeting,  the  two  CEO 
meetings  and  the  two  AMA  meetings. 
An  informed  staff  can  offer  better  di- 
rection for  our  activities.  One  or  two 
senior  members  of  our  staff,  perhaps 
on  an  alternate  basis,  should,  at  the 
discretion  of  the  Executive  Director, 
be  directed  to  attend  either  the  annual 
AMA  meeting  or  the  interim  meeting 
or  a similar  meeting. 

AMA  Best  National  Forum 

The  AMA  is  our  best  national 
forum  and  speaks  for  us  on  almost  all 
critical  issues.  The  AMA  has  assailed 
the  current  fee  freeze  plan  and  has  ex- 
posed and  rebutted  inaccuracies  pub- 


lished in  a Medicare  information  doc- 
ument deceptively  mailed  to  Medicare 
beneficiaries  across  the  country.  The 
originator  of  the  mailing  was  the 
Peoples  Medical  Society  (PMS)  of 
Emmaus,  Pennsylvania.  The  mailing 
contained  emotional,  misleading  inac- 
curacies and  misrepresentations  about 
the  AMA  and  its  members.  It  scoffed 
at  the  voluntary  freeze  in  which  80 
per  cent  of  the  physicians  participated 
at  a savings  of  more  than  three  billion 
dollars  last  year.  It  misrepresented 
the  AMA’s  position  on  the  initial  en- 
actment of  Medicare  wherein  the 
AMA  supported  a separate  program 
that  would  have  provided  coverage  for 
low-income,  unemployed,  and  other 
disadvantaged  individuals  who  could 
not  afford  health  insurance  premiums 
or  to  purchase  medical  services  priv- 
ately. 

The  AMA,  in  addition  to  providing 
many  individual  services,  continues 
its  leadership  on  many  fronts,  includ- 
ing the  voluntary  effort,  the  national 
Commission  on  the  Cost  of  Medical 
Care,  the  ongoing  Health  Policy 
Agenda  for  the  American  People  proj- 
ect, and  a myriad  of  other  actions  on 
behalf  of  patients  in  America.  Physi- 
cians, whenever  they  have  the  opportu- 
nity, must  be  sure  that  their  patients 
are  not  taken  in  by  the  egregious, 
illogic  rhetoric  of  the  PMS.  Instead, 
patients  should  be  reminded  that  the 
care  they  receive  from  their  own  phy- 
sicians, along  with  the  improvements 
in  medical  care,  are  dramatically  ex- 
tending life  expectancy  and  improving 
their  quality  of  life.  The  AMA,  as  do 
physicians  everywhere,  has  a long  and 
proud  tradition  as  a strong  advocate 
of  optimal  care  for  the  American 
people. 

Unification  Recommended 

Unification  at  the  state  level  will 
provide  additional  strength  for  physi- 
cians in  meeting  the  challenges  of  the 
next  decade.  Unification  requires  that 
physicians  must  belong  at  all  levels  of 
organized  medicine  — county,  state 


and  AMA.  West  Virginia  should  join 
Kansas,  Mississippi,  Oklahoma,  and 
Illinois,  who  have  enacted  this  policy. 
There  are  bonuses  consisting  of  reduc- 
tion of  dues  and  additional  delegates 
and  alternate  delegates  for  tbe  states 
that  unify. 

So  you  see,  fellow  physicians,  “For 
unto  whomsoever  much  is  given,  of 
him  shall  be  much  required:  and  to 
whom  men  have  committed  much,  of 
him  they  will  ask  the  more.”  (Luke 
12:48)  In  the  darkest  days  of  the 
Civil  War,  Abraham  Lincoln  inspired 
his  subordinates  with  these  words, 
“Let  not  a worship  of  the  past  nor 
the  confusion  of  the  present  prevent 
us  from  preparing  wisely  for  the 
future.”  In  view  of  the  cataclysmic 
changes  of  alternative  delivery  and 
pay  systems,  corporatization  of  medi- 


“/n  vietv  of  the  cataclysmic 
changes  of  alternative  delivery 
and  pay  systems , corporatiza- 
tion of  medicine , and  mega- 
systems for  profit , are  we  seeing 
the  last  of  private  medicine? 
Definitely  not!” 


cine,  and  megasystems  for  profit,  are 
we  seeing  the  last  of  private  medicine? 
Definitely  not!  The  house  of  medicine 
is  in  the  process  of  planning  prudently 
for  the  future  and  I am  optimistic  that 
we  will  make  those  changes  which 
benefit  our  patients  and  reject  those 
which  do  not.  I am  optimistic  that 
even  better  days  lie  ahead.  Destiny  is 
not  a matter  of  chance.  Destiny  is  a 
matter  of  choice. 

Notwithstanding  the  fact  that  Aug- 
ust is  when  you  look  at  your  utility  bill 
and  lose  your  cool.  I have  observed  a 
new  pride  in  our  membership  this 
year,  a growing  sense  of  strength  and 
clarity  of  purpose  among  West  Vir- 
ginia physicians  which  clearly  indi- 
cates that  the  legacy  of  the  American 
system  of  medicine  will  be  preserved. 

Again,  thank  you  for  the  honor. 
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Scientific  Newsfront 


Urticaria  Associated  With  Juvenile 
Rheumatoid  Arthritis 


JUNG  W.  PARK,  M.  D. 
Clarksburg,  West  Virginia 


Urticarial  rash  has  been  reported 
in  collagen  vascular  disorders,  rheu- 
matic fever,  and  systemic  juvenile 
rheumatoid  arthritis.  The  author  en- 
countered an  unusual  case  of  poly- 
articular type  juvenile  rheumatoid 
arthritis  associated  with  urticaria.  Re- 
view  of  literature  is  made. 

Urticaria,  or  hives,  is  a common  skin 
disorder  characterized  by  the  ap- 
pearance of  usually  well  circumscribed 
but  sometimes  coalescent.  localized,  or 
generalized  erythematous  raised  skin 
lesions  of  various  sizes.1  Both  acute 
and  chronic  forms  of  urticaria  may  be 
caused  by  a wide  variety  of  factors, 
i.e.,  infection  or  infestations,  drugs, 
foods,  inhalants,  neoplasms,  and  in- 
sect bites.2  Urticarial  lesions  may  oc- 
cur in  systemic  lupus  erythematosus 
and  rheumatoid  arthritis,  and  other 
collagen  vascular  diseases. 

Case  Report 

A 20-month-old,  white  male  pre- 
sented with  a three-day  history  of  gen- 
eralized urticarial  rash  and  swelling  on 
the  right  hand  and  foot.  He  had  been 
on  Diphenhydramine  prescribed  by 
the  emergency  room  doctor.  However, 
urticarial  rashes  persisted  and  even 
got  worse.  Swelling  on  the  right  hand 
and  foot  gradually  worsened.  Finger 
movements  became  markedly  restrict- 
ed and  he  began  to  limp  on  the  right 
leg. 

Examination  on  admission  revealed 
an  alert  child  without  apparent  dis- 
tress. He  was  well  nourished  and  well 
developed.  His  vital  signs  were: 
temperature  38° C,  pulse  116/minute, 
respiration  28/minute.  He  weighed 
14  kgs. 


Urticarial  rashes  were  noticed  on 
the  whole  body  including  the  palm 
and  sole,  and  multiple  scratches  were 
present  on  the  trunk  and  lower  ex- 
tremities. There  were  very  peculiar 
“marks”  on  the  anterior  chest  wall 
which  looked  like  a fresh  bruise.  There 
was  apparent  swelling  on  the  distal 
part  of  the  right  hand  and  over  the 
proximal  interphalangeal  joints.  Swell- 
ing was  also  noticed  around  the  right 
ankle  joint  and  over  the  foot.  These 
swollen  joints  were  warm  but  there 
was  no  tenderness  or  redness  over 
them.  Joint  movements  of  the  right 
hip  and  knee  were  not  affected. 

Laboratory  findings  revealed  a 
WBC  of  13.800,  Stab  12  per  cent, 
Polys  54  per  cent,  lymphs  18  per  cent; 
urinalysis:  S.G.  1.023,  sugar  nega- 

tive, protein  negative,  WBC  0-1/HPF, 
RBC  0-1/HPF,  ANA  test  negative, 
rheumatoid  factor  negative,  ESR  38 
mm /Hr.  An  x-ray  of  the  right  hand 
revealed  diffuse  soft  tissue  swelling. 
Mild  osteoporosis  and  prominent 
trabecular  markings  were  noticed  in 
the  phalanges.  Acetabular  rim  was 
mildly  sclerotic  with  an  irregular  mar- 
gin. 

During  his  hospital  course,  he  was 
treated  with  2mg/Kg/day  of  hydroxy- 
sine.  The  urticarial  rashes  disap- 
peared almost  completely  in  48  hours. 
However,  the  patches  of  “bruise”  fur- 
ther spread  on  the  anterior  chest  and 
abdominal  wall.  Over  the  next  few 
days,  these  patches  of  “fresh  bruise” 
turned  into  brownish  spots. 

Diagnosis  of  polyarticular  type 
juvenile  rheumatoid  arthritis  was 
made.  On  the  third  hospital  day,  he 
was  put  on  100  mg/'Kg/day  of  aspirin. 
During  the  subsquent  three  days,  joint 
swelling  subsided,  and  the  range  of 
motion  of  the  wrist,  ankle  and  fingers 
returned  to  normal.  “Old  bruise-like 
spots”  gradually  faded  away.  At  the 


one  month  follow-up  visit,  he  showed 
normal  joint  movements.  However,  he 
still  had  a few  faint  bruise  spots  on 
his  chest  and  abdominal  wall. 

Discussion 

Many  physicians  still  regard  the 
urticaria  as  almost  invariably  allergic 
in  origin.5  However,  no  definite  eti- 
ology can  be  established  in  many  in- 
stances, particularly  those  with  chron- 
ic urticaria.  5,6  Chronic  urticaria  has 
been  noted  to  be  an  important  sign  of 
underlying  systemic  disease.  It  may 
be  seen  as  the  first  sign  in  juvenile 
rheumatoid  arthritis  (JRA),  in  seven 
to  23  per  cent  of  cases  of  lupus  ery- 
thematosus, and  in  10  per  cent  of 
patients  with  acute  rheumatic  fever.3 
A highly  characteristic  rash  may  be 
the  first  clue  to  the  diagnosis  of  JRA. 
Seen  in  25  to  50  per  cent  of  patients, 
it  may  precede  other  manifestations 
by  up  to  three  years.  The  typical 
eruption  in  JRA  appears  as  flat  to 
slightly  elevated  macules  or  papules 
that  measure  from  two  to  six  mm  in 
diameter.  Lesions  vary  in  color  from 
salmon-pink  to  red  and  display  a 
characteristic  slightly  irregular  or  ser- 
piginous margin.7  Some  lesions  may 
be  slightly  raised,  edematous,  and 
urticarial  in  nature  but,  unlike  true 
urticaria,  they  do  not  itch,  migrate, 
or  change  in  shape.  They  are  often 
surrounded  by  a zone  of  pallor,  and 
larger  lesions  frequently  have  a pale 
center.3 

Rheumatic  disorders,  particularly 
systemic  lupus  erythematosus,  and 
necrotizing  vasculitis  are  accompanied 
by  urticaria-like  lesions.  However, 
these  lesions  histologically  have  more 
marked  perivascular  infiltration  as 
well  as  damage  to  the  vessel  wall,  and 
are  a form  of  vasculitis.8  Rheumatoid 
rash  appears  histologically  as  a mild 
vasculitis,  with  a few  inflammatory 
cells  surrounding  small  vessels  in 
subepithelial  tissues.9 

The  rashes  in  this  case  seem  to  be 
a form  of  vasculitis.  The  urticarial 
rash  faded  away  rather  quickly;  how- 
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ever,  bruises  were  recurrent  even 
after  other  clinical  findings  subsided. 
The  common  manifestations  of  sys- 
temic JRA  such  as  high-spiking  fever, 
hepatosplenomegaly  and/or  lymph- 
adenopathy,  and  marked  leukocytosis 
were  not  observed  in  this  case.  There- 
fore, this  patient  seemed  to  be  an 
unusual  case  of  polyarticular  type 
JRA  associated  with  urticarial  rash. 
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Upper  gastrointestinal  hemorrhag- 
ing can  he  a serious  complication  of 
many  etiologies.  The  mortality  re- 
mains high  despite  the  refinement  of 
the  most  accurate  diagnostic  method, 
endoscopy.  Recent  data  suggest  that 
in  certain  sub-populations  of  patients 
early  diagnostic  evaluation  can  im- 
prove mortality.  Early  surgery  and 
sclerotherapy  are  two  modalities 
which  may  increase  survival.  New 
therapeutic  endoscopic  modalities  are 
being  tested  presently  and  results  look 
favorable  for  some. 

The  case  report  of  an  aorto-enteric 
fistula  is  an  example  that  supports 
early  diagnosis  because  surgery  is 
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mandatory  if  any  chance  for  survival 
exists.  Aorto-enteric  fistulas  ( AEF ) 
are  uncommon.  The  diagnosis  of  AEF 
starts  with  a strong  clinical  suspicion. 

Case: 

A 76-year-old  male  was  admitted  to 
another  hospital  two  days  prior  to 
transfer  to  West  Virginia  University. 
He  presented  initially  with  acute  left 
lower  quadrant  abdominal  pain  with- 
out radiation,  fever,  chills  or  sweats. 
On  the  day  of  transfer,  he  had  one 
episode  of  hematemesis  with  a moder- 
ate decrease  in  hemoglobin. 

His  past  medical  history  was  perti- 
nent for  an  infrarenal  aortic  ane- 
urysm repair  in  1976.  He  had  no  his- 
tory of  excessive  alcohol  use  or  peptic 
ulcer  disease. 

On  physical  examination,  his  vital 
signs  were  normal  without  orthostasis 


(after  transfusion  and  fluids).  A na- 
sogastric tube  was  in  place  with  coffee 
ground  material.  His  abdomen  wTas 
soft,  nontender,  and  bowel  sounds 
were  present.  A mid-line  abdominal 
scar  was  well  healed;  no  mass  was 
noted.  Stools  were  dark  brown,  heme- 
positive. 

Esophagogastroduodenoscopy,  done 
on  presentation  to  the  WVU  Emer- 
gency Department,  failed  to  reveal 
any  lesions.  Blood  was  noted  in  the 
stomach  and  duodenum.  Exploratory 
laparotomy  followed.  Findings  includ- 
ed an  aorto-enteric  fistula  with  a false 
aneurysm  of  the  aortograft. 

Postoperatively,  the  patient  suffer- 
ed multi-system  failure  and  expired 
on  the  tenth  post-operative  day. 

Upper  Gastrointestinal  Hemorrhage 

The  above  case  highlights  several 
important  aspects  of  UGI  hemorrhag- 
ing. First  of  all,  it  is  best  to  think  of 
such  bleeding  as  a manifestation  of 
disease  and  not  a disease  in  itself. 
There  are  many  etiologies  of  UGI 
hemorrhaging,  some  common  and 
some  unusual,  as  in  this  case.  Because 
of  the  10-per  cent  mortality  associated 
with  ETGI  hemorrhage,  meticulous 
care  and  a vigilant  search  for  a diag- 
nosis are  warranted. 

In  the  United  States,  UGI  bleeding 
is  a fairly  common  problem  seen  by 
physicians.  Approximately  250.000 
persons/year  are  treated  for  UGI 
hemorrhaging.  Although  many  of 
these  are  trivial,  UGI  bleeding  is  still 
considered  a medical  emergency,  and 
very  few  victims  will  let  even  minor 
hemorrhaging  go  without  evaluation. 

Mortality  Rate 

As  mentioned,  the  mortality  from 
UGI  bleeding  is  approximately  10  per 
cent.  There  has  been  very  little 
change  in  this  figure  over  the  past  60 
years.  Bulmer,  in  1927, 1 reported 
12.7  per  cent;  Palmer,  in  1969, 2 re- 
ported 7.9  per  cent,  and  the  ASGE3 
study  in  1981  found  a 10.8-per  cent 
mortality.  A major  change  that  has 
occurred,  however,  is  a significant  in- 
crease in  the  mean  age  at  death  sec- 
ondary to  UGI  hemorrhage.  The  aver- 
age patient  now  is  over  60  years,  and 
one  quarter  are  older  than  75. 4 Fur- 
thermore, in  those  patients  older  than 
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60  there  has  been  a decline  in  mor- 
tality secondary  to  UGI  bleeding. 

Mortality  figures  are  difficult  to 
assess  because  of  many  factors.  In 
UGI  bleeding  many  aspects  can  in- 
fluence the  bleed  and,  ultimately,  the 
outcome:  rebleeding  lesions,  co- 

morbid  diseases  (esp.  liver  disease), 
population  differences,  age  differ- 
ences, institutional  practices  ( i.e., 
admissions,  endoscopy),  site  of  bleed- 
ing, and  ex/ inclusion  of  trivial  bleeds. 
All  can  affect  a given  study’s  figures. 

Concerning  the  site  of  hemorrhage, 
a recent  American  Society  of  Gastro- 
intestinal Endoscopy  ( ASGE ) study, 
which  utilized  membership  question- 
naires, included  2,225  patients.  Pep- 
tic ulcer  disease  (PUD)  was  responsi- 
ble for  over  45  per  cent  of  L^GI  bleed- 
ing. Varices  were  present  in  10  per 
cent,  gastric  erosions  were  represent- 
ed in  over  23  per  cent  of  the  bleeds. 


Rebleeding  is  another  factor 
that  affects  outcome.  Age  over 
60,  presentation  ivith  severe 
bleeding  evidenced  by  hema- 
temesis , shock , need  for  trans- 
fusion of  more  than  four  units , 
and  varices  represent  some  of 
the  findings  associated  with  re- 
bleeding. 


and  Mallory-Weiss  lesions  accounted 
for  seven  per  cent  of  the  bleeding 
episodes. 

Specific  populations  will  have  speci- 
fic differences  in  these  numbers.  In 
Jensen  s study5  of  100  consecutive 
UGI  bleeders  at  Wadsworth  Veterans 
Administration  Medical  Center  in  Los 
Angeles,  varices  represented  24  per 
cent  of  the  UGI  bleeding  cases.  Mis- 
cellaneous lesions  are  responsible  for 
the  small  percentage  of  other  etiol- 
ogies which  includes  aorto-enteric 
fistulas. 

Rebleeding  is  another  factor  that 
affects  outcome.  Age  over  60,  pre- 
sentation with  severe  bleeding  evi- 
denced by  hematemesis,  shock,  need 
for  transfusion  of  more  than  four 
units,  and  varices  represent  some  of 
the  findings  associated  with  rebleed- 
ing. Any  factor  associated  with  re- 
bleeding is  associated  with  increased 


mortality.  Jones6  reported  that  with 
rebleeding  or  continued  bleeding, 
mortality  figures  can  be  multiplied  by 
a factor  as  high  as  12.  It  is  generally 
reported  that  further  bleeding  raises 
mortality  by  a factor  of  4-6.  Rebleed- 
ing rates  vary,  ranging  from  3-15  per 
cent,  depending  on  the  number  of  pa- 
tients with  varices.  Most  rebleeding 
occurs  within  48  hours  of  admission. 
Acute  mucosal  and  Mallory-Weiss 
lesions  rarely  cause  major  rebleeding 
problems. 

Co-morbid  diseases  play  a role  in 
the  outcome  of  patients  with  LTGI 
bleeding  in  many  of  the  eight  cate- 
gories looked  at  in  the  ASGE  study. 
Cardiac,  CNS,  GI,  hepatic,  neoplastic, 
pulmonary,  renal  and  stress-related 
disorders  were  examined.  All  had 
significant  effects  on  mortality  except 
previous  gastrointestinal  diseases  in 
general.  Interestingly,  among  cardiac 
diseases,  congestive  heart  failure  and 
arrhythmias  were  associated  with  in- 
creased mortality  whereas  hyperten- 
sion and  angina  were  not. 

Diagnostic  Modalities 

It  is  generally  accepted  that  endo- 
scopy is  by  far  the  most  accurate  pro- 
cedure for  distinguishing  the  site  of 
hemorrhage.  In  experienced  hands, 
endoscopic  accuracy  approaches  90 
per  cent  whereas  L^GI  barium  studies 
are  accurate  less  than  50  per  cent  of 
the  time.  Angiography  is  usually  re- 
served for  those  bleeds  that  are  so 
massive  that  the  endoscopic  field  of 
vision  would  be  obscured.  In  the 
ASGE  study,  endoscopy  was  the  diag- 
nostic procedure  in  nearly  90  per  cent 
of  the  cases,  no  doubt  reflecting  the 
bias  of  the  society’s  members  but  also 
pointing  out  endoscopy’s  advantage. 

One  of  the  bigger  controversies  in 
GI  medicine  today  is  the  unresolved 
issue  of  whether  the  superior  diag- 
nostic ability  of  endoscopy  can  affect 
the  patient’s  outcome. 

Eastwood4  reviewed  the  results  of 
seven  prospective  trials,  and  all  seven 
failed  to  show  that  the  finding  of  a 
correct  diagnosis  at  endoscopy  had 
any  effect  on  morbidity  or  mortality. 
These  studies  have  been  criticized  for 
many  faults.'  Each  study  looked  at 
different  aspects  using  different  strate- 
gies and  experimental  designs.  One 


group  used  “early”  endoscopy,  an- 
other late  endoscopy,  and  another  se- 
lective endoscopy  versus  none  at  all. 
In  some,  the  patients  were  not  con- 
secutive but  rather  preselected  for 
various  reasons.  The  mean  ages  and 
sex  ratios  varied  widely.  In  some, 
minor  GI  bleeds  were  included.  Com- 
pliance to  the  protocols  varied. 

Peterson,  in  1981, 8 did  perhaps  the 
best  study.  He  separated  patients  into 
“endoscopy”  and  “no  endoscopy” 
randomly  at  presentation.  However, 
the  “no  endoscopy”  patients  under- 
went endoscopy  if  rebleeding  occurred 
or  if  a gastric  ulcer  was  seen  on  bar- 
ium studies.  In  this  study  no  differ- 
ence was  found  in  mortality,  trans- 
fusion requirements,  hospital  stay,  re- 
admission or  hemorrhage  - related 
deaths  at  one  year.  It  must  be  men- 
tioned, however,  that  Peterson’s  pop- 
ulation contained  very  few  patients 
with  variceal  bleeding  and  few  pa- 
tients with  massive  bleeding,  thus 
diluting  out  the  populations  most 
prone  to  affect  mortality  figures. 

It  is  generally  accepted  that  because 
of  the  increased  risk  of  rebleeding  in 
variceal  patients  and  the  different 
therapeutic  modalities  for  bleeding 
varices,  that  endoscopy  in  these  pa- 
tients is  essential.  Also  as  in  the  above 
case,  patients  who  have  had  aortic  re- 
constructive surgery  and  present  with 
UGI  hemorrhage  should  have  endo- 
scopy. It  is  also  accepted  that  patients 
who  are  about  to  undergo  surgical  in- 
tervention for  hemorrhage  should 
have  preoperative  endoscopy.  Reasons 
for  surgery  include  massive  bleeding 
and  uncontrolled  bleeding.  Recently 
the  finding  of  “visible  vessel”  at  en- 
doscopy has  become  a surgical  indica- 
tion. Obviously  this  is  a catch,  as  no 
visible  vessel  can  be  seen  if  no  en- 
doscopy is  done. 

So  what  supports  different  treat- 
ment for  those  patients  with  a visible 
vessel?  Griffiths,  in  1979, 9 retrospec- 
tively examined  this  group  of  patients 
and  reported  an  increase  in  uncon- 
trolled or  recurrent  hemorrhage  and 
an  increase  in  mortality  in  those  pa- 
pients  with  a visible  vessel.  It  was 
felt  that  endoscopy  readily  selected 
out  a population  at  higher  risk. 

Foster10  used  the  term  “stigmata  of 
recent  hemorrhage”  ( SRH ) to  denote 
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(1)  fresh  bleeding  from  the  lesion; 
(2  I fresh  blood  clot;  and  (3)  vessel 
protruding  from  the  base  or  margin 
of  the  ulcer.  In  this  study,  of  60  pa- 
tients, 42  per  cent  with  SRH  rebled 
and  only  three  per  cent  without  SRH 
rebled. 

Storey  & Brown11  support  this  in 
their  study  of  370  patients  with  ulcers 
by  finding  that  97  per  cent  of  the  re- 
bleeding  occurred  in  cases  where  a 
visible  vessel  was  found. 

Early  Versus  Late  Surgery 

Himal12  looked  at  the  effects  of 
early  surgery.  They  compared  630 
patients  between  1963  and  1971 
whose  mortality  rate  was  12.5  per 
cent  with  334  patients  treated  more 
aggressively  between  1973  and  1976. 


It  is  generally  accepted  that 
because  of  the  increased  risk  of 
rebleeding  in  variceal  patients 
and  the  different  therapeutic 
modalities  for  bleeding  varices , 
that  endoscopy  in  these  patients 
is  essential. 


The  latter  group  received  endoscopy 
within  six  hours  of  admission.  After 
the  requirement  for  five  units  of  blood 
was  reached,  an  operative  decision 
was  reached.  Using  criteria  for  early 
surgery,  mortality  was  reduced  to  6.7 
per  cent. 

Morris,13  in  a very  recent  study, 
compared  “early  surgery”  (those 
needing  four  units  of  blood,  having 
one  rebleed  or  positive  endoscopic 
stigmata)  with  “late  surgery”  (those 
needing  eight  units  of  blood,  or  having 
two  rebleeds  or  needing  12  units  in 
48  hours  or  16  units  in  72  hours). 
Using  these  criteria,  mortality  in  the 
early  group  was  two  per  cent  com- 
pared to  13  per  cent  in  the  delayed 
group.  However,  both  studies  are  sub- 
ject to  design  criticism. 

These  data  on  early  surgical  inter- 
vention suggest  that  by  defining  the 
population  at  increased  risk  for  fur- 
ther bleeding  and  providing  definitive 
treatment,  mortality  may  be  reduced. 
This  becomes  even  more  important 
now  that  new  therapeutic  endoscopic 
modalities  are  being  established.  Stu- 
dies presently  under  way  are  assessing 


the  effects  of  endoscopic  electrocoag- 
ulation, heater  probe  hemostasis  and 
laser  photocoagulation  on  mortality. 
Results  are  promising. 

Before  proceeding  to  a discussion 
of  the  case  of  aorto-duodenal  fistula, 
where  early  diagnosis  and  intervention 
is  mandatory  if  any  chance  of  survival 
is  to  exist,  I should  mention  the  need 
for  proper  assessment  and  resuscita- 
tion of  the  patient  with  UGI  bleeding. 

As  usual,  the  history  and  physical 
examination  are  very  helpful.  The 
former  should  emphasize  drug  use,  co- 
morbid  disease  and  previous  bleeding 
episodes  as  well  as  prior  surgeries. 
The  examination  must  evaluate  for 
stigmata  of  liver  disease/portal  hyper- 
tension and  evidence  of  shock  as  well 
as  the  acute  abdomen.  The  type  of 
nasogastric  aspirate  is  important.  A 
clear  aspirate  compared  with  bloody 
aspirate  portends  a much  better  prog- 
nosis, fewer  complications  and  a de- 
creased need  for  surgery  and  blood 
products. 

It  should  be  emphasized  that  the 
physician  must  tend  to  blood  loss  and 
its  effect  first.  Only  when  the  patient 
is  stabilized  should  diagnostic  investi- 
gations be  made. 

Aortoenteric  Fistulae 

I now  will  direct  the  discussion  to 
the  specific  case  at  hand.  This  gen- 
tleman presented  with  mild  abdominal 
symptoms,  a low-grade  upper  GI  bleed 
and  the  ominous  history  of  prior  ab- 
dominal aortic  aneurysm  (AAA)  sur- 
gery. Stabilization,  evaluation  with 
endoscopy  and  surgery  were  promptly 
instituted  and  the  provisional  diag- 
nosis of  aortic-enteric  fistula  (AEF) 
was  confirmed.  Unfortunately,  de- 
spite intervention  prior  to  a serious, 
massive  hemorrhage,  his  outcome  was 
that  of  the  majority  of  patients  with 
similar  diagnosis. 

Aortoenteric  fistulae  can  be  either 
primary  or  secondary.  Primary  are 
very  rare,  with  only  118  reported  cases 
in  the  literature  through  1983.  The 
first  case  was  reported  by  Sir  Ashley 
Cooper  in  1929.  Primary  AEF  are 
thought  to  arise  from  aortic  wall  de- 
generation from  factors  such  as  ath- 
erosclerosis ( most  common ) , syphilis, 
mycotic  infection,  carcinoma  of  the 
pancreas,  trauma,  tuberculosis,  and, 


most  recently  reported,  following  ra- 
diation therapy.14,15 

Secondary  AEF  are  much  more 
common.  The  first  such  case  was  re- 
ported by  Brock  in  1953,  one  year 
after  the  first  successful  graft  repair 
of  an  AAA  was  made.  Since  then  the 
incidence  of  AEF  following  any  type 
of  abdominal  artery  constructive  sur- 
gery including  aortic,  renal  and  iliac 
repairs  has  ranged  from  0. 4-4.0  per 
cent.  14,15 

Paraprosthetic-enteric  fistulae  occur 
as  a stage  in  the  development  of  full- 
blown AEF.  The  term  paraprosthetic- 
enteric  fistulae  designates  those  fistu- 
lae which  extend  through  the  intestinal 
wall  only  to  the  outer  capsule  of  the 
prosthesis  without  communicating 
with  the  lumen  of  the  graft  of  aorta. 
The  major  manifestations  are  as  those 
of  AEF,  infection  and  hemorrhage. 
One  case  presented  with  fever,  arth- 
ralgias and  anemia.  As  with  AEF,  en- 
doscopy is  suggested  and  sometimes 
diagnostic. 

The  incidence  of  AEF  was  higher 
years  ago  when  aortic  homografts  and 
silk  sutures  were  commonplace.  Now 
with  the  use  of  synthetic  grafting  ma- 
terials, nylon  sutures  and  refined  tech- 
niques, the  incidence  has  diminished 
to  approximately  two  per  cent  of  re- 
constructive surgeries.  However,  the 
mortality  is  high,  with  salvage  depen- 
dent on  prompt  therapeutic  measures. 

Clinical  Presentation 

Patients  with  AEF  can  present  in 
many  fashions.  Evaluation  and  treat- 
ment, therefore,  are  tailored  to  the 
specific  presentation  and  the  index  of 
suspicion.  In  the  above  case  and  in 
the  classical  AEF  presention,  a “her- 
ald” bleed  is  experienced.  This  may 
represent  initial  completion  of  the  fis- 
tula or  temporary  clot  formation  over 
the  compromised  site. 

In  a recent  article  from  the  Mayo 
Clinic15  in  which  20  patients  with 
AEF  were  reviewed,  gastrointestinal 
bleeding  occurred  in  all  20.  This  in- 
cluded melena  in  75  per  cent,  hemate- 
mesis  in  40  per  cent  and  hematochezia 
in  35  per  cent  with  some  combina- 
tions. Abdominal  pain  with  lumbo- 
sacral radiation  is  common.  Fever 
was  present  in  nearly  one  half  of  the 
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patients,  and  an  abdominal  mass  was 
found  in  10  per  cent. 

The  development  of  an  AEF  can 
occur  at  virtually  any  time  following 
aortic  reconstructive  surgery.  In  re- 
viewing the  literature,  AEFs  are  re- 
ported as  early  as  one  week  postopera- 
tively  to  as  late  as  14  years.  Our  pa- 
tient experienced  symptoms  nine  years 
after  his  surgery.  The  mean  interval 
ranges  from  30-60  months,  depending 
on  the  series. 

The  time  interval  between  onset  of 
GI  bleeding  to  operative  intervention 
has  an  association  with  ultimate  sur- 
vival. Kiernan15  showed  that  survi- 
vors were  consistently  those  who  were 
operated  on  sooner.  In  his  study,  the 
interval  from  onset  of  bleed  to  opera- 
tive intervention  was  2.2  ± 1.2  days 
for  survivors  versus  12.4  ± 3.8  days 
in  non-survivors.  In  the  Mayo  Clinic 
series,  this  was  not  found  but  their 
population  number  was  small.  How- 
ever, there  is  a general  consensus  that 


The  incidence  of  AEF  teas 
higher  years  ago  when  aortic 
homografts  and  silk  sutures 
were  commonplace  . . . How- 
ever , the  mortality  is  high , with 
salvage  dependent  on  prompt 
therapeutic  measures. 


early  diagnosis  and  intervention  do 
decrease  mortality.  No  patient  has 
ever  survived  an  aortoenteric  fistula 
with  bleeding  unless  surgery  has  been 
performed.  Therefore,  “It  is  impera- 
tive that  aorto-enteric  fistula  be  con- 
sidered the  primary  diagnosis  when- 
ever gastrointestinal  hemorrhage  oc- 
curs in  any  patient  who  has  had  pre- 
vious aortic  reconstructive  surgery. 
Moreover,  the  diagnosis  should  not 
be  discarded  until  there  is  clear  proof 
that  this  is  indeed  not  the  cause  of 
bleeding.”14 

Diagnosis 

The  diagnosis  rests,  first  and  fore- 
most, on  a strong  clinical  suspicion. 
As  in  this  case,  the  manageable 
“herald”  bleed  allowed  time  for  the 
preferred  preoperative  study,  esoph- 
agogastroduodenoscopy.  The  reason 
that  this  is  preferred  is  not  only  be- 
cause diagnosis  can  sometimes  be 


made  definitely,  but  also  because  a 
negative  finding  raises  the  physician’s 
suspicion  even  more.  Positive  studies 
have  on  occasion  shown  actual  clot, 
pulsating  duodenal  masses  and,  rarely, 
the  actual  dacron  material  of  the  graft. 

An  alternate  source  of  bleeding  such 
as  gastric  or  duodenal  ulcer  must  be 
accepted  as  definitive  with  some  cau- 
tion, as  two  lesions  may  exist.  It  is 
well  documented  that  patients  with 
AAA  < and  therefore  possibly  those 
whose  lesion  are  repaired)  have  a 
higher  incidence  of  PE^D  when  stud- 
ied at  necropsy.17 

The  major  problem  with  most  other 
diagnostic  studies  is  that  they  often 
delay  surgery  while  providing  what 
is  usually  only  supportive  evidence, 
and  rarely  can  be  relied  upon  to  rule 
out  AEF.  Angiography  with  aorto- 
graphy has  been  reported  to  be  of 
some  help,  and  occasionally  a false 
aneurysm  or  extravasation  of  contrast 
material  is  seen.  However,  general 
reviews14,15,16,18  are  less  supportive  of 
this  mode  of  diagnosis.  In  several 
small  studies,  sensitivity  was  less  than 
adequate. 

Barium  studies  are  sometimes  help- 
ful but,  in  the  acute  case,  only  delay 
surgery.  Several  findings  are  occa- 
sionally seen  which  may  raise  the 
clinician’s  suspicion.  These  include 
barium  in  the  periaortic  sheath,  the 
actual  sinus  tract  or  compression-caus- 
ing obstruction.  A barium  enema 
may  help  when  the  fistula  is  at  the 
level  of  the  colon,  but  this  is  rare. 

Gallium  scanning  is  helpful  in  fever 
of  unknown  origin  workups  of  aortic 
reconstruction  patients.  Infected,  pool- 
ed retroperitoneal  fluid  and  infected 
pseudoaneurysms  have  been  reported. 
In  Perdue’s  study18  all  patients  with 
fistulae  had  increased  uptake,  and  no 
patients  without  fistula  had  increased 
uptake.  But  the  location  of  increased 
uptake  is  sometimes  non-specific  and 
only  supportive. 

Blood  cultures  are  usually  positive 
in  AEF  patients.  Again,  the  data  are 
limited  but  Kleinman18  reported  that 
all  of  nine  patients  whose  blood  cul- 
ture results  were  available  had  posi- 
tive results.  In  that  study,  the  cultures 
grew  Streptococcus  in  three  patients, 
Bacteroides  and  Proteus  in  two,  E. 
Coli  and  Enterococcus  in  one  each. 


Findings  of  CT  studies  are  non- 
specific and  include  gas  in  the  retro- 
peritoneum,  retroperitoneal  fluid  and 
the  presence  of  false  aneurysm  forma- 
tion. 

The  location  of  fistulae  may  occur 
anywhere  along  the  GI  tract  from  the 
esophagus  to  the  left  colon.  By  far, 
the  fistula  forms  most  commonly  at 
the  duodenum.  The  quoted  figures  are 
75-80  per  cent  for  duodenal  occur- 
rence, and  most  of  these  are  in  the 
third  portion  of  the  duodenum.  This 
is  reasonable  because  it  is  the  third 
portion  which  normally  transverses  the 
abdomen,  crossing  the  aorta  at  the 

L3L4. 

Since  the  institution  of  synthetic 
graft  materials,  disruption  invariably 
occurs  at  the  proximal  suture  line  of 
the  graft  reconstruction.  The  proxi- 
mal suture  line  is  thought  to  be  more 
affected  by  the  trauma  of  the  pulsatile 
action  of  the  aorta. 

The  mechanism  of  development  of 
AEF  is  uncertain.  Some  feel  that  the 
mechanical  trauma  of  the  peristent 


It  is  assumed  that  without 
surgical  intervention  all  pa- 
tients with  AEF  will  die. 


pulsatile  action  of  the  aorta  on  the 
nearby  duodenum  is  responsible. 
Others  feel  that  perioperative  or  trans- 
mural enteric  infection  leads  to  suture 
line  disruption  and  fistula  formation. 
Most  feel  that  a combination  of  these 
events  is  usually  present. 

The  mortality  of  AEF  is  still  very 
high,  varying  from  40-75  per  cent. 
Most  patients  die  postoperatively  of 
hemorrhage,  prosthetic  failure  or  in- 
fection. It  is  assumed  that  without 
surgical  intervention  all  patients  with 
AEF  will  die. 

The  recent  decrease  in  incidence  of 
AEF  formation  is  thought  to  be  sec- 
ondary to  the  use  of  (a)  nonabsorb- 
able synthetic  suture,  fb)  strict  sterile 
technique,  (c)  the  use  of  antibiotics 
systemically  and  for  graft  sterilization, 
and,  most  importantly,  fd)  the  inter- 
position of  peritoneal  or  omental 
tissue  between  graft  and  duodenum. 

Once  a fistula  is  formed  and  diag- 
nosed, treatment  is  imperative.  The 
graft  must  be  excised  and  bowel  must 
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be  closed.  Proper  antibiotic  coverage 
needs  to  be  instituted.  If  the  collateral 
flow  is  not  adequate,  many  surgeons 
recommend  extra-aortic  revasculariza- 
tion procedures. 
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To  be  engaged  in  opposing  wrong  affords  but  a slender  guarantee 
for  being  right. 


— William  Gladstone 
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President’s  Page 


Alternative  Health  Care 
Delivery  Systems 


The  American  Medical  Care  and 
Review  Association  (AMCRA)  recent- 
ly surveyed  preferred  provider  organi- 
zations and  found  that  there  were  229 
PPOs  operational  in  the  United  States 
with  another  67  in  preoperational 
phases. 

The  Executive  Committee  and  other 
members  of  the  West  Virginia  State 
Medical  Association  are  involved  in  a 
feasibility  study  for  a statewide  PPO 
which  we  hope  will  be  far  enough 
along  to  present  to  the  special  session 
of  the  House  of  Delegates  in  Novem- 
ber. 

Why  this  overwhelming  rush  to  join 
PPOs?  The  obvious  desire  of  physi- 
cians is  to  protect  their  patient  base. 
There  is  a growing  concern  among 
physicians  that  as  hospitals  merge  and 
become  allied  with  the  insurance  in- 
dustry, we  are  increasingly  becoming 
pawns  without  a voice.  We  look  to  the 
alternative  delivery  system  to  help 
negotiate  our  proper  position  of  signi- 
ficance. 

The  PPO  will  provide  a financial 
inducement  to  patients  through  dis- 
counted fees  for  services.  In  addition, 
the  PPO  will  have  built-in  stringent 


utilization  review  remedies  and  cost 
containment  practices.  If  the  patient 
elects  to  seek  services  outside  of  the 
PPO,  he  or  she  must  pay  the  deduct- 
ible or  co-payment. 

In  contrast  to  the  HMO,  the  phy- 
sician accepts  no  financial  risk.  Many 
feel,  however,  that  as  the  PPO  evolves, 
it  must  take  on  some  of  the  features 
of  an  HMO  in  order  to  survive  in  the 
market  place.  This  might  involve 
guaranteeing  a total  price  for  patient 
benefits. 

The  PPO  road  has  a few  potholes. 
We  will  try  to  avoid  as  many  of  these 
as  possible.  Some  PPOs,  for  example, 
have  “hold-harmless”  clauses  in  their 
contracts  which  shift  professional  li- 
ability from  the  PPO  to  the  physician. 
Thus,  a physician  could  be  held  liable 
for  the  negligent  acts  of  others  includ- 
ing the  PPO  itself. 

The  possibility  of  antitrust  exposure 
is  very  real  in  a PPO,  and  good  legal 
minds  will  be  needed  to  avoid  this 
potential.  This  could  be  a particular 
hazard  in  a statewide  PPO. 

The  rapid  proliferation  of  PPOs 
would  suggest  that  employers,  em- 


ployees, insurers  and  physicians  can 
all  find  something  positive  in  the  con- 
cept, however. 

Despite  the  difficulties  of  reducing 
health  care  to  a negotiable  commodity, 
there  is  increasing  evidence  that  this 
can  be  done.  And  with  a concerted 
effort  to  provide  quality  medical  serv- 
ices and  eliminate  abuses  through  a 
tight  review  process,  this  may  be  the 
alternative  we  can  all  live  with. 

Regardless  of  how  we  may  feel 
about  PPOs,  here  they  come- — ready 
or  not! 


David  Z.  Morgan,  M.  D.,  President 
West  Virginia  State 
Medical  Association 
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Editorials 


AM  A Refutes  Trial  Lawyers’  Charges 


The  Association  of  Trial  Lawyers 
of  America  has  been  taken  to  task  for 
its  public  position  on  the  professional 
liability  crisis.  ATLA  has  disputed 
the  AMA’s  charges  that  problems  in 
the  U.S.  legal  system  are  in  large  part 
responsible  for  the  crisis.  ATLA  rep- 
resents many  plantiffs’  lawyers  who 
bring  medical  malpractice  lawsuits. 

In  a 26-page,  point-by-point  factual 
rebuttal,  the  AM  A Task  Force  on  Pro- 
fessional Liability  and  Insurance  re- 
futed a 12-page  position  paper  by 
Thomas  G.  Goddard,  ATLA  Public 
Affairs  Department.  The  paper,  which 
has  been  widely  circulated  as  ATLA’s 
definitive  response  to  the  AMA,  denied 
that  a medical  “malpractice”  crisis 
exists.  ATLA  blamed  the  insurance 
industry  and  physicians  themselves 
for  the  increase  in  claims  and  awards. 
“ATLA’s  self-serving  attacks  on  the 


medical  profession  do  not  advance  the 
discussion  of  the  problem,”  the  AMA 
rebuttal  concluded.  “Physicians,  and 
the  patients  they  serve,  are  plainly 
suffering  today  because  of  the  profes- 
sional liability  situation.” 

Professional  liability  premiums 
have  increased  by  44.8  per  cent  in 
the  last  two  years,  the  AMA  Task 
Force  said.  Even  in  low-risk  special- 
ties, premium  increases  have  been 
dramatic.  General  practitioners  and 
physicians  practicing  internal  medi- 
cine have  experienced  premium  in- 
creases of  31.4  per  cent  and  32.4  per 
cent,  respectively,  since  1982. 

Citing  the  latest  information  from 
the  AMA  Center  for  Health  Policy 
Research,  the  task  force  said  that 
premium  costs  for  many  highly  spe- 


cialized physicians  now  approach  one 
third  of  their  gross  incomes,  driving 
some  physicians  out  of  practice  and 
causing  others  to  provide  fewer  high- 
risk  services.  The  level  of  premiums 
varies  greatly,  particularly  across  spe- 
cialties and  locations.  Premiums  are 
substantially  higher  for  surgical  spe- 
cialties and  obstetrics/gynecology.  In 
1984,  the  average  obstetrician /gynec- 
ologist paid  $18,800 — more  than  16 
per  cent  of  before-tax  net  income — 
on  insurance  premiums  alone.  In 
some  states,  the  premiums  are  much 
higher.  For  all  physicians  across  the 
country,  1984  premiums  averaged 
$8,400  or  almost  eight  per  cent  of 
hefore-tax  net  income. 

Editor  s Note:  The  full  text  of  the 
AMA’s  response  to  ATLA  is  contained 
in  the  pull-out  insert  in  this  issue  of 
The  Journal. 


Doctors  Needed  In  Politics 


The  five-cent  cigar  be  damned,  what 
this  country  needs  is  a few  good  doc- 
tors involved  in  politics! 

Somewhere,  somehow,  we  must  find 
physicians  who  are  willing  to  run  for 
a variety  of  political  offices  and  who 
will  devote  the  time  necessary  to  serv- 
ing in  those  offices  once  elected. 

Politics,  in  the  truest  sense  of  the 
word,  means  the  involvement  of  the 
citizens  in  running  their  government. 
Historically,  physicians  have  always 
played  some  role  in  the  government 
decision-making  process.  Witness  the 
Declaration  of  Independence  and  Con- 
stitution signators.  It  seems  that  only 
of  recent  years  has  medicine  develop- 
ed an  aversion  to  politics  and  things 
political. 


True,  some  11  per  cent  of  our 
WVSMA  members  who  are  also  AMA 
members  have  thus  far  contributed  to 
WESPAC/AMPAC,  but  we  rank  far 
behind  states  which  are  seeing  47  per 
cent  or  39  per  cent  of  their  members 
contributing  to  political  action.  While 
money  is  important  in  candidate  sup- 
port and  we  must  continue  to  solicit 
our  colleagues  to  contribute  hard  dol- 
lars to  be  used  in  support  of  political 
candidates,  we  must  also  convince 
some  of  our  colleagues  to  become  ac- 
tive politicians. 

Much  criticism  is  leveled  at  the  legal 
profession  for  dominating  the  legisla- 
tures of  many  states.  Yet,  in  truth. 


Correction 

T he  Journal  regrets  that  some 
lines  inadvertently  were  omitted 
from  the  editorial,  “Security,”  in 
the  September  issue  (Page  203). 
The  next-to-last  paragraph  should 
have  appeared  as  two  paragraphs, 
reading  as  follows: 

These  are  concerns  of  the  Asso- 
ciation in  its  endorsement  of  an  in- 
surance carrier.  Neither  party — 
the  Association,  CNA — fits  the  role 
of  a blushing  virgin.  We’ve  both 
been  had. 

We  both  need  to  reassure  the 
other  about  our  future  intentions. 
We  can  provide  that  assurance  by 
supporting  the  Association-endors- 
ed product  and  meeting  our  obliga- 
tions. CNA  can  reassure  us  by  con- 
tinuing its  long-term  commitment 
to  the  Association’s  insurance  re- 
quirements. 


(Continued  on  Page  226) 


The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements 
made  by  authors  or  in  communications  submitted  to  this  Journal  for  publication.  The  author 
shall  be  held  entirely  responsible.  Editorials  printed  in  The  Journal  do  not  necessarily  reflect 
the  official  position  of  the  West  Virginia  State  Medical  Association. 
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the  numbers  of  lawyers  holding  elec- 
tive office  is  down  considerably  from 
what  it  once  was.  The  fact  is,  how- 
ever, that  the  attorneys  who  are  in 
office  also  hold  the  key  committee  posi- 
tions and  chairmanships.  Why?  Be- 
cause they  are  bright  and  articulate, 
two  qualities  which  quickly  convince 


others  in  the  legislature  to  accord  them 
these  positions. 

Aren’t  physicians  just  as  bright  and 
articulate?  Couldn’t  doctors  elected  to 
office  assume  positions  with  equal 
ease? 

Therein  lies  the  real  answer  to  ac- 
complishing political  change.  If  physi- 


cians are  not  happy  with  what  govern- 
ment on  every  level  is  foisting  off  on 
society,  then  the  way  to  change  that 
is  for  physicians  to  get  involved  and 
get  elected. 

This  is  a long-term  goal,  but  one 
worth  striving  for.  Won’t  you,  doctor, 
consider  a run  at  political  office? 


Our  Readers  Speak 


What  Can  The  Individual  Physician  Do? 


At  the  recent  State  Medical  Asso- 
ciation meeting  in  Charleston  the  fol- 
lowing question  was  raised  regarding 
the  current  situation  we  find  ourselves 
in  regarding  malpractice  and  other  po- 
litical issues.  The  question  was  “What 
can  the  individual  physician  do?” 

This  is  an  excellent  question  and 
one  which  every  physician  should  be 
asking  himself.  What  you  can  do  is 
limited  only  by  your  own  ingenuity, 
imagination,  interest  in  the  subject, 
and  personal  commitment. 

The  task  before  us  in  the  coming 
year  is  to  educate  the  public  as  to  the 
problems  we  are  facing  and  their  po- 
tential impact  on  society  in  general. 
We  must  also  take  this  message  to  the 
Legislature  in  the  hope  that  it  will 
institute  a fair  and  workable  malprac- 
tice tort  reform  bill.  You  are  in  an 
excellent  position  to  do  this  whether 
you  are  in  a large  urban  area  or  a 
small  rural  area. 

Write  letters  to  the  editor  of  your 
local  newspaper  explaining  the  situa- 


tion as  it  affects  the  cost  and  avail- 
ability of  health  care.  Also  write  in 
reply  to  articles  which  are  blatantly 
one-sided  and  misleading  on  the  issue. 

Talk  to  local  civic  groups  such  as 
the  Rotary,  Lions,  Kiwanis,  League  of 
Women  Voters,  etc.  If  you  feel  ill  at 
ease  in  writing  such  a speech,  contact 
the  State  Medical  Association  (925- 
0342 ) and  they  will  assist  you  with 
statistical  data  and  content. 

If  you  do  not  know  your  local  leg- 
islators, please  make  an  effort  to  cul- 
tivate a relationship  with  them.  Make 
yourself  available  to  talk  with  them  Qn 
any  issue.  Each  year  they  are  faced 
with  a myriad  number  of  bills  which 
impact  on  health  care,  and  I am  sure 
they  would  welcome  your  input.  I per- 
sonally feel  that  the  best  way  to  get  ac- 
quainted with  these  folks  is  to  take  to 
them  some  issue  which  you  personally 
believe  in  which  will  benefit  society 
as  a whole. 

Support  candidates  in  your  local 
elections  who  you  feel  will  be  fair  and 


responsive  to  health  care  needs.  Sup- 
port these  people  with  a personal  com- 
mitment of  time  as  well  as  financially. 

Take  an  active  interest  in  your  med- 
ical societies.  See  to  it  that  only  those 
people  who  are  articulate,  informed 
and  are  skilled  negotiators  are  elected 
to  leadership  positions.  There  is  no 
place  in  today’s  climate  for  electing 
someone  because  it  is  his  turn,  because 
he  is  a nice  guy  or  because  no  one  else 
will  do  it.  We  must  have  skilled  lead- 
ership! 

These  are  only  a few  ideas  and  I am 
sure  that  the  fertile  minds  of  individ- 
ual physicians  will  be  able  to  expand 
these  infinitely.  I hope  that  the  com- 
ing year  will  be  a busy  and  active  one 
for  you  all.  / look  forward  to  hearing 
from  all  of  you  what  the  individual 
physician  has  done!  ! ! 

F.  T.  Sporck,  M.  D. 

1314  Virginia  Street,  East 
P.  0.  Box  1628 
Charleston,  WV  25326-1628 
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General  News 

Dr.  David  Z.  Morgan  Assumes 
Presidency  At  Annual  Meeting 


Dr.  David  Z.  Morgan  of  Morgan- 
town has  assumed  duties  as  the  new 
President  of  the  West  Virginia  State 
Medical  Association. 

Doctor  Morgan  was  installed  as 
President  by  Dr.  Carl  J.  Roncaglione 
of  South  Charleston,  the  retiring  Presi- 
dent, at  the  concluding  session  of  the 
House  of  Delegates  on  Saturday,  Au- 
gust 17,  during  the  118th  Annual 
Meeting  of  the  Association. 

The  site,  for  the  first  time  since 
1947,  was  Charleston  (Marriott  Hotel 
and  Charleston  Civic  Center). 

Doctor  Morgan  is  Professor  of  Med- 
icine and  Associate  Dean  for  Medical 
Affairs  at  West  Virginia  University 
School  of  Medicine.  His  specialty  is 
cardiology. 

Convention  activities  began  with  a 
meeting  of  the  Association’s  Council 
on  Wednesday,  August  14.  (See 
story  on  the  Council  meeting  else- 
where in  this  issue  of  The  Journal.) 

Other  New  Officers 

Doctor  Roncaglione  presided  at  the 
Wednesday  (continued  on  Friday  af- 
ternoon ) and  Saturday  sessions  of  the 
House.  He  automatically  became 
Chairman  of  the  Council  for  the  new 
Association  year,  succeeding  Dr.  L. 
Walter  Fix  of  Martinsburg. 

Elevated  to  President  Elect  from 
Vice  President  was  Dr.  Charles  E. 
Turner  of  Huntington,  who  will  be  in- 
stalled as  President  during  the  1986 
Annual  Meeting  in  White  Sulphur 
Springs  at  the  Greenbier.  He  is  an  in- 
ternist-gastroenterologist and  Clinical 
Professor  of  Medicine  at  Marshall 
University  School  of  Medicine. 

Dr.  Cordell  A.  de  la  Pena,  Clarks- 
burg pathologist,  was  elected  Vice 
President,  and  Dr.  George  A.  Shawkey 
of  Charleston,  a pediatrician,  was  re- 
elected Treasurer. 


Dr.  John  B.  Markey  of  Charleston 
was  elected  to  a two-year  term  as  a 
Delegate  to  the  American  Medical 
Association,  with  Dr.  Stephen  D. 
Ward  of  Wheeling  elected  as  an  Al- 
ternate Delegate.  Doctor  Markey  was 
elected  after  Dr.  Jack  Leckie  of  Hun- 
tington declined  nomination  for  an- 
other term  as  a Delegate.  Doctor 
Leckie,  who  served  seven  years  in  the 
AMA  delegation,  was  given  an  official 
“vote  of  thanks”  by  the  House  for  his 
service. 

Council  Members 

Five  new  Council  members  were 
elected,  with  six  physicians  re-elected. 

Four  of  the  new  Councilors  were 
elected  to  two-year  terms:  Drs.  Jasbir 
S.  Makar,  Weirton;  Michael  J.  Lewis, 
Morgantown;  James  L.  Bryant,  Clarks- 
burg, and  Thomas  La  Mar  Stahly, 
Summersville.  William  C.  Covey,  Jr., 
Beckley,  was  elected  to  a one-year 
term  in  the  12th  District  (for  a new 
total  of  two  Councilors  in  that  District 
due  to  increased  membership). 


Two  Presidents  Elect  are  in  the  Dr. 
Charles  E.  Turner  family  of  Huntington. 
Charles  is  WVSMA  President  Elect,  and 
Linda  is  President  Elect  of  the  Associa- 
tion’s Auxiliary. 


Re-elected  to  two-year  terms  were 
Drs.  Paul  E.  Frye,  Fairmont;  Larry 
C.  Rogers,  Petersburg;  Robert  W. 
Lowe,  Huntington;  Jean  P.  Cavender 
and  Echols  A.  Hansbarger,  Jr.,  both  of 
Charleston,  and  David  F.  Bell,  Jr., 
Bluefield. 

Holdover  Councilors  whose  terms 
will  expire  in  1986  are  Drs.  Derrick 
L.  Latos,  Wheeling;  George  A.  Curry, 
Morgantown;  Francisco  D.  Sabado, 
Jr.,  Martinsburg;  Robert  R.  Rector, 
Elkins;  Bill  M.  Atkinson,  Parkers- 
burg; Mel  P.  Simon,  Point  Pleasant; 
Constantino  Y.  Amores,  Charleston; 
George  W.  Hogshead,  Nitro;  Norman 
Wayne  Taylor,  Beckley,  and  Diane  E. 
Shafer,  Williamson. 

Dr.  Harry  Shannon  of  Parkersburg, 
1982-83  WVSMA  President,  was  ap- 
pointed by  Doctor  Morgan  as  Coun- 
cilor-At-Large,  and  Doctor  Markey, 
1981-82  President,  was  appointed 
Junior  Councilor,  to  serve  during  Doc- 
tor Morgan’s  term  as  President. 

Resolutions  Adopted 

The  House  adopted  eight  resolu- 
tions dealing  with: 

• WVSMA  support  of  stringent 
drunken  driving  and  mandatory  seat- 
belt  laws; 

• responsibility  of  the  insured  or 
insurer  to  properly  notify  a physician 
of  any  preauthorization  requirements 
prior  to  the  rendering  of  a service; 

• the  imposition  on  peer  review  or- 
ganizations and  third-party  payors  of 
liability  and  financial  responsibility 
for  injuries  to  patients  resulting  direct- 
ly from  review  decisions; 

• mandated  direct  payments  for 
medical  services  to  the  provider; 

• support  of  efforts  to  obtain  action 
by  the  West  Virginia  Department  of 
Human  Services  and  the  state  Legis- 
lature to  update  the  Department’s 
present  fee  schedules; 

• insurance  for  alleged  antitrust 
and  related  suits  to  be  sought  as  an 
available  option  to  physicians; 

• criteria  for  insurance,  staff  priv- 
ileges, and  professional  and  other 
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Some  of  the  new  or  re-elected  officers  and  Councilors  of  the  West  Virginia  State 
Medical  Association  are  shown  immediately  following  the  conclusion  of  the  WVSMA’s 
Annual  Meeting  in  August  in  Charleston.  From  left,  seated,  are  Drs.  Carl  J.  Ron- 
caglione.  South  Charleston,  Immediate  Past  President  and  now  Chairman  of  the 
Council;  David  Z.  Morgan,  Morgantown,  President;  Charles  E.  Turner,  Huntington, 
President  Elect,  and  Stephen  D.  Ward,  Wheeling,  AMA  Alternate  Delegate.  Standing, 
from  left,  Drs.  George  A.  Shawkey,  Charleston,  re-elected  Treasurer;  William  C. 
Covey,  Jr.,  Beckley,  new  Councilor;  Cordell  A.  de  la  Pena,  Clarksburg,  Vice  Presi- 
dent; Robert  W.  Lowe,  Huntington,  re-elected  Councilor,  and  Paul  E.  Frye,  Fairmont, 
re-elected  Councilor. 


memberships  for  foreign  medical 
gradudates  which  are  consistent  with 
those  of  American  graduates,  and  con- 
tinuing support  of  efforts  to  discour- 
age discrimination  against  FMGs. 

The  full  texts  of  the  resolutions  ap- 
pear elsewhere  in  this  issue  of  The 
Journal. 

Other  House  Actions 

Checks  were  given  to  Doctor  Mor- 
gan, representing  Dr.  Richard  A. 
DeVaul,  Dean,  WVU  School  of  Medi- 
cine, and  to  Dr.  Lester  R.  Bryant, 
Dean,  MU  School  of  Medicine,  during 
the  first  House  session.  Esther  (Mrs. 
Harry  S.,  Jr.)  Weeks  of  Wheeling, 
1984-85  President  of  the  WVSMA 
Auxiliary,  presented  the  checks  ( $20,- 
472.12  for  WVU  and  $11,002.42  for 
MU).  The  checks  represent  an  annual 
contribution  by  West  Virginia  phy- 
sicians and  the  Auxiliary  to  the  medi- 
cal schools  through  the  Education  and 
Research  Foundation  of  the  AMA 
(AMA-ERF). 

The  House  also  approved  the  char- 
tering of  a new  component  society, 
South  Branch  Valley  Medical  Society, 
encompassing  Grant,  Hardy  and  Pen- 
dleton counties. 


Long  Association  With  WVU 

Doctor  Morgan  has  had  a long  asso- 
ciation with  WVU.  He  received  his 
undergraduate  degree  from  WVU  in 
1948,  did  postgraduate  work  at  WVU, 
and  joined  the  medical  school  staff  in 
1963. 

Doctor  Morgan  was  graduated  from 
the  then  two-year  WVU  School  of 
Medicine  in  1950  and  completed  his 
medical  training  at  the  Medical  Col- 
lege of  Virginia  in  1952. 

He  was  named  Outreach  Consultant 
(as  a clinical  liaison  contact  to  the 
West  Virginia  medical  community)  in 
1983,  and  Associate  Dean  for  Medi- 
cal Affairs  in  1984.  He  was  Assistant 
Dean  of  the  medical  school  from  1966 
to  1972,  and  then  served  as  Associate 
Dean  for  Student  Affairs  until  1983. 

President  Morgan  is  a member 
(Associate  Editor)  of  WVSMA’s  Pub- 
lication Committee,  which  directs  the 
printing  of  The  Journal.  As  a member 
of  the  Association’s  Committee  on 
Medical  Scholarships,  he  has  played  a 
key  role  in  scheduling  interviews  with 
state  students  applying  for  scholar- 
ships at  Marshall  University  and  WVU 
medical  schools. 


Doctor  Morgan  is  a former  Presi- 
dent of  the  Monongalia  County  Medi- 
cal Society  and  has  maintained  an  ac- 
tive practice  as  a member  of  the  WVU 
Department  of  Medicine  faculty. 

A direct  descendant  of  West  Vir- 
ginia’s first  settler,  Morgan  Morgan, 
he  was  born  in  Fairmont  and  attended 
Kingwood  High  School.  After  earning 
his  M.D.  degree,  he  interned  at  Ohio 
Valley  General  Hospital  in  Wheeling 
and  then  completed  a residency  in 
pathology  at  WVU.  He  practiced 
family  medicine  in  Morgantown  from 
1955  to  1961  before  returning  to 
WVU  for  a residency  in  internal  medi- 
cine. 

The  WVSMA  President  is  a Navy 
veteran  and  a member  of  many  state 
and  national  professional  groups  in- 
cluding tbe  American  College  of  Phy- 
sicians. He  is  a trustee  of  the  West 
Virginia  Medical  Institute,  director  of 
the  First  National  Bank  of  Morgan- 
town, and  a former  Chairman  of  the 
West  Virginia  Joint  Council  on  Teach- 
ing Hospitals. 


Special  House  Session 
On  Liability  Crisis 

A special  session  of  the  WVSMA 
House  of  Delegates  will  be  called 
to  formulate  a plan  of  action  for  ob- 
taining professional  liability  relief 
in  West  Virginia. 

This  action  was  taken  by  the 
House  at  its  second  session  during 
the  118th  WVSMA  Annual  Meeting 
in  August  in  Charleston  following 
considerable  debate  over  various 
proposals  to  help  ease  the  liability 
crisis.  Among  these  were  a pro- 
posed resolution  by  Kanawha  Medi- 
cal Society  calling  for  a mandatory 
assessment  of  $500  from  WVSMA 
members  to  help  promote  the  ef- 
fort, and  a substitute  resolution  of- 
fered by  the  Resolutions  Committee 
which  would  have  approached  the 
problem  through  encouragement  of 
continuing  support  of,  and  dona- 
tions to,  WESPAC.  Both  resolu- 
tions were  defeated. 

The  House  directed  that  the 
special  session  be  held  prior  to 
November  15. 
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Dr.  Carl  J.  Roncaglione  of  South  Charleston,  left,  1984-85  WVSMA  President, 
administers  the  oath  of  office  to  the  new  President,  Dr.  David  Z.  Morgan  of  Morgan- 
town, at  the  conclusion  of  the  second  session  of  the  House  of  Delegates  during  the 
Association’s  118th  Annual  Meeting  in  August  in  Charleston. 


Huntington  Native 

Doctor  Turner  is  a native  of  Hun- 
tington and  a Past  President  of  the 
Cabell  County  Medical  Society.  He 
was  elected  to  Council  in  August, 
1983,  and  is  a former  member  of  the 
WVSMA  Committee  on  Medical  Ed- 
ucation and  Hospitals. 

The  President  Elect  was  graduated 
from  MU,  received  his  M.  D.  degree  in 
1963  from  WVU,  and  completed  his 
internship  and  residency  at  Strong 
Memorial  Hospital,  University  of 
Rochester  (New  York). 

Doctor  and  Mrs.  Turner  (Linda) 
were  members  of  a delegation  of 
American  gastroenterologists  visiting 
Europe  last  spring.  The  trip  was 
sponsored  by  the  Citizen  Ambassador 
Program  of  People  to  People  Inter- 
national. 

Linda  is  President  Elect  of  the 
WVSMA  Auxiliary. 


Best’s  Ratings  Evaluate 
Insurance  Companies 

In  very  few  other  forms  of  business 
activity  is  financial  responsibility 
more  vital  than  in  choosing  an  insur- 
ance company,  as  all  physicians  re- 
alize. One  thing  is  certain:  financial 
resources  will  be  required  to  deliver 
when  needed.  Utmost  care  in  choos- 
ing an  insurance  company  makes  good 
financial  sense. 

Physicians  are  advised  to  be  aware 
of  Best’s  Insurance  Reports  when  pur- 
chasing professional  liability  cover- 
age. Best  is  the  recognized  authority 
for  evaluating  insurance  companies. 
A Best’s  Rating  is  given  for  each  com- 
pany after  a thorough  analysis  of  sev- 
eral factors.  Principal  factors  weigh- 
ed in  arriving  at  Best’s  Ratings  are: 

1 —  Competent  underwriting; 

2 —  Cost  control  and  efficient  man- 
agement; 

3 —  Adequate  reserves  for  undis- 
charged liabilities  of  all  types; 

4 —  Net  resources  adequate  to  ab- 
sorb unusual  shock;  and 

5 —  Soundness  of  investments. 

The  Best’s  Rating  classifications  are 
from  A+  (Excellent)  to  C (Fair). 


Best’s  also  assigns  a financial-size  cate- 
gory. The  financial-size  category  is 
assigned  in  Roman  numerals  based 
upon  factors  relating  to  financial 
strength.  They  range  from  Class  I 
(the  smallest)  to  Class  XV  (the  larg- 
est ) . 

In  some  cases,  Best’s  Ratings  are 
not  assigned  or  deferred.  A company 
may  have  the  Rating  assigned  to  it 
withdrawn  or  “deferred”  for  a period 
of  from  one  to  three  years  if  the  com- 
pany experiences  a significant  change 
whereby  the  representative  experience 
is  interrupted  or  impacted  by  a non- 
recurring event.  Some  Ratings  may 
be  deferred  four  years  as.  for  example, 
when  a company  principally  is  en- 
gaged in  professional  malpractice 
liability  or  other  “long-tail”  casualty 
lines  with  a ratio  of  unpaid  losses  and 
loss  adjustment  expense  reserves  to  a 
policyholders’  surplus  that  is  unusual- 
ly large.  The  development  and  payout 
pattern  of  such  reserves  may  be  in- 
sufficiently mature  to  permit  a satis- 
factory evaluation  of  their  adequacy. 

The  1984  Best’s  Ratings  and  Finan- 
cial Size  Category  for  insurance  com- 


panies writing  professional  malprac- 
tice liability  in  West  Virginia  are  as 
follows: 

CNA — A+  (Excellent);  Financial 
Size  Category,  Class  XV. 

ICA — B (Good);  Financial  Size 
Category,  Class  X. 

PIE — Deferred. 

ACIC — B (Good);  Financial  Size 
Category,  Class  XI. 

ST.  PAUL — A+  (Excellent);  Fi- 
nancial Size  Category,  Class  XV. 

In  the  evaluation  process  there  is  no 
discrimination  against  a smaller  com- 
pany, nor  against  a company  that 
writes  only  a single  line  of  coverage 
like  professional  liability.  Many  small 
companies  receive  a high  Best’s  Rat- 
ings. The  deciding  factor  in  evaluat- 
ing a company  is  to  determine  if  it  is 
carefully  and  efficiently  managed  and 
if  it  is  sound  in  proportion  to  assumed 
liabilities. 

If  additional  information  is  needed, 
WVSMA  advisers  suggest  that  con- 
tacts with  an  insurance  agent  be  made. 
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Awards  For  Doctor,  Lay  Person 

WV SM A Honors  Two  W est  Y irginians 


A doctor  who  is  also  the  Fire  Chief 
in  Spencer,  and  the  Mayor  of  William- 
son received  special  awards  from  the 
WVSMA  during  its  118th  Annual 
Meeting  in  Charleston. 

The  A.H.  Robins  Physician  Award 
for  Community  Service  was  presented 
to  Dr.  Aaron  D.  Cottle,  Spencer,  who 
was  made  a Captain  in  the  Spencer 
Volunteer  Fire  Department  at  the  age 
of  15. 

The  Presidential  Citation,  an  award 
designed  to  recognize  the  achieve- 
ments of  West  Virginia  lay  citizens, 
was  given  to  Mayor  Sam  Kapourales 
of  Williamson,  who  has  been  active  in 
working  for  the  health  and  welfare  of 
the  citizens  of  Mingo  County  for  a 
number  of  years. 

Both  are  new  awards  of  the  Associ- 
ation. 

Born  in  Parkersburg,  Doctor  Cottle 
received  his  B.S.  degree  from  West 
Virginia  University,  and  his  medical 
degree  from  George  Washington  Uni- 
versity. 

He  resumed  his  role  as  a fireman 
upon  his  return  to  Spencer  after  medi- 


Dr.  Aaron  D.  Cottle  of  Spencer  is  the 
Association’s  first  recipient  of  the  A.  H. 
Robins  Physician  Award  for  Community 
Service.  He  has  been  responsible  for 
many  improvements  of  the  Spencer 
Volunteer  Fire  Department. 


cal  training  as  a family  physician  and, 
in  1974,  was  made  Fire  Chief.  Then 
a fire  department  of  12,  it  has  grown 
to  60  members  and  has  seen  many  fire- 
fighting improvements  helped  brought 
about  by  Doctor  Cottle. 

Now  Executive  Director  of  the 
Spencer  volunteer  ambulance  service, 
he  has  spearheaded  projects  for  visual 
screening  in  school,  pediatric  screen- 
ing clinics,  fluoridation  of  the  water 
supply  and  the  “SWISH”  fluoridation 
program  in  the  schools. 

Doctor  Cottle  serves  as  the  Roane 
County  Medical  Examiner  and  is  a 
former  Roane  County  Health  Officer. 

He  was  named  Spencer’s  Jaycees 
Man  of  the  Year  in  1970. 

A pharmacist,  Mayor  Kapourales 
has  served  as  Chairman  of  the  Mingo 
Health  Department  since  1979,  and 
has  been  responsible  for  setting  up 
health  screening  programs  for  tuber- 
culosis, immunizations  and  other 
disease-prevention  measures. 

One  of  the  major  projects  with 
which  he  is  now  involved  is  the  con- 
struction of  the  $2  million  hospital  in 
Williamson. 

His  interest  in  preventive  medicine 
is  evidenced  by  his  role  in  the  con- 
struction of  a $ 10-million  water  and 
sewer  system  to  provide  outlying  areas 


Mayor  Sam  Kapourales  (left)  of 
Williamson  receives  the  Presidential 
Citation  plaque,  an  award  recognizing 
the  achievements  of  state  lay  citizens, 
from  Carl  J.  Roncaglione,  M.  D.,  1984-85 
WVSMA  President. 


with  clean,  safe  water  and  proper 
sanitation  facilities. 

As  a victim  of  the  Tug  River  floods, 
he  has  been  instrumental  in  the  effort 
to  obtain  flood  construction  funds  for 
the  City  of  Williamson. 

Mayor  Kapourales,  who  is  Chair- 
man of  the  Advisory  Board  at  South- 
ern West  Virginia  Community  College 
of  Nursing,  is  a sponsor  of  the  Tug 
Valley  Area  Ambulance  Service  and 
has  worked  to  recruit  needed  medical 
specialities  for  the  area.  To  aid  in 
the  recruitment  process,  he  has  even 
provided  office  space  for  physicians 
moving  into  the  community. 


New  Class  of  88  Students 
Announced  By  WVU 

Sixty-four  men  and  24  women  be- 
gan their  first  year  of  study  August 
26  in  the  West  Virginia  University 
School  of  Medicine. 

The  group  includes  82  West  Vir- 
ginians, three  Pennsylvanians,  and 
two  from  Maryland.  One  student  is 
from  Florida.  Among  those  accepted 
in  the  new  class  are  a husband  and 
wife,  Christopher  and  Patricia  Ann 
Patricoski  of  Morgantown,  and  a 
brother  and  sister,  Paul  G.  and  Lorri 
Anne  Lee  of  Stanaford. 

Members  completed  undergraduate 
studies  at  40  universities  or  colleges. 
More  than  half,  or  55,  received  their 
premedical  education  in  West  Vir- 
ginia, and  37  of  these  attended  WVU. 

Four  attended  Wheeling  College 
and  two  each  attended  Marshall, 
Shepherd,  West  Virginia  State  and 
West  Virginia  Wesleyan.  Other  alum- 
ni of  state  schools  come  from  Alder- 
son-Broaddus,  Concord,  Glenville,  Po- 
tomac State,  West  Liberty  and  West 
Virginia  Institute  of  Technology. 

West  Virginians  in  the  class  are 
from  23  counties,  but  the  Monongalia 
County  addresses  listed  for  23  in  the 
class  reflect  in  some  cases  the  change 
of  legal  address  students  made  during 
their  undergraduate  days  at  WVU. 

Twelve  members  of  the  class  are 
from  Kanawha  County  and  eight  are 
from  Ohio  County.  Cabell  County  has 
five  and  Brooke  and  Harrison  coun- 
ties each  have  four. 

Names  listed  represent  those  ac- 
cepted as  of  July  11.  The  listing  does 
( Continued  on  Page  231 ) 


230  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


RESPONSE  OF  THE  AMERICAN  MEDICAL  ASSOCIATION  TO 
THE  ASSOCIATION  OF  TRIAL  LAWYERS  OF  AMERICA  STATEMENTS 
REGARDING  THE  PROFESSIONAL  LIABILITY  CRISIS 


(Contents  of  this  insert,  supplied  by  the  AMA,  reprinted  by 
the  West  Virginia  State  Medical  Association  in  The  West  Vir- 
ginia Medical  Journal,  October,  1985,  for  the  information  of 
WVSMA  members  and  Journal  readers.) 


AMERICAN  MEDICAL  ASSOCIATION 
SPECIAL  TASK  FORCE  ON  PROFESSIONAL 
LIABILITY  AND  INSURANCE 
AUGUST  1985 


Over  the  past  several  months  the  Association  of  Trial  Lawyers  of 
America  (ATLA) , which  represents  the  lawyers  who  bring  medical 
malpractice  lawsuits,  has  attempted  to  respond  to  the  growing  consensus 
in  this  country  that  problems  in  our  legal  system  are  in  large  part 
responsible  for  the  current  crisis  in  medical  professional  liability. 

The  response  has  been  to  deny  that  any  crisis  exists,  to  blame  the 
insurance  industry  for  facts  and  events  that  cannot  be  denied,  and 
finally,  to  assert  that  physician  incompetence  alone  explains  the 
disproportionate  increases  in  professional  liability  claims  and  awards. 
Notwithstanding  that  the  Chief  Justice  of  the  United  States  Supreme 
Court,  the  President  of  Harvard  University  and  a host  of  other 
distinguished  observers  have  called  for  major  reforms  in  the  system,  the 
trial  lawyers’  association  finds  no  fault  in  the  legal  system  and  no 
room  for  even  modest  reform. 

Rather  than  joining  in  a genuine  search  for  solutions,  ATLA  has 
responded  with  self-serving  advocacy — conceding  nothing,  distorting  the 
plainest  data,  attacking  without  restraint  the  ethics  and  competence  of 
the  medical  profession. 

A case  in  point  is  the  piece  written  by  ATLA's  Thomas  G.  Goddard 
entitled  "The  American  Medical  Association  is  Wrong — There  is  No  Medical 
Malpractice  Insurance  Crisis"  which  has  received  wide  circulation. 
Because  it  purports  to  be  ATLA’s  definitive  response  to  AMA  reports 
about  the  professional  liability  crisis,  and  because  it  is  flatly  wrong 
in  so  many  respects,  the  AMA  is  compelled  to  respond  to  it.  Described 
below  are  the  principal  misstatements  which  ATLA  puts  forward  in  that 
paper,  followed  by  the  facts  as  they  can  be  objectively  documented. 

ATLA  Statement:  ATLA  says  "there  is  no  medical 
malpractice  insurance  crisis"  today.  The  medical 
malpractice  industry  is  "crying  wolf"  now  "just 
as  it  did  in  the  mid-seventies."  According  to 
ATLA,  the  only  issue  today  is  whether  "a 
corporation  is  not  expanding  as  fast  as  it  might" 
or  that  "an  individual’s  income,  though  very, 
very  high  already,  could  be  higher." 

The  Facts:  There  is  a crisis  in  professional  liability,  it  will  get 
worse  if  comprehensive  action  is  not  taken,  and  it  is  not  simply  a 
matter  of  physicians’  incomes.  The  huge  continuing  increases  in 
premiums,  suits  and  awards  are  significantly  and  adversely  affecting  the 
cost  and  availability  of  health  care  in  the  United  States  today. 

Other  than  ATLA,  no  one  has  seriously  asserted  that  the  medical 
malpractice  industry  cried  wolf  in  the  mid-1970s.  During  those  years, 
premiums  in  some  specialties  rose  almost  500%. ^ The  bulk  of 


1 Langwell,  K.M.  , Werner,  J.L.:  Professional  Liability  Environment 
and  Physicians’  Responses,  Medical  Care,  1981,  19:233-242. 
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commercial  insurance  carriers  abruptly  and  completely  left  the  medical 
professional  liability  insurance  market.  Insurance  was  not  available  at 
any  price  and  in  a number  of  states,  there  was  a substantial  withdrawal 
of  health  care  services  until  relief  came.  Nearly  every  state  passed 
some  type  of  tort  reform  during  this  time.^  Physicians  and  their 
associations  were  forced  to  form  their  own  insurance  companies  in  order 
to  maintain  any  coverage  at  all.  The  majority  of  medical  professional 
liability  insurance  carriers  today  are  not-for-profit  physician  owned  or 
medical  association  sponsored  companies  formed  by  necessity  during  the 
crisis  01  the  mid-1970s. 

No  one  cried  wolf  in  the  mid-1970s.  Without  the  prompt  nationwide 
response  of  state  legislators  and  medical  associations,  access  to 
adequate  health  care  would  have  been  jeopardized  for  much  of  the  country. 

Today,  the  availability  and  affordability  of  professional  liability 
insurance  are  in  serious  question  again,  and  the  situation  is  again 
affecting  the  cost  and  availability  of  medical  care. 3 Insurance  is 
not  readily  available  for  high  risk  specialties.  For  example,  the 
carrier  which  for  many  years  has  provided  insurance  for  some  750 
obstetricians  across  the  country  recently  announced  that  it  no  longer 
will  write  such  insurance  or  renew  existing  policies. ^ In 
Massachusetts,  no  primary  carrier  writes  medical  professional  liability 
insurance,  and  one  of  the  two  companies  writing  excess  coverage  has 
withdrawn  because  of  the  deteriorating  claims  environment.  Lloyds  of 
London,  the  primary  supplier  of  essential  reinsurance,  now  publicly 
doubts  that  it  will  ever  again  reinsure  the  once  standard 


2 Professional  Liability  in  the  80s,  Report  II,  American  Medical 
Association,  November,  1984.  The  California  Supreme  Court  recently 
upheld  four  of  the  most  significant  reforms  passed  in  that  state — a cap 
on  non-economic  damages,  limits  on  attorney  fees,  collateral  source 
offset  and  periodic  payments.  Roa  v.  Lodi  Medical  Group,  Inc.,  S.F. 
24435  (February  7,  1985);  Fein  v.  Permanente  Medical  Group,  S.F.  24336 
(February  28,  1985);  American  Bank  and  Trust  Company  v.  Community 
Hospital  of  Los  Gatos-Saratoga , Inc.,  638  P.2d  670  (Cal.  1984).  The  cap 
on  non-economic  damages  was  upheld  by  the  ninth  circuit  in  Hoffman  v. 

U.S . , 84-5572  (August  9,  1985).  This  decision  relied  on  federal  equal 
protection  principles. 

^ During  the  1970s  the  situation  primarily  involved  the  availability 
of  insurance.  Companies  could  be  formed  to  provide  insurance  and  fill 
the  vacuum.  Although  insurance  availability  is  increasingly  becoming  a 
problem,  the  crisis  today  is  primarily  insurance  affordability  and  its 
effect  on  access  to  reasonable  cost  medical  care. 

^ INAPRO,  a division  of  CIGNA.  Medical  Liability  Moniter,  Vol.  10, 

No.  4,  April  25,  1985. 
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occurrence  policy. ^ 

For  all  physicians,  premiums  have  increased  by  44.8%  in  the  last  two 
years  alone. ° Even  in  low  risk  specialties,  premium  increases  have 
been  dramatic.  General  practitioners  and  physicians  practicing  internal 
medicine  have  experienced  premium  increases  of  31.4%  and  32.4%, 
respectively,  in  the  last  two  years. 7 Average  premiums  for  physicians 
in  New  York  have  risen  by  312%  since  1975. ^ Neurosurgeons  in  New  York 
face  premiums  of  over  $100,000  a year. 

Premium  costs  for  many  highly  specialized  physicians  now  approach 
one-third  of  their  gross  incomes,  driving  some  physicians  out  of 
practice  and  causing  others  to  reduce  the  provision  of  high  risk 
services.  A California  Medical  Association  survey  found  that  32%  of  all 
California  obstetricians  are  restricting  the  number  of  deliveries  in 
response  to  the  professional  liability  situation. 9 More  than  46%  are 
reducing  their  high  risk  caseload. 10  The  American  Academy  of  Family 
Physicians  reports  that  almost  21%  of  family  physicians  have  reduced 
their  obstetrical  practices. H A 1984  study  by  the  American  College 
of  Surgeons  revealed  that  38%  of  surgeons  refused  to  accept  or  referred 
more  cases  because  of  concerns  about  potential  malpractice  suits.  For 
orthopaedic  surgeons,  the  number  was  over  50%.  About  25%  of  surgeons 
reported  that  they  have  stopped  performing  certain  operations 


5 Reinsurance  is  purchased  by  a primary  insurer  to  protect  itself  from 
extraordinary  judgments,  and  its  availability  is  critical.  Most 
domestic  reinsurers  have  withdrawn  from  the  medical  professional 
liability  insurance  market;  the  remaining  reinsurers  can  set  their  own 
price,  write  their  own  policies  and,  to  a large  extent,  dictate  the 
primary  insurance  market.  Foreign  reinsurers  are  cautious  about  the 
U.S.  market  today  primarily  because  of  our  unpredictable  legal  system. 
Keppel,  B.,  Los  Angeles  Times,  Business  Section,  June,  1985,  p.l. 

6 American  Medical  Association,  Center  for  Health  Policy  Research, 

1985.  Premiums  are  the  fastest  rising  component  of  physician  expenses. 
Physician  income  rose  by  less  than  9%  over  these  two  years.  Adjusted 
for  inflation,  physician  income  remained  approximately  unchanged. 

7 American  Medical  Association,  Center  for  Health  Policy  Research, 

1985. 

® State  Medical  Society  of  New  York,  1985. 

9 Study  of  Professional  Liability  in  Obstetric  Practice,  News, 
California  Medical  Association,  May,  1985. 

10  Id. 


11 


Physician's  Financial  News,  April  15,  1985,  p.l,  41. 
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because  of  the  risk  of  lawsuits. 12  Young  physicians  are  now  avoiding 
high  premium  states  when  choosing  a place  to  start  their  practice. 15 

Physicians  of  necessity  are  practicing  costly  defensive  medicine  to 
protect  against  what  appears  to  them  as  the  inevitable  lawsuit.  Six  out 
of  ten  obstetricians  have  had  claims  filed  against  them  at  some 
time. 14  Twenty-five  percent  of  obstetricians  can  expect  to  have  a 
claim  filed  against  them  this  year  alone. 15  Across  all  specialties, 
three  times  as  many  claims  are  filed  against  physicians  than  were  filed 
ten  years  ago. 16  Seventy  percent  of  physicians  now  indicate  that  they 
have  altered  the  way  they  practice  medicine  to  protect  against 
lawsuits. 17  Current  estimates  are  that  medical  costs  related  to 
professional  liability,  including  defensive  medicine,  accounted  for  20% 
to  25%  of  the  $69  billion  spent  on  physicians'  services  in  1983 — $13.8 
to  $17.3  billion. i8 

These  facts  clearly  demonstrate  severe  problems  in  the  delivery  of 
medical  care  which  are  directly  attributable  to  the  current  professional 
liability  situation.  The  issue  is  not  simply  one  of  physician  income. 

ATLA  Statement;  Using  $1.5  billion  as  the  total 
amount  paid  by  physicians  in  professional 
liability  insurance  premiums,  ATLA  states  that 


12  American  College  of  Surgeons,  1984. 

12  A recent  survey  of  residents  in  New  York  examined  their  practice 
plans.  In  1984,  42%  of  residents  responded  that  they  planned  to  leave 
New  York  when  their  training  was  completed,  compared  with  27%  in  1983 
and  13%  in  1980.  Of  those  surveyed  who  are  leaving  New  York,  50%  said 
the  cost  of  liability  insurance  is  the  major  reason.  Of  those  unsure 
about  remaining,  43.5%  said  the  cost  of  liability  insurance  is  a major 
factor.  Medical  Society  of  the  State  of  New  York,  1985. 

1^  Elvoy  Raines,  Testimony  to  Committee  on  Labor  and  Human  Resources 
(S.  Hrg.  98-1039),  July  10,  1984,  p.164. 


15  Id. 

16  American  Medical  Association,  Socioeconomic  Monitoring  System, 

1984.  St.  Paul  Companies  reported  that  the  occurrence  rate  for  claims 
reached  16-20  per  100  physicians  in  1983  and  1984,  quadrupling  the 
number  of  claims  reported  in  the  late  1970s  and  early  1980s. 
Malpractice,  balancing  the  Issues,  Ambulatory  Care,  June,  1985,  p.9. 

17  American  Medical  Association,  Center  for  Health  Policy  Research, 

1985. 

16  American  Medical  Association,  Center  for  Health  Policy  Research, 
April,  1985;  National  Health  Expenditures,  1983,  Health  Care  Financing 
and  Review,  Winter,  1984,  Vol.  6,  No.  2. 
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medical  malpractice  premiums  are  less  than 
one-half  of  one  percent  of  health  care  costs", 
are  declining  as  a percentage  of  those  costs,  and 
represent  a small  cost  per  citizen  per  year. 

The  Facts:  Total  premiums  paid  for  professional  liability  insurance  are 
now  at  least  twice  the  $1.5  billion  figure  ATLA  uses.  Ten  of  the  major 
physician-owned  insurance  companies  do  not  report  premium  information  to 
ATLA's  source  and  are  not  included  in  its  estimate. 19  ATLA's  estimate 
also  does  not  include  premiums  paid  to  joint  underwriting  associations 
(JUAs),  patient  compensation  funds  (PCFs),  trust  funds  or  offshore 
reinsurance  companies . 2*-*  Nor  does  ATLA’s  figure  include  the  millions 
paid  by  physicians  for  liability  coverage  for  paramedical  and 
non-medical  employees 21  and  the  huge  amounts  reserved  for  claims  by 
the  large  number  of  hospitals  which  are  self-insured.  The  actual  figure 
paid  in  total  premiums  is  in  the  vicinity  of  $4  billion. 

In  any  event,  direct  premium  costs  are  only  one  part  of  the  cost  to 
society  of  the  increases  in  claims,  suits,  settlements  and  awards. 
Defensive  measures  taken  by  physicians  in  direct  response  to  the 
disproportionate  growth  in  claims  and  awards  may  add  as  much  as  $15 
billion  in  costs  per  year. 22  Taking  just  two  components  of  defensive 
medicine — additional  time  spent  with  patients  and  additional  follow  up 
visits — $1.17  billion  extra  in  costs  for  physician  services  was  paid  in 
1984.  This  amount  is  almost  3 times  the  cost  of  1984  increases  in 
physician  insurance  premiums  ($437  million). 23 

ATLA's  use  of  the  average  cost  of  physician  premiums  per  person  in 
the  United  States — even  with  correct  figures — is  also  an  inaccurate 
indicator  of  the  costs  of  professional  liability.  First,  the  cost  of 
physicans'  premiums  is  not  distributed  evenly  across  society;  it  is 
concentrated  on  high  risk  physician  services  and  those  persons  who  need 
them.  Studies  show  that  the  direct  premium  cost  per  patient  for  a 
routine  obstetrical  delivery  may  add  $190,  or  roughly  25%  of  the  average 


19  ATLA  uses  the  figure  obtained  from  A.M.  Best  Company.  Reporting  to 
Best's  is  voluntary  and,  therefore,  incomplete.  Colorado,  District  of 
Columbia,  Georgia,  Indiana,  Louisiana,  Maine,  Missouri,  New  Mexico, 
Texas  and  Utah  do  not  report  to  it. 

20  For  example,  no  premiums  of  physicians  in  Massachusetts  are 
reported  under  the  ATLA  standard.  Two-thirds  of  the  premiums  are  paid 
to  the  JUA;  one-third  is  paid  to  unregulated  off-shore,  self-insurance 
funds . 

21  Rhode  Island  Medical  Journal,  1984. 

22  Proceedings  of  the  House  of  Delegates,  American  Medical 
Association,  pp.  93-102,  Interim  1983. 

22  See  Table  1,  infra,  Appendix. 
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charge.24  For  neurosurgery,  anesthesiology,  orthopaedic  surgery  and 
other  high  risk,  services  the  direct  costs  of  premiums  are  similarly 
high. 

And  quite  apart  from  the  broad  range  of  premiums  for  particular 
specialties,  a substantial  part  of  the  population  does  not  see  a 
physician  or  is  not  hospitalized  every  year. 25  Dividing  total  annual 
health  care  costs  by  a great  number  of  citizens  who  are  not  actually 
paying  them,  tells  little  about  the  real  burden  of  the  costs. 26 

ATLA  is  also  wrong  in  its  statement  that  professional  liability 
premiums  are  rising  at  a lower  rate  than  the  rise  in  total  health  care 
costs.  In  1983,  the  average  premium  increase  was  22.4%  while  the 
nation’s  total  health  care  costs  rose  by  10. 3%. 27  in  1984,  the 
average  premium  increase  was  18.3%,  while  the  nation's  total  health  care 
costs  increased  by  9.1%. 28 

ATLA  Statement;  "Medical  malpractice  companies 
are  profitable,  even  if  they  won't  admit  it." 

"Malpractice  insurers  are  doing  better  than  they 
would  have  the  public,  or  the  doctors  they 
insure,  believe." 

The  Facts:  It  would  be  far  easier  for  physicians  and  patients  to  deal 
with  the  professional  liability  crisis  if  insurance  companies  were 
clearly  the  villains,  improperly  holding  huge  amounts  of  money  in 


24  American  Medical  Association,  Center  for  Health  Policy  Research, 

1985.  See  also  American  College  of  Obstetricians  & Gynecologists  study 
1985. 

25  Environment  of  Medicine,  American  Medical  Association,  1984,  p. 

101.  Approximately  19%  of  the  public  received  routine  medical  care  from 
a hospital  or  outpatient  clinic  in  1983.  About  30%  of  the  population 
does  not  even  see  a physician  in  any  given  year.  See  Health:  United 
States,  U.S.  Dept,  of  HHS,  1983,  p.  106. 

26  The  pervasive  cost  containment  measures  in  effect  today — from 
government,  business  and  others — will  both  increase  physicians'  exposure 
to  professional  liability  suits  and  restrict  the  pass  through  of  the 
huge  premium  increases.  Both  effects  will  exacerbate  the  tendency  of 
physicians  to  avoid  high  risk  specialties  and  procedures,  a tendency 
which  most  affects  those  persons  who  are  least  able  to  afford  medical 
care.  Lipson,  A.J.,  Medical  Malpractice:  The  Response  of  Physicians  to 
Premium  Increases  in  California,  Rand  Corporation,  November,  1976; 

Sloan,  F.A.,  Cromwell,  J.  and  Mitchell,  J.B.,  Private  Physicians  Public 
Programs , Lexington,  Massachusetts,  D.C.  Health  - Lexington  Books,  1978. 

27  Health  Care  Financing  and  Review,  Winter,  1984,  Vol.6,  No. 2,  p.l. 

28  HHS  Press  Release,  HHS  News,  July  31,  1985.  Full  report  will 
appear  in  Health  Care  Financing  and  Review,  Fall,  1985. 
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excessive  reserves  and  accumulating  vast  profits  from  investment 
income.  Physicians  would  simply  petition  the  Departments  of  Insurance 
in  each  state  and  obtain  premium  reductions . 29  Those  departments 
require  complete  financial  data  from  the  companies  doing  business  in 
their  states  and  they  have  the  power  to  control  premium  levels. 

Unfortunately,  the  medical  professional  liability  insurance  industry 
is  not  healthy.  Though  ATLA  uses  investment  income  data  from  insurance 
companies  as  reported  by  A.M.  Best  Company,  ATLA  does  not  report  what 
Best's  Insurance  Management  Reports  concluded  from  the  same  data: 
"Medical  malpractice  is  reaching  the  point  of  no  return  in  terms  of 
producing  investment  income  from  loss  reserves  that  exceeds  the 
underwriting  loss. "30  With  loss  ratios  in  the  140  percent  and  150 
percent  range,  as  they  were  in  1982,  "this  business  is  no  success, 
claims  made  or  otherwise,  professionally-sponsored  insurer  or 
otherwise ."31 

ATLA's  attempt  to  show  hidden  profit  in  the  insurance  industry  by 
comparing  premiums  only  to  "paid  losses"  is  a transparent 
misrepresentation.  The  comparison  ignores  the  millions  of  dollars  spent 
by  insurance  companies  in  overhead,  in  adjusting  losses,  in  defending 
physicians  against  claims  without  merit  and  paying  company  expenses  and 
taxes.  Most  companies  close  the  majority  of  the  claims  without  any 
indemnity  payment.  Of  those  claims  that  go  to  trial,  physicians  are 
successful  in  the  majority  of  cases.  No  "paid  loss"  is  shown  on  those 


29  The  allegation  regarding  huge  insurance  company  assets  is 
nonsense.  Over  one-half  of  the  insurance  market  currently  is  physician 
owned  or  sponsored  not-for-profit  companies  whose  primary  goal  is  to 
keep  premiums  as  low  and  stable  as  possible.  Physicians  are  not 
charging  themselves  excessive  premiums  to  make  large  amounts  of  money 
at  their  own  expense.  Of  the  "several"  suits  by  physicians  against 
their  insurance  companies  which  ATLA  asserts  have  been  filed,  it  names 
only  one,  and  misreports  it.  ATLA  says  that  "The  California  Supreme 
Court  ordered  a rebate  to  5,000  California  physicians"  in  Southern 
California  Physicians  Council  v.  Travelers  Insurance  Co.  In  fact,  that 
lawsuit,  which  involved  an  issue  of  contract  interpretation,  was 
settled  less  than  one  and  one-half  months  after  it  was  filed.  It  was 
never  heard  by  the  California  Supreme  Court  - or  any  other  court.  The 
settlement  required  a refund,  pursuant  to  the  contract,  over  a ten  year 
period.  It  is  to  be  paid  based  on  a complex  installment  formula  that 
takes  into  account  claims  still  being  filed  that  arose  in  the  1976  to 
1979  period. 

30  Best's  Insurance  Management  Reports,  January  2,  1984. 

31  Professional  Liability  in  the  80s,  American  Medical  Association, 
Report  I,  October,  1984,  p.22.  Insurance  experts  agree  that  the  ratio 
of  combined  loss  and  loss  expenses  should  not  exceed  112-115  percent. 
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claims.  yet  substantial  sums  must  be  spent  to  investigate  and  defend 
them.  32 

Nor  is  investment  income  from  reserves  a source  of  hidden  profit. 
This  income  is  set  aside  to  cover  future  loss  payments  and  insurance 
rates  are  calculated  on  a basis  which,  in  almost  every  state,  explicitly 
recognizes  investment  income  in  the  rating  formula.  Filings  with  state 
insurance  departments  show  amounts  received  from  investments .33 

ATLA  also  incorrectly  discusses  reserves  as  if  they  were  an  asset, 
rather  than  a liability.  When  a reserve  is  set  up  on  a claim,  it  is  the 
assessment  of  what  it  will  cost  to  settle  that  claim.  As  new 
information  is  received  on  the  claim,  the  reserve  is  adjusted.  When 
there  has  been  an  error  in  establishing  reserves  it  has  generally  been 
inadequate,  not  excessive,  reserves — as  indicated  in  a number  of 
insurance  company  surcharges,  insolvencies  and  other  financial 
difficulties  in  recent  years. 34 

The  experience  of  Employers  Insurance  of  Wausau  is  illustrative  of 
the  "long  tail"  and  precarious  nature  of  this  industry.  Employers 
insured  the  majority  of  physicians  in  New  York,  for  twenty-five  years, 
from  1949  through  1973.  During  this  time,  the  total  premium  was 


32  St  Paul  Company  reported  that  the  cost  of  investigating  and 
settling  claims  had  risen  from  $9,063  in  1974  to  $19,718  per  claim  in 
1983.  Malpractice,  Balancing  the  Issues,  Ambulatory  Care,  June,  1985, 
p.9.  A physician-owned  company  in  Michigan  reports  that  the  legal  cost 
of  defending  the  average  closed  claim  has  increased  83%  in  three  years. 
The  cost  now  is  about  $6,000  a case  - and  50%  of  the  cases  are  dismissed 
without  a trial  or  indemnity  payment.  Who's  to  Blame  for  the  high  Cost 
of  Medical  Malpractice  Insurance?,  Physician  Insurance  Company  of 
Michigan,  p.13. 

33  By  incorporating  investment  income  into  rate  making  formulas,  some 
companies  have  placed  themselves  in  financial  jeopardy.  Investment 
income  has  fallen  sharply  as  interest  rates  have  fallen. 

34  The  physician-owned  company  in  Florida  recently  reorganized  and 

came  out  of  rehabilitation.  In  late  1984,  the  Michigan  Insurance  Bureau 
determined  that  the  reserves  of  one  of  the  physician-owned  companies 
were  understated.  At  the  Insurance  Bureau's  direction,  the  company 
transferred  more  than  $3,000,000  from  its  earned  surplus  into  loss 
reserves.  Who's  to  Blame  for  the  High  Cost  of  Medical  Malpractice 
Insurance?,  supra  note  32,  at  8.  Medical  Liability  Mutual  Insurance 
Company  in  New  York  insures  over  35%  of  the  state's  physicians.  A 
drastic  rise  in  the  number  of  claims  has  left  that  company  in  need  of 
about  $600,000,000.  Medical  Liability  Monitor,  Vol.  10,  No.  4,  April 
29,  1985.  The  Medical  Mutual  Insurance  Company  of  North  Carolina  asked 
physician  policyholders  for  $2,500,000  last  year  to  boost  its  assets. 
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$225,000,000.  Between  1974  and  1984  indemnity  payments,  excluding  claim 
expenses,  were  over  $300,000,000.  An  additional  $55,000,000  was  paid  in 
attorney  fees  and  other  expenses.  In  1984 — ten  years  after  Employers 
stopped  writing  insurance  and  collecting  premiums — loss  payments  were 
still  more  than  $30,000,000.  Over  1,300  claims  remain  unsettled  and  new 
claims  are  being  reported  at  over  200  a year. 35 

In  1984,  the  physician -owned  insurance  companies,  operating  in  at 
least  36  states  and  the  District  of  Columbia,  experienced  an  aggregate 
underwriting  loss  of  $385,000,000.30  when  investment  income  is  taken 
into  account,  their  net  aggregate  loss  is  approximately  $500  per  insured 
physician.  These  results  help  explain  why  only  2%  of  the  commercial 
insurance  industry  has  remained  in  the  medical  professional  liability 
business.  Not-for-profit  physician  controlled  companies  make  up  more 
than  one-half  of  the  market. 

In  1984,  the  Governor  of  Illinois  appointed  a Task  Force  on  Medical 
Malpractice  consisting  of  leading  business,  academic  and  political 
leaders.  After  months  of  study,  the  Task  Force  concluded  that  "there  is 
no  market  in  the  insurance  industry  for  malpractice  insurance."  As  the 
report  of  the  Task  Force  states: 

All  statistics  seem  to  indicate  a deteriorating 
loss  position  for  those  few  companies  left 
writing  medical  malpractice  insurance  in  the 
State  of  Illinois.  There  is  no  reason  to  believe 
that  the  trend  will  somehow  reverse  itself. 

Unless  the  growth  of  loss  and  loss  of  expense 
payouts  are  somehow  inhibited,  rate  increases 
will  continue  far  into  the  future.  When  other 
insurance  companies  see  these  results,  they 
become  reluctant  to  enter  or  remain  in  the 
medical  malpractice  insurance  market. 37 

ATLA  Statement:  "The  average  doctor  pays  a very 
small  percentage  [ 2 . 9% ] of  gross  income  for 
medical  malpractice  insurance."  "The  average 
premium  per  physician  actually  declined  from  1977 
to  1981  by  6 . 5% . " 

The  Facts:  The  percentage  of  an  average  physician's  gross  income  spent 
on  insurance  premiums  as  reported  by  ATLA  is  wrong.  ATLA  relies  on  a 


35  MacGinnitie,  J.,  Medical  Malpractice,  The  Lingering  Crisis, 
Emphasis. 

Paper  prepared  for  Physician  Insurers  Association  of  America. 
(Developed  from  A.M.  Best  and  Annual  Statutory  Reports) 

37  Report  of  the  Task  Force  on  Medical  Malpractice  to  Governor  James 
R.  Thompson,  1985,  page  11. 
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survey  of  physician  expenses  conducted  by  Medical  Economics , which 
achieved  a response  rate  of  37.7%,  requested  expense  data  in  broad 
ranges  between  $4,400  and  $9,900  and  used  an  incomplete  data  collection 
process.  In  extrapolating  a median  from  such  a survey,  experts  allow 
for  an  error  of  as  much  as  $10,000. 

The  expense  figures  reported  by  Medical  Economics  were  substantially 
lower  then  expense  data  collected  by  the  AMA’s  Socioeconomic  Monitoring 
System  (SMS)  in  a more  scientific  1983  survey  which  was  reported  in  the 
Socioeconomic  Characteristics  of  Medical  Practice,  1984,  or  the  "Gray 
Book."  The  Medical  Economics  report  indicated  that  median  physician 
expenses  in  1983  were  $53,410,  down  from  $53,450  in  1982.  The  Gray  Book 
reported  that  median  physician  expenses  in  1983  were  $67,000,  up  from 
$60,000  in  1982.  The  SMS  survey,  which  achieved  a response  rate  of  over 
60%,  was  based  on  exact  data  rather  than  range  requests  and  expense 
reporting  of  items  and  totals  were  reconciled  to  produce  an  accurate 
report.  According  to  SMS,  professional  liability  insurance  premiums  for 
physicians  in  1984  averaged  $8,400  or  almost  8%  of  before-tax  income. 38 

In  any  event,  average  premium  information  does  not  reveal  the  true 
nature  of  the  problem.  The  level  of  premiums  varies  greatly  according 
to  physician  characteristics,  particularly  across  physician  specialties 
and  locations.  Premiums  are  substantially  higher  for  surgical 
specialties  and  obstetrics /gynecology . In  1984  the  average  OB/GYN  paid 
$18,800,  or  over  16%  of  before  tax  net  income,  on  insurance  premiums 
alone. 39  And  even  these  figures  understate  the  problem  because  they 
include  the  low  premiums  in  states  such  as  Indiana,  Louisiana  and 
Nebraska  where  caps  on  awards  and  lower  levels  of  coverage  are  already 
statutorily  established.  That  situation  does  not  prevail  in  most 
metropolitan  areas  and  large  industrial  states  such  as  New  York, 
Massachusetts,  Texas,  Florida  and  Illinois.  Even  in  Maryland,  for 
example,  some  obstetricians  and  other  surgical  specialists  are  paying 
$42,000  a year  and  more  for  coverage. ^ Average  premium  data  masks 
the  impact  of  the  professional  liability  crisis  on  patients  who  need 
high  risk  procedures. 

Equally  important,  if  premium  increases*  continue  to  drive  the  higher 
risk  specialties  from  those  procedures,  those  services  either  will  not 
be  available  or  other  physicians  who  then  provide  them  will  face  huge 


38  See  Tables  2 and  3,  infra , Appendix. 

39  American  Medical  Association,  Center  for  Health  Policy  Research, 
1985. 

Rust,  M. , Maryland  Obstetricians  Seek  Relief,  AMNews , August  2, 
1985,  p.  3.  Physicians  in  some  specialties  in  Maryland  face  a premium 
increase  of  130%  this  year. 
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premium  increases.  The  extraordinary  liability  problem  of  the  high  risk 
specialists  is  a problem  for  every  physician  and  every  patient.  As  the 
Supreme  Court  of  Kansas  concluded  in  considering  this  very  issue: 

...low  risk  practitioners  need  high  risk 
specialists  in  order  to  provide  comprehensive 
care  for  their  patients.  Were  insurance  coverage 
unavailable  for  the  specialists  in  high  risk 
fields,  the  evidence  indicates  these 
professionals  would  either  leave  the  state  or 
would  soon  quit  the  practice,  causing  a general 
decline  in  the  overall  quality  of  health  care 
available  in  this  state. 41 

Finally,  the  continuing  rate  of  increase  in  insurance  premiums,  more 
than  current  average  levels,  demonstrates  the  extent  of  the  crisis. 

ATLA  states  that  the  average  premium  paid  per  physician  actually 
declined  by  6.5%  from  1977  to  1981.  That  figure  is  wrong,  and  it  is  for 
an  inappropriate  period.  During  this  time  period  average  premiums  did 
not  decline,  but  rose  at  an  annual  rate  of  4%. 42  And  even  this  figure 
understates  the  problem.  Between  1976  and  1981,  many  companies  moved 
from  claims-occurrence  to  claims-made  insurance  and  experienced  a 
one-time,  artificial  savings. 43 

The  extent  of  the  current  professional  liability  crisis  is  most 
accurately  revealed  by  current  data.  Average  expenditures  for 
professional  liability  insurance  rose  by  44.8%  between  1982  and 
1984.^4  Kven  the  Medical  Economics  survey  cited  by  ATLA  found  that 
”[t]he  only  major  cost  item  that  increased  significantly  in  1983  was  one 
over  which  doctors  have  little  control  - spending  on  malpractice 


41  State  ex.  rel.  Schneider  v.  Ligget , 576  P.2d  221,  229  (Kan.  1978). 

42  American  Medical  Association,  Center  for  Health  Policy  Research, 

1985.  AMA  data  includes  1976-1982. 

43  MacGinnitie,  supra  note  35,  at  3.  By  usual  step  rating,  it  takes 
five  years  to  reach  a mature  rate.  The  lower  premiums  in  the  early 
years  reflect  the  fact  that  the  exposure  for  the  tail  belonged  to  the 
prior  occurrence  carriers.  The  effects  of  the  shift  in  policy  type  were 
recently  experienced  by  Hawaiian  physicians.  In  1984,  Hawaiian 
obstetricians  paid  almost  $26,000  in  premiums.  The  rate  dropped  to 
$19,000  in  1985  primarily  because  of  the  policy  change.  Premiums  are 
projected  at  $27,000  in  1986  and  $36,000  in  1987.  Rust,  M. , Insurer 
Phasing  Out  Liability  Coverage,  AM  News,  August  2,  1985,  p.9. 

44  American  Medical  Association,  Center  for  Health  Policy  Research, 

1985. 
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insurance  premiums.  It  went  up  almost  20  percent."^  Most  experts 
expect  this  trend  to  continue. 

A1LA  Statement:  According  to  ATLA,  "defensive 

medicine  is  merely  careful  medicine."  It  falls 
only  into  one  of  two  categories:  defensive 

medicine  that  improves  the  quality  of  health 
care,  which  is  always  to  be  encouraged,  and 
defensive  medicine  which  is  unnecessary  treatment 
and  is,  therefore,  unethical. 

The  Facts:  ATLA  makes  no  attempt  to  understand  defensive  medicine.  Most 
defensive  medicine  - the  ordering  of  additional  tests,  the  performance 
of  additional  procedures,  the  maintenance  of  additional  records  - will 
have  some  value  to  the  patient.  It  is  not,  therefore,  unethical. ^7 
The  problem  and  the  waste  lie  in  the  fact  these  activities  are  of  only 
marginal  value  in  most  cases,  not  enough  value  to  justify  the  time  and 
expense  in  a world  where  resources  are  limited  and  expensive.  Defensive 
medicine  serves  primarily  to  validate  a clinical  judgment  in  which  the 
physician  already  has  adequate  confidence.  It  is  a reaction  to  the  now 
quite  real  possibility  that  a malpractice  claim  will  be  made  by  a 
dissatisfied  patient  and  that  the  physician's  decisions  will  have  to 
withstand  the  hostile,  biased  and  microscopic  hindsight  of  a plaintiff's 
lawyer . 

A study  being  conducted  by  the  AMA's  Center  for  Health  Policy 
Research  indicates  that  defensive  medicine  is  practiced  by  the  typical 
physician  as  a response  to  rising  professional  liability  litigation,  not 
merely  by  a special  subgroup  of  previously  "careless"  physicians.  After 
adjusting  for  differences  in  a variety  of  physician  characteristics 
which  might  be  associated  with  defensive  medicine,  a positive  and  highly 
significant  relationship  exists  between  the  number  of  claims  filed 
against  the  physician  and  a variety  of  defensive  medicine  responses. 

This  association  is  independent  of  any  physician  practice 


Kirchner,  M. , Is  your  Practice  Begging  For  Money?,  Medical 
Economics,  November  12,  1984,  p.  214. 

^ Insurauce  Services  Office,  Urban  Institute  Conference,  1984,  Table 
24. 


^ The  Current  Opinions  of  the  Judicial  Council  of  the  American 
Medical  Association  (1984),  Opinion  2.1b,  states: 

It  is  unethical  for  a physician  to  provide  or  prescribe 
unnecessary  services  or  unneccessary  ancillary  facilities. 

If  a service  has  no  relevance  whatsoever  to  a medical  problem,  obviously 
it  would  have  no  value  in  a possible  defense. 
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characteristics  .48 

ATLA  Statement:  "Health  care  costs  are  causing 
increased  malpractice  costs,  not  the  other  way 
around . " 

The  Facts:  Malpractice  awards  have  risen  at  a substantially  higher  rate 
than  has  the  cost  of  health  care  in  general.  From  1979  to  1983  the 
overall  cost  of  health  care  rose  at  an  average  annualized  rate  of 
13. 4%. 49  Over  the  same  period  of  time,  malpractice  awards  rose  at  an 
average  annualized  rate  of  24.7% — nearly  twice  the  rate  of  increase  for 
the  cost  of  health  care. 50  in  1975  the  average  verdict  was  $94,947. 

In  1984,  it  was  $338,46351  ihe  rising  costs  associated  with 
professional  liability  clearly  play  a significant  role  in  raising  the 
cost  of  health  care  in  general. 

Moreover,  if  it  were  true  that  the  rising  cost  of  health  care 
generally  were  the  sole  cause  of  higher  malpractice  awards , the  same 
increases  in  awards  would  appear  in  other  kinds  of  personal  injury 
litigation.  But  awards  for  the  same  kinds  of  injuries,  for  example 
those  from  automobile  accident  cases,  are  substantially  lower  than 
medical  malpractice  awards. 52 

ATLA  Statement:  "The  cause  of  malpractice 
litigation  is  medical  negligence."  As  support 
for  this  statement,  ATLA  relies  on  a study  in  the 
1973  Report  of  the  HEW  Secretary’s  Commission  on 
Medical  Malpractice  which  estimated  that  one  in 


48  American  Medical  Association,  Center  for  Health  Policy  Research. 

The  cost  of  defensive  medicine  is  difficult  to  quantify  but,  as 
discussed  above,  reasonable  estimates  ($15  billion)  can  and  must  be 
made.  Most  experts  believe  it  to  be  a major  and  unnecessary  cost  of 
the  professional  liability  crisis.  A related  cost  which  cannot  be 
ignored  or  quantified  is  the  cost  of  physician  dysfunction.  A study  by 
Dr.  Sara  Charles  of  Chicago  area  physicians  sued  between  1977  and  1981 
found  that  more  than  one-third  of  physicians  who  had  been  sued 
experienced  symptoms  of  depression  and  considered  early  retirement,  19% 
suffered  loss  of  nerve  in  clinical  situations  and  42%  began  to  avoid 
certain  high  risk  patients.  American  Journal  of  Psychiatry,  142:437, 
April  1985. 

49  American  Medical  Association,  Center  for  Health  Policy  Research, 
1985. 

50  id. 

51  Professional  Liability  in  the  80s,  supra  note  31,  at  12. 

52  Peterson,  Mark  A.,  Compensation  of  Injuries:  Civil  Verdicts  in 
Cook  County,  Rand  Institute  for  Civil  Justice,  1984. 
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fifteen  severe  injuries  resulting  from  possible  medical  negligence  led 
to  malpractice  claims. 

The  Facts:  Malpractice  does  occur  and  it  can  and  should  be  reduced.  But 
the  causes  of  the  explosion  in  malpractice  claims  and  litigation  bear 
little  relation  to  the  incidence  of  actual  negligence.  Most  malpractice 
claims  do  not  involve  negligence.  Insurance  industry  statistics 
indicate  that  the  majority  of  claims  are  closed  without  any  indemnity 
payment.  When  cases  go  to  trial,  plaintiffs  recover  less  than  half  of 
the  time.  Though  it  relies  on  the  HEW  Commission  study,  ATLA  fails  to 
report  the  Commission's  finding  that  54%  of  actual  closed  malpractice 
claims  were  "not  legally  meritorious  in  terms  of  liability . "53 
(emphasis  added) 

ATLA  has  misused  the  HEW  Commission  study  on  unreported  claims  in 
other  respects.  The  study  involved  the  review  of  approximately  800 
randomly  selected  patient  records  in  two  hospitals.  The  two  reviewers 
identified  62  cases  which  were  determined  to  involve  iatrogenic 
injuries;  of  those,  28  were  found  to  be  minor  and  another  19  we re  major 
but  temporary.  The  study  did  not  track  actual  claims.  The  figures 
presented  were  a projection  of  the  small  number  of  cases  based  on  the 
number  of  discharges  in  the  year. 

Typical  of  the  credibility  of  ATLA's  assertions,  ATLA  does  not 
mention  that  the  authors  of  this  study  themselves  described  its  findings 
as  "tenuous"  and  expressly  warned  about  its  limitations.  They  stated 
that  their  projections  "must  be  considered  rather  tenuous  for  two 
reasons:  (1)  the  quantity  of  data... and  (2)  the  reviewers  themselves 

were  not  highly  confident  in  their  rating  of  the  cases  in  which  the 
injuries  were  ascribed  to  negligence . "54  An  injury  can,  of  course, 
result  from  many  causes  unrelated  to  negligence,  including  the  patient's 
own  conduct. 

Moreover,  by  all  objective  evidence  the  quality  of  medical  care  and 
of  the  provider  of  medical  care  have  greatly  improved  over  the  past 
decade.  Most  malpractice  suits  originate  from  alleged  negligence  in  the 
hospital.  Yet  although  the  number  of  surgical  operations  grew  62%  and 
hospital  admissions  increased  by  one-fifth  between  1972  and  1981, 
in-hospital  mortality  rates  fell  substantially .55  The  mean 
in-hospital  death  rate  of  patients  who  underwent  a total  hip  replacement 
in  a national  sample  of  521  hospitals  was  6%  in  1972;  by  1981,  the  rate 
was  4.3%,  even  though  orthopaedic  surgeons  operated  on  a much  higher 
percentage  of  elderly  patients.  The  death  rate  of  patients  who 
underwent  coronary  bypass  surgery  fell  from  11.2%  to  4.5%  during  this 


55  Report  of  the  Secretary's  Commission  on  Medical  Malpractice,  1983, 

p.10. 

5^  Report  of  the  Secretary's  Commission  on  Medical  Malpractice,  1983, 
Appendix,  p.62. 

Table  4,  infra,  Appendix. 
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time.  Deaths  even  declined  between  1972  and  1981  for  patients 
undergoing  such  very  low  risk  procedures  as  cataract  surgery,  delivery, 
hysterectomy  and  mastectomy . 56  Over  the  past  three  decades,  the  risk 
of  death  attributable  to  anesthesia  has  dropped  from  about  1 in  3,000  to 
1 in  10, 000. 57 

Quality  of  care  has  not  declined.  The  irony  is  that  given  the  volume 
and  mix  of  procedures  physicians  now  perform,  physicians  are  better  able 
to  help  patients  but  are  at  greater  risk  of  litigation  than  ever  before. 

Indeed,  although  removing  incompetent  physicians  is  a paramount  goal 
of  the  medical  profession,  the  fact  is  that  most  professional  liability 
lawsuits  are  filed  against  "the  most  highly  selected,  highly  trained  and 
skilled  members  of  the  medical  profession"^  ia  the  peak  of  their 
careers. 59  Malpractice  premiums  are  the  highest  in  the  most  highly 
trained  specialties. 

ATLA  is  at  its  most  reckless  when  it  attacks  physician  competence. 
ATLA  says  that  "consistently  negligent  physicians"  or  "repeaters"  have 
"a  substantial  impact  on  losses  paid."  In  support  of  this  statement, 
ATLA  cites  a California  study  reported  in  Medical  Economics  which  showed 
that  ".6%  of  Los  Angeles  physicians  accounted  for  10%  [228]  of  all 
claims  and  30%  of  all  payments."  In  fact,  as  Medical  Economics  and  the 
researchers  themselves  reported  but  ATLA  did  not,  "virtually  none  of  228 
cases  involved  actual  negligence.  Almost  all  were  described  [by  the 
reserchers]  as  'bad  accidents'  that  couldn't  be  forecast  on  the  basis  of 
the  physician’s  past  history  or  his  use  of  questionable 
procedures . "60  Similarly,  data  from  the  Florida  Medical  Malpractice 
Closed  Claim  Reporting  System  found  that  by  removing  all  physicians  with 
two  paid  claims  or  more,  the  total  number  of  claims  would  be  reduced  by 
no  more  than  5%.  Only  seventy  of  the  1,728  physicians  studied  — about 
4% — had  more  than  two  paid  claims. 61- 

Data  collected  by  The  Inter-Insurance  Exchange  of  New  Jersey  over 
five  years  about  its  7,079  insured  physicians  showed  that  only  509 
physicians,  or  less  than  10%,  were  found  to  have  had  a fully  chargeable 
claim.  Of  all  its  insureds,  only  45 — or  less  than  .5%  — qualified  for 


56  Sloan,  et.al.  (1984);  Florida  Medical  Association,  1985. 

57  Journal  of  Health  Care  Technology,  1985. 

58  who's  to  Blame  For  the  High  Cost  of  Medical  Malpractice  Insurance?, 
supra  note  32,  at  14-15. 

59  Ferber  and  Sheridan,  Six  Cherished  Malpractice  Myths  Put  to  Rest, 
Medical  Economics,  March  17,  1975,  p.  150-151. 

60  Id.  at  154. 

61  Information  provided  to  Governor's  TasK.  Force  on  Medical 
Malpractice . 
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the  surcharge  which  the  company  assesses  based  on  claim  Involvement. 

The  company's  data  also  showed  that  18%  of  the  insureds  accounted  for 
72%  of  the  indemnity  payments,  but  that  only  19  physicians  had  two 
claims  leading  to  losses  of  $100, 000  or  more.  Only  two  physicians  had 
three  claims  of  $100,000  or  more. 62  While  it  is  true  that  a few 
claims  account  for  disproportionately  high  payments  repeat  offenders  are 
clearly  not  the  problem.  If  the  opposite  were  true,  insurance  companies 
could,  and  would,  stem  their  losses  by  not  insuring  those  physicians. 

The  actual  causes  for  the  increase  in  medical  professional  liability 
claims  are  many.  A recent  public  opinion  survey  indicated  that  the 
increasing  number  of  lawsuits  are  related  to  a growing  awareness  that 
people  can  sue,  the  desire  to  make  money  from  lawsuits,  encouragement  by 
lawyers  and  publicity  about  large  awards. 62  But  perhaps  the  major 
cause  is  the  public's  belief  tliat  perfect  results  can  be  guaranteed  in 
medical  care.  As  Arnold  Malcolm  wrote  in  the  New  York  Times,  "Two 
decades  of  medical  advances  have  conditioned  parents  to  think  that  any 
problem  can  be  solved  with  the  right  machine,  technique  or  doctor. "64 
Physicians  and  the  media  are  partly  at  fault  for  allowing  these 
expectations.  Society  must  understand  that  the  practice  of  medicine 
involves  great  risks,  risks  that  exist  without  any  negligent  conduct  and 
risks  which  cannot  be  eliminated  if  physicians  are  to  continue  to 
aggressively  seek  to.  find  cures. 

AT  LA  Statement:  "The  proposals  of  the  medical 

industry  are  simply  special  interest  legislation." 

The  Facts:  The  physican  in  America  today  is  not,  as  ATLA  says,  a 
"medical  industrialist."  Physicians  bear  a responsibility  to  their 
patients  unique  among  all  relationships  in  our  society.  They  practice 
medicine  under  an  ancient  and  revered  code  of  ethics  which  has  no 
comparison  in  the  demands  of  personal  commitment  it  requires. 

Physicians  provide  more  services  to  more  people  who  are  unable  to  pay 
for  them  than  any  other  group  in  our  society. 

Moreover,  physicians  alone  are  asked  each  day  to  make  life  and  death 
decisions  for  their  patients,  to  do  so  in  emergency  situations  and  on 
the  frontiers  of  complex  new  technology.  Perhaps  this  is  why  the  public 
continues  to  hold  their  personal  physicians  in  high  regard.  A 1983 
survey  revealed  that  89%  of  the  public  believes  that  their  doctor  "is 
genuinely  dedicated  to  helping  people",  84%  felt  that  their  doctor  "is 
usually  up  to  date  on  the  latest  advances  in  medicine",  83%  think  that 
their  doctor  "takes  a genuine  interest  in  them",  79%  believe  their 


62  Information  provided  by  The  Inter-Insurance  Exchange  of  New  Jersey, 
August  21,  1985. 

62  Health  and  Health  Insurance:  The  Public's  View,  Yankelovich,  Skelly 
& White,  Inc.,  Health  Insurance  Association  of  America,  1984. 

64  New  York  Times,  December  19,  1984. 
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doctor  "is  available  in  an  emergency",  and  71%  find  that  "their  doctor’s 
fees  are  usually  reasonable . "65 

Physicians  do  carry  a special  responsibility  in  our  society  and, 
when  the  legal  system  begins  to  seriously  interfere  with  those 
responsibilities,  change  in  the  system  must  be  addressed .66  change  is 
needed  not  to  protect  the  "special  interest"  of  physicians  but  to 
protect  the  interest  of  everyone  in  access  to  affordable,  high  quality 
medical  care. 

In  addition,  the  system  does  not,  in  fact,  deal  with  physicians 
fairly.  In  a landmark  study  of  the  jury  system  released  this  month  by 
the  Rand  Corporation's  Institute  for  Civil  Justice,  (based  on  an 
analysis  of  9,000  civil  jury  cases  in  Cook  County,  Illinois,  between 
1960  and  1979),  the  Institute  found  that  medical  malpractice  defendants 
received  unequal  treatment.  The  study  reported: 

Jurors  seemed  even  more  sympathetic  to  plaintiffs 
injured  by  medical  malpractice.  Observed 
malpractice  awards  were  large  (five  times  those 
in  injury-on-property  cases)  but  not  apparently 
because  plaintiffs  claimed  particularly  severe 
injuries.  In  fact,  the  differences  between 
malpractice  and  other  awards  were  not  reduced 
when  we  adjusted  for  injuries.  Rather,  our 
analyses  suggested  that  among  plaintiffs  with  the 
same  injury,  a malpractice  plaintiff  received  an 
award  five  times  the  size  of  an  award  to  an 
injury-on-property  plaintiff  and  almost  twice  as 
large  as  the  award  to  a work  injury  or  product 
liability  plaintiff.  Plaintiffs'  and  defendants' 
characteristics  also  did  not  explain  the  size  of 
malpractice  awards.  Malpractice  defendants  were 
primarily  individuals  (doctors)  and  nonprofit 
organizations  (mostly  hospitals),  types  of 
defendants  who  in  other  case  types  paid  smaller 
awards  than  corporate  or  governmental 
defendants .67 


65  Physician  and  Public  Attitudes  On  Health  Care  Issues,  American 
Medical  Association,  1984,  p.81. 

66  ATLA  assigned  a priority  to  the  broad-based  recommendations  of  the 
AMA  Task  Force  in  its  paper,  ho  one  else  has  done  so.  Legislation  is 
one  of  four  categories  of  activities  that  must  be  undertaken  to  address 
this  complex  issue.  The  other  areas,  education  and  community  action, 
risk  control  and  quality  assurance  and  defense  coordination  are  equally 
important. 

67  Chin,  A.  and  Peterson,  M. , Deep  Pockets,  Empty  Pockets,  Rand 
Corporation  Institute  for  Civil  Justice,  1985,  p.54. 
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Yet  even  though  the  legal  system  has  a unique  impact  on  physicians 
and,  ultimately,  on  patient  access  to  medical  care,  no  reform  proposed 
by  the  AMA  could  not,  and  should  not,  be  extended  to  all  personal  injury 
lawsuits.  Most  students  of  our  tort  system  believe  that  reform  is  badly 
needed  across  the  board,  and  for  plaintiffs  as  well  as  defendants.  As 
Derek  C.  Bok,  President  of  Harvard  University,  stated  in  a report  to  the 
Board  of  Overseers  of  Harvard  College: 

The  blunt,  inexcusable  fact  is  that  this  nation, 
which  prides  itself  on  efficiency  and  justice, 
has  developed  a legal  system  that  is  the  most 
expensive  in  the  world,  yet  cannot  manage  to 
protect  the  rights  of  most  of  its  citizens. 68 

The  current  system  generally  provides  the  injured  patient  with  less  than 
30^  of  the  insurance  premium  dollar  paid  for  patient  injury.  The 
current  system  provides  a wildly  erratic  compensation  for  the  same  types 
of  injury. 69  it  takes  the  current  system  an  average  of  four  years  for 
lawsuits  to  be  decided. 70 

The  recommendations  of  the  AMA  Task  Force  include  a wide  spectrum  of 
reforms  aimed  at  improving  the  efficiency  of  the  liability  resolution 
system.  Professional  liability  actions  are  the  place  to  start  because 
the  unfairness  and  inefficiency  of  the  legal  system  is  acutely  focused 
there.  As  one  authority  has  stated: 

The  determination  in  a malpractice  case  of  a 
health  care  provider’s  fault  requires  complex  and 
unpredictable  litigation  which  attempts  to 
unravel  the  often  largely  unknown  mysteries  of 
causation  of  injury  and  illness  and  to  determine 
the  appropriateness  of  treatment  procedures  about 
which  even  experts  are  often  bitterly  divided. 

The  process  is  lengthy,  and  the  results  are 
erratic.  Some  injured  patients  recover  nothing. 

Some  receive  less  than  fair  compensation,  some 
recover  amounts  far  in  excess  of  their  actual 
losses.  Large  portions  of  the  awards  depend  on 
subjective  and  emotional  considerations.  The 
results  are  often  fortuitous,  yet  society  pays 


68  National  Law  Journal,  May  2,  1983. 

69  See  Peterson,  Mark  A.,  supra  note  52. 

70  See  Report  of  the  Secretary's  Commission  on  Medical  Malpractice, 
Appendix,  p . 9 ; The  Pace  of  Litigation:  Conference  Proceedings,  Rand 
Corporation,  1982;  Managing  the  Unmanageable:  A History  of  Civil  Delay 
in  the  Los  Angeles  Superior  Court,  Rand  Corporation,  1984. 
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high  costs  for  operating  this  unsatisfactory 
lottery . 71 

The  American  Medical  Association  proposed  several  tort  reforms  that 
can  be  effective.  Many  of  the  reforms,  such  as  periodic  payments, 
reasonable  statutes  of  limitations  and  alternative  dispute  resolution 
methods,  were  ignored  by  ATLA.  The  three  which  were  criticized  in  the 
ATLA  paper  are  discussed  below. 

ATLA  Statement:  ATLA  says  no  limits  should  be 
placed  on  awards  for  pain  and  suffering  damages. 

Awards  for  pain  and  suffering  are  needed 
compensation  and  the  jury  system  has  fairly  and 
accurately  determined  appropriate  amounts  for 
pain  and  suffering  damages. 

The  Facts:  The  recommendations  of  the  AMA’s  Task  Force  propose  a limit 
on  non-economic  damages  of  a quarter  of  a million  dollars.  A patient 
injured  by  malpractice  would  be  compensated  fully  for  all  amounts 
necessary  for  wage  loss,  rehabilitation,  medical  care,  custodial  care 
and  any  and  all  other  economic  losses.  Only  the  part  of  the  award  for 
pain  and  suffering,  a totally  unverif iable  amount  usually  based  on 
emotional  appeal,  is  restructured  in  any  way. 

Evidence  demonstrates  that  pain  and  suffering  awards  are  a principal 
cause  of  grossly  distorted  verdicts  in  professional  liability  cases. 

For  example,  in  Florida,  although  only  2.7%  of  all  injury  claims  receive 
compensation  for  pain  and  suffering  in  excess  of  $100,000,  the  pain  and 
suffering  component  in  these  few  cases  accounts  for  almost  80%  of  total 
verdicts  over  $100,000.  In  fact,  the  2.7%  of  claims  with  pain  and 
suffering  over  $100,000  account  for  about  40%  of  the  total  indemnity 
paid  to  all  malpractice  claimants. 72 

Substantial  abuse  of  the  pain  and  suffering  award  by  juries  occurs. 
One  example  is  the  case  reported  in  the  February  28 , 1985  edition  of 
Massachusetts  Lawyers  Weekly. 73  while  performing  an  inspection,  a 
member  of  the  cleaning  crew  fell  into  a chamber  and  was  fatally 
injured.  He  died  30  minutes  later.  In  the  lawsuit,  the  decedent's 
estate  alleged  that  the  employer  should  have  known  of  the  hazard.  The 
jury  awarded  his  estate  $2,600,000,  including  $900,000  for  the 


71  Abstracted  from  "The  Case  Against  the  Current  Malpractice  System," 
delivered  by  Jeffrey  O'Connell  at  the  National  Medical  Malpractice 
Conference  on  February  21,  1984. 

72  Florida  Medical  Association,  1985.  The  1973  Report  of  the 
Secretary's  Commission  on  Medical  Malpractice  reported  that  3%  of  all 
awards  were  over  $100,000.  Supra  note  53,  at  12. 


73 


Connor  v.  Canal  Electric  Co.,  No.  78-2398-S  (1985). 
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decedent's  30  minutes  of  pain  and  suffering.  His  wife  had  remarried 
four  anu  one-haif  months  after  his  death. 

Professor  Jeffrey  O'Connell,  a leading  expert  in  the  tort  system, 
has  concluded  that  "although  damages  for  noupecuniary  loss  for  pain  and 
suffering  gained  recognition  under  the  negligence  action,  the 
underpinning  of  nonpecuniary  damages  seems  less  appropriate  when  applied 
to  inadvertently  inflicted  in juries . ”74  And  Patricia  Danzon,  an 
economist  wno  has  devoted  mucn  of  her  career  to  the  stuay  of  medical 
professional  liabilty,  believes  compensation  for  non-economic  damages 
should  be  eliminated: 

[ajwards  should  be  restructured  to  eliminate 
compensation  for  pain  and  suffering  ...  [t]he 
tort  system  should  provide  compensation  for  loss 
of  earning  capacity  (after  tax)  and  for 
reasonable  medical  expenses,  rehabilitation  and 
other  monetary  cost.  Pain,  suffering  and  other 
non-monetary  losses  are  very  real  losses,  but 
money  cannot  replace  them.  That  is  why  most  do 
not  choose  to  insure  against  them,  and  the  tort 
system  should  not  force  us  to.  75 

Strong  precedent  exists  for  limiting  awards  for  pain  and  suffering. 
Most  no-fault  automobile  insurance  legislation  restricts  recovery  for 
these  damages, 7b  and  no  pain  and  suffering  is  awarded  under  workers' 
compensation  statutes. 77 

ATLA  Statement:  There  should  be  no  "immunity  of 
doctors  from  punitive  damages  for  malicious, 
immoral,  wanton,  willful,  or  reckless  acts." 


74  O'Connell,  J.,  Payment  For  Pain  and  Suffering  Throughout  history, 
Insurance  Counsel  Journal,  July  1983,  p.47. 

75  Patricia  M.  Danzon,  Committee  on  Labor  and  Human  Resources,  U.S. 
Senate,  July  10,  1984  (S.  Hrg.  98-1039),  pp.  7,  11.  In  addition,  two  of 
the  federal  bills  in  Congress  limit  the  award  for  non-economic  damages. 
The  Medical  Malpractice  Reform  Act  of  1985,  H.R.  2659  caps  awards  for 
these  damages  at  $250,000;  the  Medical  Offer  and  Recovery  Act  of  1985, 
H.R.  3084,  eliminates  compensation  for  non-economic  loss  if  a tender 
offer  is  made. 

76  Wagner,  W.  J.,  Pretium  Dolores  - Pain  and  Suffering,  p.127. 

77  in  Canada,  since  1975,  a cap  on  geueral  damages  of  $100,000  has 
been  imposed  by  the  Canadian  Supreme  Court.  This  amount  has  increased 
by  mutual  agreement  between  the  court  and  legal  profession  to  $175,000. 
Information  provided  by  Canadian  Medical  Society,  August  6,  1985. 
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The  Facts:  Punitive  damages  are  designed  to  punish  malicious,  willful  or 
reckless  conduct  when  no  other  punishment  mechanism  exists.  Physicians 
do  not  purposely  or  willfully  injure  patients  and  physicians  are  subject 
to  discipline  by  state  licensing  boards  and  through  other  peer  review 
mechanisms . 78  A physician  who  is  incompetent  or  engages  in  reckless 
or  improper  behavior  can,  and  should,  be  prevented  from  practicing 
medicine  by  the  state  medical  board.  The  AMA  seeks  no  special 
protection  for  physicians,  only  the  use  of  the  appropriate,  and  less 
costly,  mechanism  for  discipline.  The  AMA  is  proposing  federal 
legislation  to  ensure  adequate  financing  and  staffing  of  medical  boards 
so  they  are  able  to  fulfill  this  responsibility . 7^ 

In  addition,  punitive  damages  are  uniquely  inappropriate  in 
medicine.  Physicians  do  not  deliver  a standardized  product.  Each 
patient  is  unique  and  each  clinical  decision  recognizes  this 
individuality.  Physicians,  therefore,  do  not  make  and  are  unable  to 
make  the  kinds  of  risk  assumption  and  cost /benefit  decisions  that  have 
been  used  to  justify  punitive  damage  awards  against  manufacturers  or 
industries . 

ATLA  Statement:  "Government-imposed  restrictions 
on  attorneys'  fees"  are  unfair  and  will  deprive 
plaintiffs  of  their  rights  to  sue. 

The  Facts:  Under  the  contingent  fee  system,  lawyers  can  receive  as  mucn 

as  one-third  to  one-half  of  their  client's  award,  regardless  of  the  time 
devoted  to  the  case,  and  over  and  above  expenses  incurred  in  managing 
the  case.  This  system  is  unfair  and  costly.  It  too  often  produces 
windfalls,  it  takes  too  much  away  from  the  victim's  compensation  and 
common  sense  tells  us  that  it  encourages  inappropriate  litigation  and 
excessive  verdicts.  Chief  Justice  Warren  Burger  has  criticized  the  use 
of  contingency  fees  and  has  called  for  their  reexamination. 80  Some 
regulation  is  essential. 

ATLA  suggests  that  the  contingency  fee  screens  non-meritorious 
cases.  In  addition  to  screening  non-meritorious  cases,  the  contingency 
fee  also  screens  others  with  merit.  Professor  Arnold  J.  Rosoff,  of  the 


7®  The  recommendations  of  the  AMA  reaffirm  its  commitment  to  work  with 
government  agencies  to  ensure  that  professional  associations  that 
actively  engage  in  these  review  activities  are  not  in  jeopardy  of  an 
antitrust  or  other  lawsuit.  Professional  Liability  in  the  80s,  Report 
III,  American  Medical  Association,  March  1985,  p.16. 

79  Professional  Liability  in  the  80s,  Report  III,  March  1985,  p.  16. 
See  also  National  Professional  Liability  Reform  Act  of  1985  (AMA 
legislative  proposal). 

80 

Burger,  Chief  Justice  Warren  E. , Remarks  at  the  Dedication  of  the 
American  Bar  Center,  1984. 
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Wharton  School,  University  of  Pennsylvania,  noted: 

Not  only  are  there  claims  and  recoveries  which 
are  unjustified,  there  are  also  many  meritorious 
malpractice  claims  that  are  never  pursued  because 
the  patients  involved  cannot  secure  legal 
representation.  This  is  especially  true  of 
smaller  claims  where  the  lawyers ' share  of  the 
limited  recovery  possible  is  too  small  to  make  it 
worthwhile  to  undertake  the  representation. 8^ 

The  AMA  is  not  calling  for  abolition  of  the  contingency  fee.  It  can 
serve  a valuable  function  in  providing  access  to  courts.  Under  the 
AMA's  proposed  legislation  the  attorney  could  receive  a fee  of  over 
$87,000  when  the  award  is  $300,000.  Above  $300,000,  a 10%  limit  would 
be  imposed.  In  addition,  an  attorney  who  believes  the  statutory  fee  is 
inadequate  could  petition  the  court  to  allow  a greater  fee.  Many  states 
have  already  enacted  similar  limits  on  fees  at  the  upper  reaches  of  the 
award . 


In  a 1984  public  opinion  survey,  52%  of  the  respondents  said  that 
limiting  attorneys’  fees  in  malpractice  cases  was  definitely  a good  idea 
and  another  36%  said  it  was  probably  a good  idea.8^  Limits  on 
attorneys'  fees  are  common  outside  of  professional  liability  actions. 

In  workers'  compensation  cases,  federal  tort  claims  actions,83  and 
civil  rights  cases, attorneys  fee  limits  are  imposed. OJ  The 
contingency  fee  mechanism  as  a system  of  payment  for  legal  services 
exists  primarily  in  the  United  States.  It  is  considered  illegal  and 
unethical  in  the  practice  of  iaw  in  England,  France,  Germany,  Canada, 
Belgium,  Italy,  Switzerland  and  India.88 

ATLA  Statement:  Elimination  of  the  collateral 

source  rule  penalizes  the  foresighted  and  shifts 


8-*-  Testimony,  Committee  on  Labor  and  Human  Resources,  U.S.  Senate, 
July  10,  1984  (S.  Hrg.  98-1039),  p.32. 

83  Health  and  Health  Insurance:  The  Public's  View,  supra  note  63. 

83  28  U.S.C.  Section  2678. 

84  42  U.S.C.  Section  1988. 

83  Since  1974,  Congress  has  enacted  more  than  129  fee  shifting 
statutes.  Fee  Shifting  May  be  Curtailed,  American  Bar  Association 
Journal,  September  1984,  p.46.  In  addition,  the  rules  of  the  circuit 
courts  in  several  jurisdictions  impose  limits  on  attorney  fees. 

88  Speiser,  S.M.,  Attorneys'  Fees,  Section  2:1,  1973,  p.  82.  In 
addition,  two  of  the  federal  medical  liability  bills  currently  before 
Congress  limit  attorney  fees. 
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"the  costs  of  carelessness  away  from  the  careless 
and  to  the  innocent  victims ..." 

The  Facts:  AMA’s  proposed  modification  of  the  collateral  source  rule 

would  simply  prevent  a windfall  to  the  person  who  can  afford  additional 
insurance.  When  a medical  bill  has  already  been  paid  by  a collateral 
source,  the  patient  should  not  be  paid  again  for  the  same  expense. 

These  often  multiple  recoveries  are  ultimately  paid  by  everyone.  Those 
who  are  entitled  to  place  liens  for  awards  provided  to  their 
beneficiaries  generally  do  not  do  so,  but  AMA’s  proposal  does  not  in  any 
way  restrict  that  right,  financial  responsibility  remains  on  the 
negligent  party. 


CONCLUSION 


In  the  reports  Professional  Liability  in  the  80s,  the  American  Medical 
Association  presented  credible  evidence  from  reliable  sources  to 
demonstrate  that  medical  professional  liability  is  again  at  a crisis 
stage.  Most  lawyers  and  the  majority  of  objective  observers  agree  with 
that  assessment.  Many  lawyers  are  cooperating  with  physicians,  public 
officials  and  legislators  to  arrive  at  solutions.  The  United  States 
Congress  and  virtually  every  state  legislature  have  before  them  a 
variety  of  plans  to  relieve  the  crisis.  ATLA’s  self-serving  attacks  on 
the  medical  profession  do  not  advance  the  discussion  of  the  problem. 

Physicians,  and  the  patients  they  serve,  are  plainly  suffering  today 
because  of  the  professional  liability  situation.  The  medical  profession 
is  squarely  facing  the  aspects  of  professional  liability  that  it  can 
control.  It  is  calling  for  tougher  discipline  when  incompetence  is 
found  and  it  is  expanding  efforts  to  understand  the  causes  of 
professional  liability. 

It  is  time  for  ATLA  to  look  candidly  at  the  legal  system  and  its 
flaws  and  to  join  the  rest  of  society  in  making  compensation  for 
injuries  caused  by  negligence  a fair  and  prompt  process. 


American  Medical  Association 
Special  Task  Force  on  Professional 
Liability  and  Insurance 
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Table  1 

INCREASES  IN  SELECTED  COSTS  ASSOCIATED  WITH 
PROFESSIONAL  LIABILITY  RISK  IN  1984 


Amount 

of  Increase 
(in  millions) 

Liability  Insurance  Premiums 

$ 437 

Defensive  medicine 

Additional  time  spent  with  patients 

621 

Additional  follow-up  visits 

552 

TOTAL  OF  ITEMS  LISTED 

$1,610 

SOURCE:  4th  quarter  1984  and  2nd  quarter  1983  AMA  Socioeconomic 

Monitoring  System  (SMS)  survey. 


Table  2 

AVERAGE  EXPENDITURES  ON  MALPRACTICE  INSURANCE  PREMIUMS, 
AND  AS  A PERCENTAGE  OF  TOTAL  EXPENDITURES  AND 
BEFORE  TAX  NET  INCOME,  1984 


Group 

Average 

Expenditures 

Percent 
of  Total 
Expenditures 

Percent  of 
Before  Tax 
Net  Income 

ALL 

$ 8,400 

9.1% 

7.7% 

Surgical 

13,400 

10.2 

8.8 

OB/ GYN 

18,800 

15.7 

16.2 

Table  3 


1984  ANNUAL  PROFESIONAL  LIABILITY  PREMIUMS 
BY  REGION 


Average 

Premium  per  Physician* 


ALL  PHYSICIANS  $8,400 
Region 

Northeast  9,600 
North  Central  7,800 
South  7,400 
West  9,300 


*Includes  only  non-federal  patient  care  physicians,  excluding  residents. 
SOURCE:  Socioeconomic  Monitoring  System  1985  Second  Quarter  Survey 


Table  4 

MEAN  IN-HOSPITAL  MORTALITY  OF  PATIENTS  UNDERGOING 
SELECTED  SURGICAL  PROCEDURES,  UNITED  STATES 


Procedures 

Mean 

1972 

(%) 

1981 

Hip  arthroplasty 

6.0 

4.3 

Coronary  bypass  surgery 

11.2 

4.5 

Morbid  obesity  surgery 

5.6 

1.7 

Cataract  surgery 

0.2 

0.1 

Delivery 

0.2 

0.0 

Hysterectomy 

0.3 

0.2 

Mastectomy 

0.8 

0.3 

Nephrectomy 

3.1 

5.9 

Spinal  fusion 

1.0 

0.8 

SOURCE: Sloan,  et  al.  (1934) 


not  include  the  names  of  alternates 
who  may  be  admitted  if  withdrawals 
occur. 

Members  of  the  class  and  the  col- 
leges or  universities  they  attended  in- 
clude: 

Barbour:  Philippi  — Edward  L. 
Birdsong,  Alderson-Broaddus  College; 
Joyce  Hooley-Gringrich,  Goshen  Col- 
lege, and  Kevin  M.  Patterson,  State 
University  of  New  York; 

Brooke:  Colliers — Larry  L.  Blank- 
enship, Jr.,  Mt.  Vernon  Nazarene  Col- 
lege; Follansbee — Debbie  Ann  DiVen- 
anzo,  WVU,  and  David  A.  Law,  WVU; 
Windsor  Heights — Joseph  H.  Matusic, 
West  Liberty  State  College; 

Cabell:  Huntington— John  C.  Har- 
vey, Vanderbilt  University;  Ian  W. 
Marshall,  Kenyon  College;  and  John 
H.  Ray,  MU;  Milton — Laura  Ann 
Black,  Randolph-Macon  College;  Ona 
— Joseph  Previte,  MU; 

Clay:  Clay — Charles  D.  Reed, 

WVU; 

Grant:  Maysville  — Charles  B. 
Franz,  WVU; 

Greenbrier:  Lewisburg — David  R. 
Jones,  WVU; 

Hancock:  Weirton  — Paul  R. 
Capito,  WVU;  Vincent  C.  Stone- 
braker,  WVU;  and  Leonel  A.  Vas- 
quez,  Washington  and  Jefferson  Col- 
lege. 

Harrison:  Bridgeport — Carolyn  S. 
Ridenour,  WVU;  Nutter  Fort — John 
P.  Carmody,  California  State  Univer- 
sity; and  Jeffrey  B.  Jackson,  WVU; 
Salem — Debra  Ann  Pratt,  Wheeling 
College; 

Jackson:  Ravenswood — Lance  M. 
McCoy,  Ohio  State  University; 

Jefferson:  Charles  Town — James 

Ladd  Bauer,  Shepherd  College;  Shep- 
herdstown — Suzi  Lyn  Reese,  Shep- 
herd College; 

Kanawha:  Charleston — Michael  A. 
Corey,  West  Virginia  State  College; 
David  A.  Deardorff,  WVU;  John  W. 
Hannah,  University  of  Kentucky;  Jay 
D.  Harper,  Carnegie-Mellon  Univer- 
sity; Lisa  M.  White,  West  Virginia 
State  College;  Lisa  Wu,  West  Vir- 
ginia Institute  of  Technology;  and 
Thomas  J.  Zekan,  Wake  Forest  Uni- 
versity; Sissonville  — Gregory  D. 
Clarke,  University  of  Chicago;  South 


Charleston — Robert  L.  Heyd,  Mon- 
tana State  University;  Gabriel  L. 
Salamie,  University  of  Kentucky;  Ke- 
vin R.  Snodgrass,  WVU;  and  Gary  A. 
Thompson,  Virginia  Polytechnic  In- 
stitute; 

Logan:  McConnell  — Jeffrey  S. 
Church,  WVU. 

Marion:  Fairmont — John  A.  De- 
Luca,  University  of  Miami;  Cynthia  F. 
Graves,  WVU;  and  Susan  Kaye  Reese, 
Wheeling  College; 

Mineral:  Burlington  — Daniel 

Kelley  Agnew,  Potomac  State  Col- 
lege; 

Monongalia:  Morgantown  — Lauri 
Jo  Adler,  Goucher  College;  Vincent 
M.  Chiodo,  WVU;  Timothy  J.  Collins, 
WVU;  Marian  V.  Fleming,  University 
of  Maryland;  Frederick  J.  Gabriele, 
WVU;  Monique  Gingold,  University 
of  Southern  California;  David  M.  Kin- 
ney, College  of  Wooster;  John  D. 
Lynch,  Jr.,  WVU;  Eric  M.  Meister- 
ling,  University  of  Connecticut;  Ed- 
ward J.  Miltenberger,  WVU;  Robert 
S.  Newbrough,  WVU;  David  A. 
Pariser,  WVU;  Christopher  T.  Patri- 
coski,  University  of  Notre  Dame;  Pa- 
tricia Ann  Patricoski,  St.  Mary’s  Col- 
lege; Rebecca  A.  Price,  University  of 
Texas;  Mary  Ann  Sivinski,  College 
of  St.  Scholastica:  Carolyn  S.  Tolley, 
WVU;  James  G.  Warner,  Jr.,  West 
Virginia  Wesleyan  College;  Charles  T. 
Wass,  WVU;  Mark  D.  Wass,  WVU; 
Dorian  J.  Williams,  WVU;  Daniel  J. 
Wood,  WVU;  and  Craig  A.  Young, 
WVU; 

NICHOLAS:  Craigsville — Timothy 
S.  Sears,  WVU; 

Ohio:  Wheeling — Mark  L.  Benson, 
WVU;  Kenneth  Hilsbos,  University  of 
Maryland;  Mary  T.  McLaughlin, 
Wheeling  College;  Eric  J.  Radcliffe, 
WVU;  David  E.  Renedo,  Duke  Uni- 
versity; Jeffrey  S.  Schmidt.  WVU; 
Elisabeta  M.  Sengewalt,  Wheeling 
College;  and  Mark  S.  Younis,  WVU; 

Pendleton:  Upper  Tract — William 
0.  Mallow,  WVU; 

Raleigh:  Beckley — Sunil  Menawat, 
WVU;  Stanaford — Lorri  Anne  Lee, 
Duke  University;  and  Paul  G.  Lee, 
WVU; 

Randolph:  Elkins  — Frances  M. 
Blake,  Glenville  State  College; 


Summers:  Hinton — Sanjay  Agar- 
wal,  Concord  College; 

Wetzel:  New  Martinsville — Michael 
R.  Panger,  WVU; 

Wood:  Parkersburg — Frederick  S. 
Anderson,  Ohio  State  University. 
(Continued  on  Page  234) 


Results  Of  Charleston 
Meeting  Site  Evaluated 

The  results  of  holding  the 
WVSMA’s  118th  Annual  Meeting 
in  Charleston  for  the  first  time  since 
1947  are  being  evaluated  by  the 
Association’s  Annual  Meeting  Eval- 
uation Committee,  appointed  in 
September  by  President  Morgan. 

The  Committee’s  report  will  be 
made  to  Council  at  its  November 
meeting  for  its  consideration  and/ 
or  action  concerning  whether  to 
continue  the  convention  in  the  capi- 
tal city  or  in  another  state  city  in 
odd-numbered  years.  Under  the 
present  policy  set  by  the  WVSMA 
House  of  Delegates,  the  Annual 
Meeting  — as  it  was  from  1948 
through  1984  — will  continue  to  be 
held  in  White  Sulphur  Springs  at 
the  Greenbrier  in  even-numbered 
years. 

“Early  opinions  seemed  to  be 
pretty  evenly  divided  about  the  de- 
sirability of  Charleston  as  a meet- 
ing site,”  said  Merwyn  G.  Scholten, 
WVSMA  Executive  Director,  “al- 
though the  attendance  in  Charles- 
ton was  up  over  the  year  before  at 
the  Greenbrier. 

“There  were  some  logistics  prob- 
lems for  the  staff  because  of  having 
the  meeting  conducted  in  two  places 
(Marriott  Hotel  and  Charleston 
Civic  Center)  but,  all  in  all,  it  was 
much  more  successful  than  we  ex- 
pected for  the  first  time  around  in 
Charleston.” 

Scholten,  who  said  the  completed 
convention  evaluation  forms  are 
being  tabulated,  also  observed  that 
the  costs  of  the  Charleston  conven- 
tion for  the  Association  are  being 
studied  carefully. 

The  total  attendance  in  Charles- 
ton was  643,  compared  to  501  in 
1984  at  the  Greenbrier.  Physician 
attendance  was  319  in  Charleston, 
252  in  1984. 
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Looking  At  The  1985  WVSMA  Annual 


Dr.  Carl  J.  Roncaglione,  left,  of  South 
Charleston,  receives  the  Past  President’s 
Charm  and  Plaque  from  Dr.  L.  Walter 
Fix  of  Martinsburg,  Chairman  of  the 
Council,  following  Doctor  Roncaglione’s 
Presidential  Address  during  the  second 
House  session  at  the  WVSMA  Annual 
Meeting. 


Shown  on  the  right  are  some  of  the 
Councilors  and  others  attending  the  pre- 
convention  meeting  of  the  Association’s 
Council  on  August  14  in  Charleston  at 
the  Marriott  Hotel. 


Some  of  the  new  WVSMA  Auxiliary 
officers  elected  are  shown  with  Mrs. 
William  R.  (Mary  Kay)  McPhee  (back 
row,  right),  Kansas  City,  Missouri,  Pres- 
ident of  the  AMA  Auxiliary,  and  an 
honor  guest  of  the  State  Auxiliary.  From 
left,  front,  are  Mrs.  Edward  Spencer, 
Bluefield,  Recording  Secretary;  Mrs. 
Mehmet  V.  Kalaycioglu,  Shinnston, 
President;  Mrs.  Charles  Turner,  Hun- 
tington, President  Elect,  and  Mrs.  Her- 
man Fischer,  Bridgeport,  Vice  President. 
Standing,  from  left,  are  Mrs.  John 
Bellotte,  Bridgeport,  Northern  Regional 
Director;  Mrs.  Douglas  Curnutte,  Char- 
leston, Central  Regional  Director;  Mrs. 
Harry  S.  Weeks,  Jr.,  Wheeling,  Past 
President  on  Board,  and  Mrs.  McPhee. 
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Meeting:  The  Charleston  Experience 


Governor  and  Mrs.  Arch  A.  Moore,  Jr. 
(left)  greet  Dr.  and  Mrs.  William  O. 
McMillan,  Jr.,  of  Charleston  during  a 
reception  at  the  Governor’s  Mansion.  The 
Moores  hosted  W V S M A Delegates, 
speakers,  visiting  state  presidents  and 
others  during  the  Annual  Meeting. 


Checking  slides  and  comparing  notes 
prior  to  the  convention’s  third  general 
session,  “Cardiovascular  Effects  of  Exer- 
cise,” are  the  speakers,  from  left,  Sandy 
L.  Burkart,  PT,  Ph.D.,  Morgantown; 
Charles  M.  Tipton,  Ph.D.,  Tuscon,  Ari- 
zona, and  William  T.  Stauber,  Ph.D., 
Morgantown. 


WVSMA  conventioneers  enjoy  dancing 
on  Friday  evening,  August  16,  at  the 
Charleston  Marriott,  with  music  provid- 
ed by  Bo  Thorpe  and  His  Orchestra  of 
Rocky  Mount,  North  Carolina. 
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Out-of-State:  Florida,  Gainesville — 
Gregory  J.  England,  University  of 
Florida;  Maryland,  LaVale — Janet  A. 
Pagen,  Cornell  University;  Upper 
Marlboro — Larry  L.  McCullough, 
University  of  Maryland;  Pennsylva- 
nia, Edinboro  — Michael  A.  Mc- 
Donald, WVU;  Pittsburgh — Debra 
Ann  Stein,  West  Virginia  Wesleyan 
College;  and  Sandra  L.  Whitney 
WVU. 


Auxilian  From  Shinnston 
Assumes  Presidency 


Jeanny  Kalaycioglu 


Jeanny  (Mrs.  Mehmet  V.)  Kalaycio- 
glu of  Shinnston  assumed  the  presi- 
dency of  the  Auxiliary  to  the  West 
Virginia  State  Medical  Association  at 
the  group’s  61st  Annual  Meeting  in 
Charleston  August  14-17. 

Mrs.  Kalaycioglu  was  installed  by 
Mrs.  William  R.  McPhee  of  Kansas 
City,  Missouri,  President  of  the  Aux- 
iliary to  the  American  Medical  Asso- 
ciation, who  was  an  honor  guest. 

The  Auxiliary  elected  Mrs.  Charles 
E.  Turner  of  Huntington  as  President 
Elect  and  the  following  additional  of- 
ficers: 

Mrs.  Herman  Fischer,  Bridgeport, 
Vice  President;  Mrs.  Edward  Spencer, 
Bluefield,  Recording  Secretary;  Mrs. 
Robert  D.  Hess,  Bridgeport,  Corre- 
sponding Secretary;  Mrs.  Harvey 
Reisenweber,  Martinsburg,  Treasurer; 

Mrs.  John  A.  Bellotte,  Bridgeport, 
Northern  Regional  Director;  Mrs. 


Robert  S.  Strauch,  Martinsburg,  East- 
ern Regional  Director;  Mrs.  E.  L. 
Gage,  Bluefield,  Southern  Regional 
Director;  Mrs.  Willard  F.  Daniels,  Jr., 
Huntington,  Western  Regional  Direc- 
tor, and  Mrs.  Douglas  Curnutte, 
Charleston,  Central  Regional  Director; 

and  Mrs.  J.  L.  Mangus,  Charleston, 
Parliamentarian. 

Committee  Chairmen 

Mrs.  Kalaycioglu  also  announced 
these  appointments  of  committee 
chairmen,  or  co-chairmen: 

Mrs.  Grady  McRae  and  Mrs.  David 
Bell,  both  of  Bluefield,  AMA-ERF; 
Mrs.  T.  Keith  Edwards,  Bluefield, 
Health  Projects;  Mrs.  M.  Bruce 
Martin,  Huntington,  Legislation;  Mrs. 


Charles  E.  Turner,  Huntington,  Mem- 
bership; Mrs.  Herman  Fischer,  Bridge- 
port, Members-at-Large;  Mrs.  D. 
Sheffer  Clark,  Huntington,  Finance; 
Mrs.  L.  Walter  Fix,  Martinsburg,  By- 
laws and  Handbook;  Mrs.  Logan 
Hovis,  Vienna,  Convention;  Mrs. 
George  Naymick,  Newell;  Mrs.  Logan 
Hovis,  Vienna,  and  Mrs.  Joseph  D. 
Wright,  Bridgeport,  Health  Careers 
Loan  Fund; 

Mrs.  Joseph  Smith,  Dunbar,  His- 
torian; Mrs.  Gary  Gilbert,  Hunting- 
ton;  Mrs.  Richard  Kerr,  Morgantown, 
and  Mrs.  Logan  Hovis,  Vienna,  Long 
Range  Planning;  Mrs.  Wilson  P. 
Smith,  Huntington,  Necrology;  Mrs. 
Paul  E.  Gordon,  Clarksburg,  News 
Bulletin  Editor;  Mrs.  Charles  S.  Harri- 


Door  Prize  Contributors 

A very  special  thanks!  Our  first  attempt  at  awarding  door  prizes  during 
an  annual  meeting  was  a tremendous  success. 

During  the  118th  Annual  Meeting  of  the  West  Virginia  State  Medical 
Association  which  was  held  in  Charleston  August  14-17,  door  prizes  were 
awarded  registrants  during  coffee  breaks  held  during  each  of  the  scientific 
sessions  throughout  the  three-day  meeting. 

Door  prizes  were  contributed  by  the  following  firms,  but  were  not  received 
in  time  for  their  names  to  be  printed  in  the  official  program: 


John  E.  Cook  & Sons 
Charleston,  WV 

DeRoyal  Industries 
Jim  McCormick 
St.  Albans,  WV 

Ted  Keiffer  & Son,  Inc. 
Alice  Vance 
Charleston,  WV 

Eli  Lilly  & Company 
Karen  DiVita 
South  Charleston,  WV 


Michael  Drug  Company 
Elkview,  WV 

Physician’s  & Nurses 
Answering  Service 
Charleston,  WV 

Rite  Aid  Corporation 
Pharmacy  Division 
Harrisburg,  PA 

Trivillian’s  Pharmacy 
Charleston,  WV 

Twigger-Shaw  & Thornton 
Charleston,  WV 


For  the  benefit  of  members  who  were  not  in  attendance  at  the  Annual 
Meeting  to  recieve  a copy  of  the  program,  the  following  firms  contributed 
gifts,  and  their  names  were  printed  in  the  program:  Zimmer-Hunter  Asso- 
ciates, Parkersburg  (Grand  Prize);  Boll  Medical,  Charleston;  Charleston 
Orthopedic  Company,  Charleston;  Eye  Physicians  & Surgeons,  Richard  C. 
Rashid,  M.D.,  South  Charleston;  Haddad  Pharmacy,  Charleston;  Inhome 
Medical,  South  Charleston;  Mace  Orthopedic,  Charleston;  Marmet  Pharmacy, 
Marmet;  Medical  Center  Pharmacy,  Charleston;  Medicine  Shop,  Charleston; 
Rite  Aid  Home  Health  Care,  Charleston;  Service  Office  Supply  and  Printing 
Company,  South  Charleston;  and  Skyland  Hospital  Supply,  Bluefield  and 
Ripley. 

Again,  our  heartfelt  thanks  for  helping  to  make  our  1985  Annual  Meeting 
“one  of  the  best”  we  have  ever  experienced. 
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son,  Clarksburg,  Circulation  Manager; 
Mrs.  Robert  D.  Hess,  Bridgeport, 
Press  and  Publicity  Scrapbook; 

Mrs.  Richard  D.  Orr,  St.  Clairsville, 
Ohio,  RPMS  Liaison;  Mrs.  M.  Bruce 
Martin,  Huntington,  Southern  Medi- 
cal Counselor,  and  Mrs.  Gary  Gilbert, 
Huntington,  Vice  Counselor;  Mrs. 
Harry  S.  Weeks,  Jr.,  Wheeling,  Past 
President  on  Board,  and  WESPAC. 

New  President’s  Career 

Jeanny  Kalaycioglu  has  been  active 
in  her  local  auxiliary  since  1964,  hav- 
ing served  as  Treasurer,  Vice  Presi- 
dent, President  Elect,  and  President 
(1972-73). 

At  the  state  level,  she  has  been 
Northern  Regional  Director  for  two 
terms,  Chairman  of  Shape  Up  for  Life 
for  four  years,  Membership  Chairman, 
and  President  Elect. 


Review  A Book 


The  following  books  have  been  re- 
ceived by  the  Headquarters  Office  of 
the  State  Medical  Association.  Med- 
ical readers  interested  in  reviewing 
any  of  these  volumes  should  address 
their  requests  to  Editor,  The  West 
Virginia  Medical  Journal,  Post  Office 
Box  4106,  Charleston  25364.  We’ll 
be  happy  to  send  the  books  to  you, 
and  you  may  keep  them  for  your  per- 
sonal libraries  after  submitting  to  The 
Journal  a review  for  publication. 

Current  Emergency  Diagnosis  & 
Treatment,  edited  by  John  Mills, 
M.  D.;  Mary  T.  Ho,  M.  D.;  Patricia 
R.  Salber,  M.  D.;  and  Donald  D. 
Trunkey,  M.  D.  Price  $28.  Lange 
Medical  Publications,  Los  Altos, 
California  94022.  1985. 

Rx  for  Addiction,  by  W.  Robert 
Gehring,  M.  D.  Zondervan  Books, 
Grand  Rapids,  Michigan.  1985. 

Review  of  Medical  Physiology,  by 
William  F.  Ganong,  M.  D.  Price 
$22.50.  Lange  Medical  Publications, 
Los  Altos,  California  94022.  1985. 

Every  Womans  Health,  by  D.  S. 
Thompson,  M.  D.  Price  $19.95.  Dou- 
bleday & Company,  Inc.,  245  Park 
Avenue,  New  York,  New  York  10167. 
1985. 


The  new  President,  who  holds  a 
degree  in  library  science  and  home 
economics,  was  born  in  Istanbul,  Tur- 
key, and  came  to  the  United  States  in 
1953.  She  became  a citizen  in  1967. 

She  and  Doctor  Kalaycioglu,  a sur- 
geon, are  the  parents  of  three  children. 

Trained  in  ballet  and  Middle  East- 
ern folklore,  she  has  a weekly  TV  show 
with  WDTV,  Channel  5,  Clarksburg, 
and  teaches  aerobic  fitness  classes  at 
the  Y.W.C.A.  and  for  Harrison  County 
Parks  and  Recreation. 

Jeanny,  who  is  Harrison  County 
Park  and  Recreation  Commissioner, 
is  active  in  other  community  affairs. 
She  is  Creative  Arts  Chairman  for 
Shinnston  Woman’s  Club,  a Trustee  of 
Alderson-Broaddus  College,  and  a 
member  of  Shinnston  Quota  Club, 
Eastern  Star  Chapter  103,  Shinnston; 
Ladies  Oriental  Shrine  of  North 
America,  and  Summit  Center  for  Hu- 
man Development  Committee. 


Constitution,  Bylaws 
Adopted  By  House 

A new  WVSMA  constitution  and 
bylaws  were  adopted  by  the  House 
of  Delegates  during  the  118th  An- 
nual Meeting  in  Charleston. 

The  new  constitution  and  bylaws, 
among  other  changes,  creates  a Ju- 
dicial Commission  which  has  juris- 
diction over  proceedings  to  take 
disciplinary  action  against  a mem- 
ber of  the  Association. 

The  new  constitution  and  bylaws 
are  scheduled  to  appear  as  a special 
pull-out  insert  in  the  November  is- 
sue of  The  Journal. 

Following  introduction  at  the 
1984  Annual  Meeting,  the  proposed 
new  constitution  and  bylaws  were 
studied  by  the  Constitution  and  By- 
laws Committee,  which  presented 
recommendations  for  further  revi- 
sion at  the  1985  meeting.  Amend- 
ments approved  by  the  House  this 
August  for  the  final  form  of  the 
constitution  and  bylaws  mostly  cen- 
tered around  the  Judicial  Commis- 
sion chapter  in  the  bylaws  to  assure 
due  process  for  physicians  against 
whom  disciplinary  action  is  being 
taken. 


Continuing 

Education 

Activities 

Here  are  the  continuing  medical  ed- 
ucation activities  listed  primarily  by 
the  Marshall  University  and  West 
Virginia  University  Schools  of  Med- 
icine for  part  of  1985,  as  compiled  by 
Ernest  W.  Chick,  M.  D.,  MU  Interim 
Director  of  Continuing  Medical  Edu- 
cation; Robert  E.  Kristofco,  WVU 
Assistant  to  the  Dean /Continuing 
Medical  Education,  and  J.  Zeb 
Wright,  Ph.D.,  Coordinator,  Continu- 
ing Education,  Department  of  Com- 
munity Medicine,  WVU  Charleston 
Division.  The  schedule  is  presented 
as  a convenience  for  physicians  in 
planning  their  continuing  education 
program.  (Other  national,  state  and 
district  medical  meetings  are  listed  in 
the  Medical  Meetings  Department  of 
The  Journal . ) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are  held 
on  the  WVU  Morgantown,  Charleston 
and  Wheeling  campuses.  Further  in- 
formation about  CME  activities  may 
be  obtained  from:  Office  of  Continu- 
ing Medical  Education,  MU  School  of 
Medicine,  Huntington  25701;  Di- 
vision of  Continuing  Education,  WVU 
Medical  Center,  3110  MacCorkle  Ave- 
nue, S.  E.,  Charleston  25304;  Office 
of  Continuing  Medical  Education, 
WVU  Medical  Center,  Morgantown 
26506:  or  Office  of  Continuing  Med- 
ical Education,  Wheeling  Division, 
WVU  School  of  Medicine,  Ohio  Val- 
ley Medical  Center,  2000  Eoff  Street, 
Wheeling  26003. 

Marshall  University 

Nov.  23,  The  Brain  & the  Heart: 

Clinical  Interrelationships 

Dec.  14,  Marshall  Memorial  Sports 

Medicine  Conference:  A Program 

for  Primary  Care  Providers 

(Continued  on  Next  Page) 
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West  Virginia  University 

Oct.  1,  Charleston,  The  Living  Will 

*Oct.  3-5,  Morgantown,  11th  Hal 
Wanger  Family  Practice  Confer- 
ence 

Oct.  4,  Morgantown,  Pediatric  Oc- 
toberfest 

Oct.  5,  Bluefield,  Oncology  Update 

Oct.  12,  Morgantown,  Hemophilia 
Conference 

Oct.  18-19,  Morgantown,  Ultrasound 
Update  ?85 

Oct.  25,  Charleston,  Spinal  Cord 
Injuries 

Nov.  2,  Charleston,  Cardiology  Up- 
date 

Nov.  6,  Charleston,  The  Chemically 
Impaired  Worker 

*Nov.  9,  Morgantown,  Topics  in 
Emergency  Medicine 

*Nov.  16,  Morgantown,  Salt,  Acid 
and  You 

Dec.  6-7,  Charleston,  Advance  Car- 
diac Provider  Course 

°in  conjunction  with  WVU  football  games. 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center/ 
Charleston  Division 

Bluefield,  Bluefield  Community  Hos- 
pital, First-Floor  Conference  Room, 
3rd  Thursday,  Noon-2  P.  M.  — 
Oct.  17,  “Update:  Pulmonary  Dis- 
eases,” Dominic  Gaziano,  M.  D. 

Cabin  Creek,  Cabin  Creek  Medical 
Center,  Dawes,  2nd  Wednesday, 
8-10  A.  M.  — Oct.  9,  “Seizures,” 
Albert  F.  Heck,  M.  D. 

Gassaway,  Braxton  Co.  Memorial 
Hospital,  1st  Wednesday,  7-9  P.  M. 
— Oct.  2,  “Update:  Gynecology,” 
Paul  Fulcher,  M.  D. 

Nov.  6,  “Management  of  the  Hyper- 
tensive Patient,”  Alfred  K.  Pfister, 
M.  D. 

Madison,  Boone  Co.  Career  Center, 
2nd  Tuesday,  7-9  P.M.  — Oct.  8, 
“Pulmonary  Diseases,”  George  Zal- 
divar,  M.  D. 

Nov.  12,  “Identifying  High-Risk 
Cancer  Individuals  & Maintaining 
On-Going  Screening”  (speaker  to 
be  announced) 


Oak  Hill,  Plateau  Vocational  Center 
l Oyler  Exit,  N 19)  4th  Tuesday, 
7-9  P.  M.  — Oct.  22,  “Myocardial 
Infarction,”  Maria  Georgiev,  M.  D. 

Summersville,  Summersville  Memorial 
Hospital,  6:30-8:30  P.  M.  — Oct. 
7,  “Cancer  Screening  at  the  Pri- 
mary Care  Level,”  Steven  Jubelirer, 
M.  D. 

W elch,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  P.  M.  - 
Oct.  16,  “Cardiac  Arrhythmias,” 
Stafford  Warren,  M.  D. 

Whitesville,  Raleigh-Boone  Medical 
Center.  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — Oct.  23,  “Update:  Diag- 
nosis & Management  of  Cardiac 
Arrhythmias.”  (speaker  to  be  an- 
nounced ) 

Williamson,  Williamson  Memorial 
Hospital,  1st  Thursday,  6:30-8:30 
P.  M.  — Oct.  3,  “Cardiac  Arrhy- 
thmias,” William  H.  Carter,  M.  D. 


AMPAC  Board  Member  Edie  (Mrs.  B. 
David)  Epstein  of  Key  Biscayne,  Florida, 
was  guest  speaker  at  a luncheon  held 
August  15  by  the  WVSMA  Auxiliary 
during  the  Auxiliary’s  Annual  Meeting 
at  the  Charleston  Marriott  Hotel.  She 
spoke  to  approximately  65  Auxiliary 
members  on  the  need  for  their  politi- 
cal involvement  and  membership  in 
AMPAC/WESPAC. 


Annual  Elections  Held 
By  Sections,  Societies 

Following  are  officers  (as  reported 
to  The  Journal)  elected  or  re-elected 
by  specialty  societies  or  sections  dur- 
ing meetings  in  conjunction  with  the 
WVSMA’s  Annual  Meeting  in  August 
in  Charleston  at  the  Marriott  Hotel: 

Section  on  Dermatology:  Drs. 

William  A.  Welton,  Morgantown, 
President;  Nolan  C.  Parsons,  Jr., 
Charleston,  Vice  President,  and  Rich- 
ard A.  Hawkins,  Charleston,  Secre- 
tary. 

Section  on  Orthopedic  Surgery: 
Drs.  Stephen  I.  Lester,  Elkins,  Presi- 
dent; Michael  0.  Fidler,  Charleston, 
Vice  President,  and  William  G.  Sale, 
Charleston,  Secretary-Treasurer. 

West  Virginia  State  Neurosurgical 
Society:  Drs.  Hossein  Sakhai,  Hun- 
tington, President;  Ralph  0.  Dunker, 
Morgantown,  President  Elect,  and 
Robert  J.  Clubb,  Charleston,  Secre- 
tary-Treasurer. 

West  Virginia  Chapter,  American 
College  of  Emergency  Physicians: 
Drs.  Ernest  J.  Bonitatibus,  Morgan- 
town, President;  Raymond  B.  Hen- 
thorn,  Parkersburg,  President  Elect; 
Van  B.  Elliott,  Parkersburg,  Vice 
President,  and  Michael  C.  Robinson, 
Clarksburg,  Secretary-Treasurer. 

Section  on  Surgery:  Dr.  Bill  M. 

Atkinson,  Parkersburg,  Chairman. 

West  Virginia  State  Society  of 
Anesthesiologists:  Drs.  Josiah  K. 

Lilly  III,  Charleston,  President;  James 
W.  Kessel,  Morgantown,  Vice  Presi- 
dent, and  David  F.  Graf,  Morgantown, 
Secretary-Treasurer. 

West  Virginia  Radiological  Society: 
Dr.  Leonidas  Castro,  Wheeling,  Presi- 
dent. 

Reported  to  The  Journal  prior  to 
the  Annual  Meeting  was: 

West  Virginia  Chapter,  American 
College  of  Surgeons:  Drs.  James  A. 
Coil,  Jr.,  Huntington,  President; 
James  C.  Durig,  Wheeling,  First  Vice 
President;  Walter  H.  Moran,  Jr., 
Morgantown,  Second  Vice  President, 
and  Roger  E.  King,  Morgantown,  Sec- 
retary-T  reasurer. 
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Council  Eyes  IPA  Or  PPO 
Operated  By  Association 

An  independent  practice  association 
(IPA)  operated  by  WVSMA?  Or 
a preferred  provider  association 

(PPO)? 

This  could  happen,  depending  on 
the  outcome  of  a feasibility  study  of 
these  health  care  delivery  and  market- 
ing systems. 

The  study  was  approved  by  the 
Association’s  Council  at  its  pre-con- 
vention meeting  on  August  14  in 
Charleston  at  the  Marriott  Hotel.  The 
study  results  will  be  presented  to 
Council  at  its  November  meeting. 

Other  major  Council  actions  were 
approval  of  the  appointment  of  a com- 
mittee to  conduct  a feasibility  study 
relative  to  the  formation  of  a for-profit 
subsidiary  of  the  Association,  and  ap- 
proval of  the  appointment  of  a com- 
mittee to  review  the  feasibility  of 
developing  a WVSMA  endorsement 
policy. 

Honorary,  Retired  Memberships 

The  following  physicians,  having 
been  nominated  previously  by  their 
respective  component  medical  socie- 
ties, were  approved  for  reclassification 
of  membership  from  active  to  hon- 
orary: Drs.  Harold  D.  Almond  and 
James  A.  Rusmisell,  Jr.,  of  Buckhan- 
non  and  Earl  L.  Fisher  of  Gassaway 
(Central  West  Virginia  Medical  So- 
ciety ) ; Karl  A.  Dillinger  of  Clarks- 
burg (Harrison),  and  Charles  D. 
Hershey  of  Wheeling  (Ohio). 

By  the  same  motion,  the  following 
physicians  were  approved  for  retired 
membership:  Carter  F.  Cort  of  Fort 
Pierce,  Florida,  and  Jack  E.  Cox  and 
William  A.  Ehrgott  of  Fairmont 
(Marion);  Milton  R.  Hales  of  Mor- 
gantown (Monongalia);  Robert  W. 
Liebold  of  Wheeling  (Ohio),  and 
Harold  L.  Jellinek  of  Elkins  (Tygart’s 
Valley) . 

In  other  actions,  the  Council: 

• Approved  the  dates  of  August  11- 
16  at  the  Greenbrier  in  White  Sulphur 
Springs  for  the  1986  Annual  Meeting; 

• Approved  a recommendation  to 
the  House  that  the  matter  of  unified 
membership  be  studied  during  the  en- 
suing year,  with  report  back  to  that 
body  at  its  first  session  in  1986; 


• Approved  commercial  exhibits  at 
Mid-Winter  Clinical  conferences,  ef- 
fective in  1987; 

• Approved  support,  in  concept,  of 
the  Golden  Mountaineer  Program  on 
an  individual/ voluntary  basis; 

• Approved  appointment  of  the 
Association’s  Government  Relations 
Manager,  Dee  Crabtree,  as  part-time 
Executive  Secretary  to  the  State  Aux- 
iliary; 

• Approved  appointment  of  a com- 
mittee to  work  with  staff  to  evaluate 
the  1985  Annual  Meeting  in  Charles- 
ton, with  a report  to  Council  at  its 
November  meeting; 

• Heard  a brief  report  from  Esther 
(Mrs.  Harry  S.,  Jr.)  Weeks  of  Wheel- 
ing, State  Auxiliary  President,  on  Aux- 
iliary activities;  and  heard  also  from 
Mrs.  Weeks,  as  Co-Chairperson  for 
WESPAC,  an  update  on  that  group; 

• Accepted  from  Dr.  James  H. 
Wiley  of  Morgantown,  Chairman  of 
the  Committee  on  Constitution  and 
Bylaws,  his  report  for  reference  to  the 
House,  and  commended  him  and  the 
members  of  his  committee  for  an  out- 
standing job.  (In  his  report.  Doctor 
Wiley  distributed  copies  of  amend- 
ments which  his  Committee  had  pre- 
pared for  consideration  by  Council 
and  for  adoption  by  the  House.) 


NIH,  California  Doctors 
Charleston  Speakers 

Nationally-known  speakers  will  be 
featured  at  each  of  two  CME  programs 
scheduled  in  November  by  Charleston 
Area  Medical  Center  and  West  Vir- 
ginia University  Medical  Center, 
Charleston  Division. 

Stephen  E.  Epstein,  Chief  of  Car- 
diology. Cardiology  Branch,  National 
Heart,  Lung,  and  Blood  Institute,  Na- 
tional Institutes  of  Health,  Bethesda, 
Maryland,  will  be  the  keynote  speaker 
for  the  program,  “Cardiology  LTp- 
date,”  on  November  2. 

The  featured  speaker  for  the  pro- 
gram, “Chemically-Impaired  Worker,” 
November  6,  will  be  Joseph  A.  Pursch, 
M.  D.,  psychiatrist  and  former  Navy 
flight  surgeon  who  now  is  Corporate 
Medical  Director  of  Comprehensive 
Care  Corporation  and  is  based  at  the 


Stephen  E.  Epstein,  M.  D. 


CareLTnit  Hospital  in  Orange,  Cali- 
fornia. 

Doctor  Epstein,  who  is  Clinical 
Professor  of  Medicine  at  Georgetown 
Llniversity,  is  a member  of  the  editor- 
ial boards  of  Circulation,  American 
Journal  of  Cardiology,  Cardiovascular 
Medicine,  and  Journal  of  the  Ameri- 
can College  of  Cardiology. 

He  is  Chief,  Medical  Care  Consul- 
tant Panel  in  Cardiovascular  Diseases, 
NIH,  and  has  been  the  lecturer  for 
1 1 named  lectureships. 

Doctor  Pursch,  who  has  been  in- 
volved in  the  treatment  and  rehabilita- 
tion of  alcoholics  for  about  20  years, 
has  lectured  and  conducted  panels  and 


Joseph  A.  Pursch,  M.  D. 
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seminars  worldwide,  has  made  films 
and  appeared  on  network  talk  shows, 
and  has  published  and  presented  num- 
erous papers  on  alcoholism. 

Upon  his  retirement  from  the  Navy 
in  1980,  he  received  the  Distinguish- 
ed Service  Award  from  Wayne  State 
University  for  his  service  to  humanity 
as  a member  of  his  profession,  and 
the  Distinguished  Service  Medal  from 
the  President  of  the  United  States. 

Doctor  Pursch  was  named  to  Presi- 
dent Carter’s  Commission  on  Alcohol- 
ism in  1980,  and  was  appointed  to 
President  Reagan’s  Blue  Ribbon  Com- 
mission on  Drunk  Driving  in  1982. 

He  writes  a weekly  syndicated 
column  through  the  Los  Angeles 
Times  Syndicate  in  California,  and  has 
published  his  first  book,  Dear  Doc. 


New  MU  ‘Page’  In  Journal 

The  Journal  is  pleased  to  wel- 
come a new  “page”  in  this  issue, 
“MU  School  of  Medicine  News,” 
which  will  appear  every  other 
month. 

The  page  will  be  compiled  from 
material  furnished  by  the  MU 
Office  of  University  Relations. 

For  the  first  MU  contribution,  see 
Page  xviii. 


Health  Care  Second 
Largest  U.  S.  Industry 


Harrison  L.  Rogers,  Jr.,  M.  D. 


A look  back  at  the  development  of 
medical  practice  in  the  Llnited  States, 
and  pertinent  observations  for  the 
present  and  future  were  provided  hy 
the  President  of  the  American  Medical 
Association  during  the  WVSMA  An- 
nual Meeting  in  August. 

“Health  care  is  the  second  largest 
industry  today  in  the  United  States, 
employing  over  five  million  people,” 
said  Harrison  L.  Rogers,  Jr.,  of  At- 
lanta while  delivering  the  Thomas  L. 
Harris  Address  during  opening  exer- 


cises of  the  convention  in  Charleston 
on  August  15.  He  commented  that 
“historical  perspective”  is  important 
in  tracing  the  growth  of  health  care, 
citing  the  Hill-Burton  Act,  the  major 
factor  in  past  hospital  construction, 
and  the  establishment  of  Medicare 
and  Medicaid. 

Doctor  Rogers  said  diagnosis  re- 
lated groups  (DRGs)  may  have  an 
effect  on  the  education  of  medical 
students  because  the  lack  of  “lei- 
surely” admissions  and  care  with 
DRGs  will  provide  less  time  for  stu- 
dents to  learn. 

“We  are  approaching  the  time  when 
we  will  have  too  many  doctors,”  re- 
marked the  AMA  President,  noting 
that  “large  numbers  of  paraprofes- 
sionals  are  in  competition  with  doc- 
tors.” 

He  observed  that  “one  third  of  the 
medical  students  today  are  female,  and 
are  younger,  smarter,  idealistic  and 
dedicated.  Most  will  go  into  group 
practice.” 

Although  he  said  that  DRGs  are 
causing  hospitals  to  cut  back  on  serv- 
ices, he  commented  that  “we  have  the 
gold  standard  of  the  world  in  the 
United  States  as  far  as  health  care  is 
concerned.” 

Doctor  Rogers’  other  comments  and 
observations  included: 

• People  over  65  require  three 
times  more  health  care  resources. 


In  the  left  photo,  Dr.  David  Z.  Morgan  of  Morgantown  and  Mrs.  Morgan  (June)  are  shown  with  daughter,  Susan,  following 
installation  of  Doctor  Morgan  as  new  WVSMA  President  at  the  Association’s  Annual  Meeting  in  August  in  Charleston.  On  the 
right,  Gary  Ellison,  Missouri’s  official  ragtime  pianist,  regales  a dinner  audience  of  WVSMA  conventioneers  with  a hilarious 
musical  and  oral  history  of  ragtime  music  and  composer  Scott  Joplin  as  the  closing  event  of  the  Annual  Meeting. 
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Screening  For  Cancer,  Estrogens, 
Acute  Asthma  Program  Offerings 


• The  demand  for  health  care  in 
this  country  is  almost  limitless. 

• Two  billion  dollars  a year  is 
spent  on  malpractice  premiums,  and 
$15  billion  to  $30  billion  is  spent  for 
defensive  medicine. 

• As  the  number  of  for-profit  hos- 
pitals grows,  doctors  “must  guard 
against  getting  separated  from  pa- 
tients.” 

• The  AMA  would  like  doctors  to 
report  their  relationship  and  experi- 
ences with  DRGs. 

Doctor  Rogers  also  addressed  the 
first  session  of  the  WVSMA  House  of 
Delegates  on  August  14. 

Sports  Winners  Crowned 
At  Annual  Meeting 

Dr.  Estelito  B.  Santos  of  Huntington 
won  the  WVSMA  Golf  Tournament 
trophy  with  the  low  gross  score  of  76 
in  competition  held  in  conjunction 
with  the  Association’s  118th  Annual 
Meeting  in  Charleston. 

Dr.  Lionel  J.  Nair  of  Charleston 
was  the  winner  in  the  tennis  competi- 
tion, in  round-robin  type  of  play. 

Winners  in  the  women’s  tennis  dou- 
bles competition  were  Pacita  (Mrs. 
Ely)  Salon  of  Beckley  and  Sandra 
(Mrs.  Roberto)  De  Ocampo  of 
Charleston. 

The  women’s  golf  tournament  was 
cancelled  because  of  rain. 


CAMC,  WVIJ  Hospital  Move 
Toward  Closer  Ties 

The  Charleston  area  Medical  Center 
and  West  Virginia  University  Hospital 
have  agreed  to  explore  methods  of  es- 
tablishing a closer  relationship  be- 
tween the  two  medical  centers. 

Specifically  under  consideration  is 
a concept  through  which  the  parent 
company  of  CAMC  would  be  renamed 
and  its  board  expanded  to  include 
WVU  Hospital  representatives.  The 
new  board  would  develop  management 
agreements  with  CAMC  and  the  WVL1 
Hospital. 

It  was  pointed  out  by  both  hospitals 
that  this  was  not  a merger.  Each  would 
continue  to  be  governed  by  its  respec- 
tive board  of  directors  and  no  assets 
would  be  transferred  from  either  in- 
stitution. 


David  P.  Winchester,  M.  D. 


Speakers  on  screening  for  cancer, 
estrogens  in  post-menopausal  women, 
and  acute  asthma  have  been  scheduled 
for  the  19th  Mid-Winter  Clinical  Con- 
ference, the  Program  Committee  an- 
nounced. 

The  conference  will  open  at  2 P.M. 
on  Friday,  January  24,  at  the  Charles- 
ton Marriott  and  close  at  noon  on 
Sunday,  January  26,  again  under  the 
sponsorship  of  the  WVSMA  and  the 
Marshall  University  and  West  Virginia 
University  schools  of  medicine. 

Speakers  Named 

Dr.  David  P.  Winchester,  Associate 
Professor  of  Clinical  Surgery,  North- 
western Medical  School,  Evanston, 
Illinois,  will  speak  on  screening  for 
cancer  during  the  opening  session  on 
availability  of  treatment  modalities  of 
cancer  in  the  Charleston,  Huntington 
and  Morgantown  areas. 

It  was  announced  previously  that 
one  of  the  speakers  for  that  session 
will  be  Dr.  Peter  C.  Raich  of  Morgan- 
town. Doctor  Raich  is  Professor  of 
Medicine  and  Chief,  Section  of  Hema- 
tology/Oncology, WVU  School  of 
Medicine. 

“Use  of  Estrogens  in  Post-Meno- 
pausal Women”  will  be  the  subject  of 
a presentation  by  Dr.  Bruce  C.  Cher- 


Bruce  S.  Chertow,  M.  D. 


tow  of  Huntington  during  the  Satur- 
day morning  session.  Doctor  Chertow 
is  Professor  of  Medicine  and  Chief, 
Section  of  Endocrinology  and  Metab- 
olism, MU  Department  of  Medicine. 

Dr.  L.  Blair  Thrush  of  Charleston 
will  speak  on  “Acute  Asthma”  during 
the  Saturday  afternoon  session  on 
“Diagnosis  and  Management  of  Pul- 
monary Diseases.”  He  is  in  the  priv- 
ate practice  of  pediatric  and  adult 
allergy,  and  is  Clinical  Associate  Pro- 
fessor of  Allergy  and  Clinical  Im- 
munology, Department  of  Medicine, 
WVLT  Charleston  Division. 

Other  Subjects 

Preferred  Provider  Organizations 
(PPOs)  and  Health  Maintenance  Or- 
ganizations (HMOs)  will  be  the  sub- 
ject of  the  Friday  evening  physicians’ 
session. 

Other  conference  CME  subjects  will 
include  osteoporosis  and  osteoarth- 
ritis; chronic  obstructions  in  pulmo- 
nary disease;  urinary  tract  infections; 
and — during  a symposium  on  manage- 
ment of  acute  myocardial  infarction — 
use  of  streptokinase;  angioplasty; 
management  of  acute  MI;  and  cardiac 
rehabilitation. 

Other  positions  currently  held  by 
Doctor  Winchester  include  those  as 
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Senior  Attending  Physician,  Evanston 
Hospital;  Head,  Surgical  Oncology, 
Evanston  Hospital,  and  Associate  Di- 
rector, Kellogg  Cancer  Center,  Evans- 
ton Hospital. 

He  also  is  a member  of  the  National 
Avdisory  Committee  on  Cancer  Pre- 
vention and  Detection,  American  Can- 
cer Society;  Chairman,  Early  Detec- 
tion and  Prevention  Committee,  Illi- 
nois Division,  American  Cancer  So- 
ciety, and  Chairman,  Task  Force  on 
Revising  American  Cancer  Society 
Cancer  Check-Up  Guidelines. 

Doctor  Winchester  received  both 
his  undergraduate  degree  and  M.  D. 
degree  (1963)  from  Northwestern, 
and  also  earned  an  M.S.  degree  from 
the  Northwestern  Department  of  Sur- 
gery in  1970.  He  completed  residency 
and  fellowship  training  at  Northwest- 
ern and  University  of  Texas,  M.  D. 
Anderson  Hospital  and  Tumor  In- 
stitute, Houston. 

He  is  the  author  or  co-author  of  20 
scientific  articles,  and  has  delivered 
some  25  invited  lectures. 

VA  Posts  Held 

Doctor  Chertow  also  is  Chief,  En- 
docrinology Section,  Medical  Service, 
Huntington  Veterans  Administration 
Center;  Chief,  Nuclear  Medicine,  Hun- 
tington VA  Medical  Center,  and  Pro- 
fessor of  Anatomy,  MU. 

He  was  the  1984-85  President  of 
the  American  Diabetes  Association. 
West  Virginia  Affiliate,  and  is  a mem- 
ber of  its  Board,  and  was  the  1982 
recipient  from  the  MU  Research  Board 
of  the  Distinguished  Research  Recog- 
nition Award  for  research  in  medicine 
and  allied  health  sciences,  1979-81. 

He  received  both  his  undergraduate 
degree  and  M.  D.  degree  (1965  ) from 
the  University  of  Illinois,  completed 
an  internship  and  residency  in  medi- 
cine and  a fellowship  in  endocrinology 
and  metabolism  at  Presbyterian-St. 
Luke’s  Hospital  in  Chicago. 

Doctor  Chertow  is  the  author  or 
co-author  of  some  33  scientific  articles 
and  45  abstracts. 


L.  Blair  Thrush,  M.  D. 


Formerly  at  WVU,  Morgantown 

Doctor  Thrush,  who  also  is  Clinical 
Associate  Professor  of  Pharmacology 
at  MU,  was  on  the  staff  at  WVU  in 
Morgantown  from  1979  to  1982  as 
Chief  of  Allergey  and  Immunology. 

After  receiving  his  M.  D.  degree  in 
1970  from  WVU,  he  completed  his 
internship  and  residency  at  the  Uni- 
versity of  Wisconsin  and  a fellowship 
in  allergy  and  immunology  at  Walter 
Reed  Army  Medical  Center  in  Wash- 
ington, DC. 

Doctor  Thrush  has  completed  two 
recent  research  studies  of  drugs  for  the 
potential  benefit  of  asthmatic  patients. 
His  research  as  a fellow  at  Walter 
Reed  involved  the  American  Academy 
of  Allergy’s  double  blind  study  of  Al- 
buterol orally,  and  later,  a double 
blind  cross  over  between  inhaled 
Albuterol  and  Isoproterenol. 

Program  Committee 

The  members  of  the  Program  Com- 
mittee are  Drs.  William  0.  McMillan, 
Jr.,  Charleston,  Chairman;  Maurice 
A.  Mufson,  Huntington;  Joseph  T. 
Skaggs,  Charleston;  C.  Carl  Tully, 
South  Charleston;  Richard  G.  Starr, 
Beckley;  and  John  W.  Traubert,  Mor- 
gantown. 

More  information  concerning  other 
speakers  and  subjects  will  be  provided 
by  the  Program  Committee  in  upcom- 
ing issues  of  The  Journal. 


Medical  Meetings 


Oct.  2-5— Am.  Neurological  Assoc.,  Chicago. 

Oct.  9-13— Am.  College  of  Gastroenterology, 
Philadelphia. 

Oct.  10-13— Am.  Society  of  Internal  Medi- 
cine, Washington,  DC. 

Oct.  10-13— Am.  Academy  of  Family  Phy- 
sicians, Anaheim,  CA. 

Oct.  12-16— Am.  Society  of  Anesthesiologists, 
San  Francisco. 

Oct.  13-18— Am.  College  of  Surgeons,  Chi- 
cago. 

Oct.  19— Plastic  Surgery  for  the  Primary 
Care  Physician  (Plastic  Surgery,  Inc.), 
Wheeling. 

Oct.  19— WVSMA  Loss  Control  Seminar, 
Oak  Hill. 

Oct.  27-31— Am.  College  of  Chest  Physi- 
cians, New  Orleans. 

Oct.  27-31— Medical  Group  Management 
Assoc.,  Chicago. 

Nov.  2— WVSMA  Loss  Control  Seminar, 
Charleston. 

Nov.  2 —Laser  Surgery’  Seminar  II  (Eye  & 
Ear  Clinic  of  Charleston,  WVU  Charles- 
ton Division),  Charleston. 

Nov.  2-8— Am.  Society  of  Clinical  Path- 
ologists, Las  Vegas. 

Nov.  5-10— Am.  Medical  Women’s  Assoc., 
San  Francisco. 

Nov.  10-14— Am.  College  of  Angiology, 
Hilton  Head  Island,  SC. 

Nov.  17-20— Southern  Medical  Assoc.,  Or- 
lando. 

Nov.  17-21— Am.  Public  Health  Assoc., 
Washington,  DC. 

Nov.  17-22— Radiological  Society  of  North 
Am.,  Chicago. 

Dec.  5-6— Am.  College  of  Chemosurgery, 
Las  Vegas. 

Dec.  7-12— Am.  Academy  of  Dermatology, 
Las  Vegas. 

Dec.  12-15— National  Kidney  Foundation, 
New  Orleans. 

1986 

Jan.  23-25— Neurosurgical  Society  of  the  Vir- 
ginias, Hot  Springs,  VA. 

Jan.  24-26— 19th  Mid-Winter  Clinical  Con- 
ference, Charleston. 

Feb.  20-25— Am.  Academy  of  Orthopaedic 
Surgeons,  New  Orleans. 

March  5-9— Am.  Medical  Student  Assoc., 
Washington,  DC. 

March  9-13— Am.  College  of  Cardiology, 
Atlanta. 

March  15-18— Southeastern  Surgical  Con- 
gress, Louisville,  KY. 

March  22-26— Am.  Academy  of  Allergy  & 
Immunology,  New  Orleans. 
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WVU  Medical 

Center  News 


Compiled  from  material  furnished  by  the 
Medical  Center  News  Service,  Morgantown. 
W.  Va. 


Cancer  Center  Receives 
NCI  Information  Grant 

The  National  Cancer  Institute  has 
awarded  8815,000  to  the  Mary  Babb 
Randolph  Cancer  Center  at  WVU  to 
develop  a cancer  communications 
system  in  West  Virginia. 

The  system  will  include  a statewide, 
toll-free  telephone  information  service 
and  will  coordinate  public  education 
programs  about  cancer. 

The  four  and  one-half-year  contract, 
effective  July  16,  is  the  first  major  con- 
tract granted  to  the  Cancer  Center,  ac- 
cording to  John  E.  Jones,  M.  D.,  Vice 
President  for  Health  Sciences  and 
Chairman  of  the  Cancer  Center  board 
of  directors. 

The  Mary  Babb  Randolph  Cancer 
Center  is  one  of  21  institutions  in  the 
United  States  selected  by  the  National 
Cancer  Institute  to  receive  a cancer 
communications  system  contract,  Doc- 
tor Jones  said. 

Director  of  System 

Director  of  West  Virginia’s  system 
will  be  Linda  Morningstar,  Assistant 
to  the  Dean  in  the  WVU  School  of 
Medicine  for  the  past  three  years. 
Principal  Investigator  is  Peter  C. 
Raich,  M.  D.,  Chief  of  the  Department 
of  Medicine’s  Section  of  Hematology 
and  Oncology. 

Besides  the  director  and  principal 
investigator,  the  system  will  be  staffed 
by  a cancer  information  service  man- 
ager, two  health  educators,  an  evalua- 
tion specialist  and  an  administrative 
aide. 


“The  most  visible  role  of  the  system 
will  be  to  provide  a toll-free  telephone 
cancer  information  service,”  Morning- 
star  said. 

“West  Virginia  is  joining  the  Na- 
tional Cancer  Institute’s  information 
network.  Already,  West  Virginians 
can  take  advantage  of  this  telephone 
information  service  by  calling  the  toll- 
free  number.  1-800-4-CANCER.  Since 
there  is  not  yet  an  office  in  the  state, 
West  Virginians’  calls  are  forwarded 
to  the  Washington,  D.C.,  area.  Callers 
can  thereby  receive  good  information 
about  cancer  but  little  about  cancer  re- 
sources available  locally. 

Late  Fall  Goal 

“With  the  establishment  of  our 
West  Virginia-based  office,  callers  will 
he  able  to  find  out  about  cancer  risks 
prevalent  in  this  region  and  about 
cancer  services  available  throughout 
the  state — either  in  the  caller’s  own 
community  or  at  the  WVLT  Cancer 
Center,”  she  said.  “We  hope  to  begin 
taking  calls  in  West  Virginia  in  late 
fall.” 

Doctor  Raich  said  counselors  at  the 
West  Virginia  Cancer  Information 
Service  will  be  trained  to  provide  in- 
formation that  is  “sensitive,  thorough 
and  confidential.” 

The  second  role  of  the  West  Vir- 
ginia Service  will  be  public  education 
in  cancer.  The  Cancer  Communica- 
tions System  will  work  with  other 
health-related  organizations  through- 
out the  state  to  educate  the  public 
about  advances  in  cancer  prevention, 
detection  and  control,  particularly  how 
West  Virginias  can  reduce  their  own 
cancer  risks. 

The  system  will  be  located  at  the 
WVU  Medical  Center  in  Morgantown 


but,  in  keeping  with  the  outreach  mis- 
sion of  the  Cancer  Center,  it  will  work 
to  inform  West  Virginians  about  can- 
cer-related services  in  their  own  com- 
munities, Morningstar  said. 


Inappropriate  Medical 
Technology  Costly 

Inappropriate  use  of  medical  tech- 
nology must  be  curbed  if  Americans 
hope  to  slow  the  spiraling  costs  of 
health  care,  according  to  Howard  H. 
Kaufman,  M.  D.,  Professor  of  Neuro- 
surgery. 

Doctor  Kaufman  recently  organiz- 
ed, chaired,  and  spoke  at  a seminar  on 
evaluating  medical  technology  during 
the  eighth  International  Congress  of 
Neurological  Surgery  in  Toronto,  Can- 
ada. 

Doctor  Kaufman  an  authority  on 
medical  technology  assessment,  said 
medical  care  in  the  United  States  ac- 
counts for  $400  billion  a year,  “and 
we  now  spend  $1,500  a year  per  per- 
son for  such  care.” 

“This  cost  has  become  a critical  is- 
sue, and  efforts  to  constrain  costs  may 
now  be  threatening  the  quality  of  med- 
ical care  in  the  United  States,”  he 
said.  “One  way  to  control  costs  is  to 
limit  the  inappropriate  use  of  medical 
technology,  which  currently  may  be 
contributing  over  $50  billion  a year  to 
this  cost.” 

Dcotor  Kaufman  serves  as  Secretary 
of  the  Committee  on  Devices  and  Ma- 
terials of  the  World  Federation  of 
Neurological  Societies  and  is  on  the 
Advisory  Council  of  the  Joint  Com- 
mittee on  Drugs  and  Devices  of  the 
two  national  neurological  organiza- 
tions. 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


MU  School 
Of  Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  University  Relations,  Marshall 
University. 


Three- Year  Virus  Study 
By  Doctor  Mufson  Funded 

Maurice  A.  Mufson,  M.  D.,  will 
study  antigenic  variation  in  respira- 
tory syncytial  virus  — focusing  on 
strains  collected  over  the  last  six  years 
in  West  Virginia — and  a new  three- 
year,  $150,000  research  award  from 
the  Veterans  Administration. 

The  project  will  follow  up  evidence 
found  during  his  recent  sabbatical  sug- 
gesting that  RS  virus  has  two  distinct, 
stable  subtypes,  said  Doctor  Mufson, 
Chairman  of  Medicine  at  Marshall  and 
Director  of  Research  at  the  Hunting- 


Gretchen  Oley,  M.  D.,  a 1982  graduate 
of  MU  School  of  Medicine,  has  joined 
the  school’s  faculty  as  Chief  of  General 
Internal  Medicine  and  Assistant  Pro- 
fessor of  Medicine.  She  is  the  first  grad- 
uate to  become  a faculty  member. 


ton  Veterans  Administration  Medical 
Center. 

The  Huntington  project  will  apply 
monoclonal  antibody  techniques  learn- 
ed during  the  nine-month  sabbatical 
at  the  Karolinska  Institute  with  inter- 
nationally known  virologist  Erling 
Norrby. 

33  Monoclonal  Antibodies 

To  study  the  virus  structure,  Doctor 
Mufson  will  use  33  monoclonal  anti- 
bodies, reacting  them  with  RS  virus 
isolates  from  the  last  six  annual  epi- 
demics in  Huntington.  The  study  will 
use  gel  electrophoresis,  immunoflu- 
orsescense  and  ELISA  techniques. 

The  project  seeks  to  determine 
whether  RS  virus  strains  show  sub- 
stantial antigenic  variations  and,  if  so, 
their  epidemiological  and  immunologi- 
cal significance;  whether  distinct  RS 
virus  strains  predominate  in  different 
years,  and  whether  passively  adminis- 
tered monoclonal  antibody  to  individ- 
ual structural  proteins  will  protect 
animals  against  RS  virus. 

The  data  from  these  studies  have 
implications  for  examining  the  immu- 
nological epidemiology  of  RS  virus 
epidemics,  for  assessing  immunity  and 
occurrence  of  repeat  infections,  and 
for  the  preparation  of  purified  com- 
ponent vaccines,  Doctor  Mufson  said. 

Outgrowth  of  Sabbatical 

The  monoclonal  antibodies  being 
used  in  the  study  were  produced  dur- 
ing Doctor  Mufson’s  1984-85  sabbati- 
cal. 

Doctor  Mufson  said  his  work  with 
Professor  Norrby  allowed  him  to  “re- 
tool” and  open  a new  avenue  of  re- 
search to  deepen  Marshall’s  emphasis 
on  respiratory  vaccines. 


Doctors  Mufson  and  Norrby  are 
continuing  to  collaborate.  Their  nine 
months  of  intense  work  has  already 
yielded  one  manuscript,  the  Karolin- 
ska lab’s  first  on  the  subject  of  RS 
virus.  It  is  to  be  published  in  Journal 
of  General  Virology. 


MU  To  Host  Anatomy, 
Microbiology  Meetings 

MU  School  of  Medicine  this  month 
is  hosting  the  annual  meetings  of  the 
Southern  Society  of  Anatomists  and 
the  Allegheny  Branch  of  the  American 
Society  for  Microbiology. 

A highlight  of  the  anatomists’  meet- 
ing, October  9-12,  will  be  a free  pub- 
lic lecture  by  Donald  C.  Johanson, 
Ph.D.,  author  of  the  book  Lucy  and 
Director  of  the  Institute  of  Human 
Origins.  Doctor  Johanson’s  topic  will 
be  “Ethiopia  Yields  Our  Oldest  An- 
cestors: Lucy  and  the  First  Family.” 

Additional  information  is  available 
from  Dr.  James  Fix,  MU  Chairman  of 
Anatomy  and  President  of  the  anat- 
omists’ group,  at  (304)  429-6788. 

The  microbiology  group  meeting 
will  be  October  17-19  at  the  Holiday 
Inn  Gateway  in  Huntington.  Sym- 
posia topics  include  virology,  medical 
microbiology,  immunology,  molecular 
biology,  Legionella,  and  applied  and 
environmental  microbiology.  Speakers 
will  address  topics  as  diverse  as  ma- 
rine biotechnology,  control  of  Le- 
gionella in  hospital  water  systems,  and 
stress  and  the  immune  response. 

Additional  information  is  available 
from  Dr.  Albert  Moat,  MU  Chairman 
of  Microbiology  and  President-Elect 
of  the  group,  at  (304)  429-6764. 
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JAMES  T SPENCER,  JR  M D 
ROGER  P NICHOLS,  M D 
RONALD  L WILKINSON,  M D , F ACS 
F THOMAS  SPORCK,  M D , F A C S 
CHARLES  D CRIGCER,  M D 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIC,  PH  D 
CARY  HARRIS,  PH  D 


rrz 


EAR,  NOSE  SC  THROAT  ASSOCIATES 
OF  CHARLESTON,  INC. 


HEAD  AND  NECK  MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNCIC  ALLERGY 
FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHACOLOGY 
FORENSIC  OTOLOGY 


1314  VIRCINIA  ST  EAST  - PO  BOX  1628 
CHARLESTON  WEST  VIRCINIA  25326-1628 

PHONE  342-0124 


Openings  At 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 

In  Internal  Medicine  To  Associate  With 

Radiology: 

Internal  Medicine: 

Family  Practice: 

Halberto  G.  Cruz,  M.  D. 

Karl  J.  Myers,  Jr.,  M.  D. 

Charles  L.  Arnett,  M.  D. 

Pathology: 

Wm.  A.  SanPablo,  M.  D. 

R.  Gregory  Juckett,  M.  D. 

James  A.  Arnett,  M.  D. 

Fulvio  Franyutti,  M.  D. 

Pediatrics: 

Surgery: 

E.  G.  Kreider,  M.  D. 

Contact:  E.  G.  Kreider,  M.  D. 

J.  W.  Woodford,  M.  D. 

Dentistry: 

Telephone:  (304)  457-2800 

Boyd  R.  Wickizer,  M.  D. 

Glenn  B.  Poling,  D.  D.  S. 

WV  (800)  346-2800 

Charleston>^>-«^V  George  E.  Toma,  M.D.,  FACS 

Eye  Stephen  P.  Cassis,  M.D. 

Associates  Inc 


SURGICAL  CARE 
AND  TREATMENT 
FOR  DISEASES 
OF  THE  EYE 


CATARACT  REMOVAL 


INTRAOCULAR  LENS  IMPLANT 


SURGICAL  CORRECTION  FOR 
NEARSIGHTEDNESS 


LASER  SURGERY  & THERAPY 


CORNEAL  TRANSPLANTS 


PERMANENT  COSMETIC 
EYELINER 


311  Laidley  Street,  Suite  102  4430  Kanawha  Turnpike 

Charleston,  WV  25301  24  HOUR  South  Charleston,  WV  25309 

344-3937  ANSWERING  SERVICE  768-0068 

CALL  TOLL  FREE  8:00  A.M.  - 5:00  P.M.  (800)  344-3993 
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Obituaries 


CLARENCE  I.  BUTTE,  JR.,  M.  D. 

Dr.  Clarence  I.  Butte,  Jr.,  M.  D., 
of  Matoaka  (Mercer  County)  died  on 
August  21  in  a Princeton  hospital.  A 
general  practitioner,  he  was  76. 

Doctor  Butte  began  his  career  in 
Jenkin  Jones  and  Elkhorn,  and  had 
practiced  in  Matoaka  since  1946. 

Born  in  Matoaka,  he  was  graduated 
from  William  and  Mary  College,  and 
received  his  M.  D.  degree  in  1934 
from  the  Medical  College  of  Virginia. 
He  interned  at  Bluefield  Sanitarium. 

An  Army  veteran  of  World  War  II, 
Doctor  Butte  was  a member  of  the 
Mercer  County  Medical  Society  and 
the  West  Virginia  State  Medical 
Association. 

Survivors  include  the  wife,  Mrs. 
Ruby  Hudson  Butte;  a daughter,  Mrs. 
Francis  Irene  Pennington  of  Tazewell, 
Virginia,  and  a son,  Clarence  I.  Butte 
III  of  Oakton,  Virginia. 


WILSON  O.  GRIMM,  M.  D . 

Word  recently  was  received  by  The 
Journal  of  the  death  of  Dr.  Wilson  0. 
Grimm  of  Huntington  on  May  12  in  a 
Milton  nursing  home.  He  was  87. 

Doctor  Grimm,  an  internist,  was 
graduated  from  West  Virginia  Uni- 
versity, and  received  his  M.  D.  degree 
in  1930  from  the  University  of  Ar- 
kansas. He  interned  at  St.  Mary’s 
Hospital  in  Huntington. 

Born  in  Buckhannon,  Doctor 
Grimm  received  a 50-year  plaque  in 
1981  as  a member  of  the  West  Vir- 
ginia Chapter  of  Medical  Practice. 

He  was  an  honorary  member  of  the 
Cabell  County  Medical  Society,  West 
Virginia  State  Medical  Association 
and  American  Medical  Association. 

Survivors  include  the  wife,  Mrs. 
Frances  Talbott  Grimm;  a sister,  Ina 
Lee  Williams  of  Buckhannon,  and  a 
brother,  William  Grimm  of  Hagers- 
town, Maryland. 


DELBERT  C.  SMITH,  M.  D. 

Dr.  Delbert  C.  Smith  of  Fairmont 
died  on  August  5 in  a Somers  Point, 
New  Jersey,  hospital  following  a 
heart  attack. 


Doctor  Smith,  70,  had  been  vaca- 
tioning with  his  wife  and  family  in 
Ocean  City,  New  Jersey,  when  he  was 
stricken. 

He  retired  from  office  practice  in 
June,  1984,  but  was  still  active  on  the 
staff  of  Fairmont  General  Hospital. 

Doctor  Smith,  a surgeon,  had  been 
in  practice  in  Fairmont  since  1950.  He 
was  a member  and  Past  President 
( 1968-69 ) of  the  Marion  County  Med- 
ical Society. 

He  was  born  in  Rivesville,  was  grad- 
uated from  West  Virginia  University, 
and  received  his  M.  D.  degree  in  1939 
from  the  University  of  Pennsylvania. 
He  served  his  internship  and  residency 
at  Philadelphia  General  Hospital,  and 
was  a fellow  in  surgery  at  Lahey  Clinic 
in  Boston. 

Doctor  Smith  was  a faculty  member 
of  the  Graduate  School  of  Medicine, 
University  of  Pennsylvania,  and  Wom- 
en’s Medical  College  of  Pennsylvania 
in  1948-50. 

A Navy  veteran  of  World  War  II, 
he  was  a Fellow  of  the  American  Col- 
lege of  Surgeons  and  a member  of 
the  American  Board  of  Surgery,  West 
Virginia  State  Medical  Association 
and  American  Medical  Association. 

Doctor  Smith  was  active  in  the 
American  Cancer  Society,  having  been 
a member  and  former  President  of  the 
Marion  County  Unit. 

Survivors  include  the  wife,  Dr. 
Mary  Jordan;  three  daughters,  Mrs. 
Terry  Francis  of  Philippi,  Barbara 
Smith,  at  home,  and  Mrs.  Lynn  Grider 
of  Doylestown,  Pennsylvania. 


Allegheny  Trek  Slated 
By  Lung  Association 

Gather  your  backpacking  supplies. 
It’s  time  to  get  ready  for  the  fifth  an- 
nual Allegheny  Trek  for  Life  and 
Breath,  October  12-14. 

Sponsored  by  the  American  Lung 
Association  in  cooperation  with  the 
West  Virginia  Scenic  Trails  Associa- 
tion, the  25-mile  hike  begins  near 
Huntersville  and  ends  three  days  later 
in  Cass. 

By  joining  the  Trek  for  Life  and 
Breath,  each  hiker  raises  donations 
of  at  least  $150  toward  the  education, 
research  and  prevention  of  lung  dis- 
ease. 


Need  A 
Temporary 
Physician? 

You  can  take  time  off 
while  your  practice 
keeps  working! 

Lease  CompHealth 
physicians  for  your 
vacations,  CME’s  or  for 
supplementary  help. 

★ 

Want  Free  Time 
While  You 
Practice 
Medicine? 

Join  CompHealth’s 
Locum  Tenens 
Physician  Group. 

★ 

For  further  information 
about  temporary  coverage 
or  locum  tenens  practice 
opportunities, 
call: 

412/741-3310 

jjjj  CompHealth 

A Physician  Group 

★ 

WILSON  ROSS, 
Regional  Administrator 

114  Centennial  Avenue 
Sewickley,  PA  15143 


XX  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


GROUP  INSURANCE  SPONSORED 
BY  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION  FOR 
MEMBERS  AND  THEIR  EMPLOYEES 


McDonough  Caperton  Shepherd  Association  Group  ad- 
ministers group  insurance  at  a substantial  savings  for 
members,  their  families,  and  their  employees  on  behalf  of  the 
West  Virginia  State  Medical  Association. 


McDonough 

Caperton 

Shepherd 

Association 

Group 


Our  Group  Plans  include 

• Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  income  up  to  $500  a week  when  you 
are  disabled. 

• $1,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1,000,000  per  person.  Choice 
of  deductibles  ($100-$250-$500-$1 ,000).  Employees  are  eligible. 

• Hospital  Money  Plan 

Pays  up  to  $100  a day  when  you  or  a family  member  is  hospital- 
ized. 

• Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for  spouses,  and  $10,000 
for  children.  Employee  may  apply  for  up  to  $100,000. 

• $100,000  Accidental  Death  & Dismemberment  Insurance 

Around  the  clock  protection  — 24  hours  a day . . . 365  days  a year 
. . . worldwide. 

• Office  Overhead  Disability  Plan 

Pays  your  office  expenses  up  to  $5, 000  per  month  while  you  are 
disabled. 

• Professional  Liability  Insurance 


SEND  THE  COUPON  BELOW  OR  CALL  TOLL-FREE  1-800-642-3088 


Please  send  me  more  information  about  the  plan(s)  I have  checked  which  are  endorsed  by  the  West  Virginia 
State  Medical  Association. 


Name 


Address 


City/State 


Zip 


Business  Telephone 


□ Long  Term  Disability  Income  Protection 

□ $1,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & Dismemberment  In- 
surance 

□ Office  Overhead  Disability  Plan 

□ Professional  Liability  Insurance 


Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 


“For  a total  computer  system  package, 
our  medical  practice  recommends 
Reynolds + Reynolds  ♦” 

“We’d  been  researching  computers  for  over  two  years 
. . . even  attending  office  automation  seminars.  We’re 
absolutely  delighted  with  our  Medical  Practice 
Mangement  System  from  Reynolds  and  Reynolds. 

“The  system  has  eliminated  our  insurance  backlog. 

Now  we  can  file  claims  the  same  day  the  patient  visits. 

The  credit  and  collection  tools  improve  day-to-day 
collections  and  give  us  strong  follow-up  for  past-due 
accounts.  Staff  productivity  has  increased  across  the 
board,  allowing  for  optimal  patient  care. 

“The  dedication,  excellence  and  professionalism  of  the 
Reynolds’  training  and  support  staff  made  for  a smooth 
transition  when  the  practice  converted.  They  tmly 
understand  the  needs  of  today’s  busy  medical  practice. 

And  it’s  especially 
comforting  to  have  our 
investment  protected  by  a 
company  that  is  national 
in  scope  and  local  in 
commitment.” 

For  a free  analysis  of  your  medical  practice,  just  send  in  the  coupon  below.  Find  out 
what  Reynolds  and  Reynolds’  family  of  single  and  multi-user  Medical  Practice 
Management  Systems  can  do  for  you. 


— W.  T.  Stalter,  M.D. 

Dayton,  Ohio 


RAMSEY  MEDICAL  SYSTEMS,  INC. 
108  Hale  Street 
Charleston,  WV  25301 
(304)  342-0762 


an  authorized  agent  for  Reynolds + Reynolds  * 

Reynolds  + Reynolds®  is  a registered  trademark  of 
The  Reynolds  and  Reynolds  Company. 


Please  contact  me  to  arrange  for  my  free  practice  analysis. 

Please  send  me  more  information  about  your: 

IBM  PC  AT  single  workstation  Medical  Practice  Management  System. 
NCR  Tower  multi-user  workstation  Medical  Practice  Management  System. 


PHYSICIAN: 

PRACTICE  NAN/IF: 

NO.  OF  PHYSICIANS: 

SPFCIAITY-  OFFICFMANACFR 

ADDRESS: 

CITY:  STATE- 

71P: 

TELEPHONE: 

REST  TIME  TO  CALI  ; 

'Registered  trademark  of  NCR  Corporation. 


© Copyright  1985  The  Reynolds  and  Reynolds  Company.  All  rights  reserved. 


We’re  Hardware.  We’re  Software.  We’re  Everywhere. 


Resolutions 


The  following  resolutions  were 
adopted  by  the  House  of  Delegates 
during  the  August  14-17  Annual  Meet- 
ing of  the  West  Virginia  State  Medi- 
cal Association  in  Charleston  at  the 
Marriott  Hotel. 

Resolution  No.  1,  presented  by  the 
Kanawha  Medical  Society  and  pertain- 
ing to  drunken  driving,  was  amended 
and  adopted  as  follows: 

“WHEREAS,  lives  are  being  lost  in 
the  State  of  West  Virginia  due  to 
drunk  driving;  and 

WHEREAS,  this  is  a preventable 
public  health  hazard; 

THEREFORE,  BE  IT  RESOLV- 
ED: That  the  WVSMA  request  the 
State  Legislature  to  enact  more  strin- 
gent laws  related  to  drunken  driving.” 


Adopted  was  Resolution  No.  2,  pre- 
sented by  Kanawha  Medical  Society 
and  pertaining  to  seatbelts: 

“WHEREAS,  it  is  generally  recog- 
nized that  persons  wearing  seatbelts 
suffer  fewer  deaths  and  less  severe  in- 
juries when  involved  in  motor  vehicle 
accidents;  and 

WHEREAS,  a number  of  states  in- 
cluding neighboring  states  have  en- 
acted mandatory  seatbelt  laws;  and 

WHEREAS,  the  physicians  of  West 
Virginia  want  to  minimize  suffering, 
injuries  and  deaths  and  in  so  doing, 
reduce  the  cost  of  health  and  medical 
care  expenditures  to  this  state’s  citi- 
zens; 

THEREFORE,  BE  IT  RESOLV- 
ED: That  the  WVSMA  support  legis- 
lation mandating  the  use  of  seatbelts 
for  drivers  and  front  seat  passengers 
of  motor  vehicles  operated  on  the 
roads  and  highways  of  West  Virginia.” 


Adopted  was  the  following  substi- 
tute for  Resolution  No.  3,  presented 
by  Kanawha  Medical  Society  and  per- 
taining to  preauthorization  require- 
ments: 

“RESOLVED,  That  the  West  Vir- 
ginia State  Medical  Association  notify 
insurers  that  the  WVSMA  considers  it 
the  responsibility  of  insurers  to  de- 


velop uniform  descriptive  materials  to 
inform  their  insureds  of  restrictions  or 
conditions  for  prior  authorization  of 
services,  such  as  identification  cards 
already  developed  by  some  carriers; 
and 

BE  IT  FURTHER  RESOLVED. 
That  it  be  the  policy  of  the  WVSMA 
that  it  is  the  responsibility  of  the  in- 
sured or  insurer  to  properly  notify  a 
physician  of  any  preauthorization  re- 
quirements prior  to  the  rendering  of  a 
service.” 


( Resolution  No.  4,  presented  by 
Kanawha  Medical  Society  and  pertain- 
ing to  medical  malpractice,  was  not 
adopted  at  the  recommendation  of  the 
Resolutions  Committee  on  the  grounds 
that  the  intent  of  the  resolution  is 
already  established  policy  of  the 

WVSMA.) 


( Resolution  No.  5,  presented  by 
Kanawha  Medical  Society  and  pertain- 
ing to  special  assessment  for  profes- 
sional liability  relief  effort,  and  a sub- 
stitute resolution  offered  by  the  Res- 
olutions Committee  pertaining  to  the 
support  of  WESPAC  as  a means  of 
approaching  the  professional  liability 
problem,  were  not  adopted,  with  a mo- 
tion approved  by  the  House  of  Dele- 
gates instructing  the  WVSMA  Coun- 
cil to  call  a special  meeting  of  the 
House  before  November  15  to  formu- 
late a plan  of  action  for  obtaining  pro- 
fessional liability  relief.) 


The  following  was  designated  Res- 
olution No.  6 and  was  a substitute  for 
resolutions  presented  by  Kanawha 
Medical  Society  pertaining  to  respon- 
sibility for  third  party  review  deci- 
sions and  professional  review  organi- 
zation review  of  Medicare  admissions: 

“WHEREAS.  Diagnostic  and  treat- 
ment studies  and  the  necessity  for 
hospitalization  have  traditionally  and 
appropriately  been  made  only  by  the 
physician  and  the  patient;  and 

WHEREAS,  Such  decision  making 
is  increasingly  being  interfered  with 
by  Peer  Review  Organizations  and 
third-party  payors;  and 


WHEREAS,  Changes  in  practice 
patterns  of  physicians  are  thus  being 
coerced  thereby  altering  medical  care 
in  ways  which  frequently  impair  the 
quality  of  medical  care  and  which  lead 
to  increased  frequency  and  severity  of 
exposure  to  medical  liability; 

THEREFORE,  BE  IT  RESOLVED, 
That  the  WVSMA  seek  appropriate 
remedies  including  legislation  to  im- 
pose on  Peer  Review  Organizations, 
third-party  payors  including  recent 
variants  such  as  HMOs,  IPAs,  PPOs 
and  others  liability  and  financial  re- 
sponsibility for  injuries  to  patients 
resulting  directly  from  review  deci- 
sions. 

BE  IT  FURTHER  RESOLVED: 
That  the  American  Medical  Associa- 
tion be  asked  to  seek  similar  ends  in 
appropriate  ways  at  the  national 
level.” 


The  following  was  designated  Res- 
olution No.  7 and  was  a substitute  for 
a resolution  presented  by  Kanawha 
Medical  Society  pertaining  to  direct 
provider  payment  for  Medicare  serv- 
ices: 

“WHEREAS,  The  third-party  pay- 
ors notify  assignment  patients  when  a 
provider  is  paid,  but  communicate  no- 
thing to  the  provider  when  non- 
assignment patients  are  reimbursed 
for  medical  services;  and 

WHEREAS.  Cost  savings  are  possi- 
ble by  direct  provider  payment; 

THEREFORE.  BE  IT  RESOLVED, 
That  the  WVSMA  reintroduce  H.B. 
1851  which  mandates  direct  payments 
for  medical  services  to  the  provider; 
and 

BE  IT  FURTHER  RESOLVED. 
That  the  WVSMA  work  with  other 
interested  parties  in  promoting  this 
desirable  legislation.” 


(Tabled  was  a substitute  resolution 
for  Resolution  No.  8,  presented  by 
Kanawha  Medical  Society,  pertaining 
to  medical  review  panels.) 


Adopted  was  Resolution  No.  9, 
presented  by  Central  West  Virginia 
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Medical  Society,  pertaining  to  Medi- 
caid information  effort: 

“WHEREAS,  physicians  of  West 
Virginia  continue  to  be  committed  to 
high  quality  medical  care  for  all  peo- 
ple of  West  Virginia;  and 

WHEREAS,  the  physicians  of  West 
Virginia  expect  fair  compensation  for 
their  professional  expertise,  time  and 
care;  and 

WHEREAS,  West  Virginia  Depart- 
ment of  Human  Services  fee  schedules 
are  antiquated  and  have  not  been  ad- 
justed for  several  years;  and 

WHEREAS,  the  problem  of  grossly 
inadequate  reimbursement  levels  dis- 
courages many  physicians  from  partic- 
ipating in  the  program  thus  placing  an 
even  greater  burden  upon  those  phy- 
sicians still  willing  to  treat  indigent 
patients; 

THEREFORE,  BE  IT  RESOLV- 
ED: That  the  WVSMA  encourage  its 
entire  membership  to  participate  in 
information  gathering  being  conduct- 
ed by  Frank  Schwartz,  MD,  of  the 
Parkersburg  Academy  of  Medicine  in 
an  effort  to  more  clearly  delineate  this 
problem;  and 

BE  IT  FURTHER  RESOLVED: 
That  this  information,  when  gathered, 
be  presented  to  both  the  Department 
of  Human  Services  and  the  Legisla- 
ture for  consideration  and  appropriate 
action  toward  relieving  the  present  in- 
equities.” 


(Resolution  No.  10,  presented  by 
Central  West  Virginia  Medical  Society 
and  pertaining  to  malpractice  testi- 
mony, was  not  adopted.) 


Resolution  No.  11,  presented  by 
Parkersburg  Academy  of  Medicine, 
was  amended  and  adopted  as  follows: 

“WHEREAS,  The  practice  of  medi- 
cine requires  belonging  to  the  medical 
staff  of  hospitals;  and 

WHEREAS,  The  practice  of  medi- 
cine involves  being  on  committees  of 
hospitals,  including,  among  others,  the 
executive  and  credentials  committee; 
and 

WHEREAS,  Antitrust  and  other 
civil  suits  potentially  arise  from  taking 


part  in  these  activities  which  are  a 
normal  and  required  part  of  the  prac- 
tice of  medicine;  and 

WHEREAS,  Professional  Liability 
Insurance  is  the  only  coverage  for  pro- 
fessional activities  of  physicians  in 
this  State;  and 

WHEREAS,  Professional  Liability 
Insurance  specifies  coverage  for  bat- 
teries which  are  not  negligence;  and 

WHEREAS,  Professional  Liability 
Insurance  specifies  coverage  in  cases 
of  malicious  prosecution  which  is  not 
negligence;  and 

WHEREAS,  Antitrust  cases  have 
been  a rare  but  increasing  problem 
arising  from  the  legitimate  and  requir- 
ed activities  of  physicians  in  ordinary 
practice  in  this  State; 

THEREFORE,  BE  IT  RESOLVED, 
That  coverage  for  alleged  antitrust 
and  related  suits  be  sought  as  an  avail- 
able option  to  physicians  desiring  such 
coverage.” 


(Resolution  No.  12,  presented  by 
Kanawha  Medical  Society  and  pertain- 
ing to  professional  review  organization 
review  of  Medicare  admissions,  was 
not  adopted  but  was  addressed  in  a 
substitute  resolution.  Resolution  No. 
6.) 


Adopted  was  the  following  substi- 
tute for  Resolution  No.  13,  presented 
by  Kanawha  Medical  Society  and  per- 
taining to  foreign  medical  graduates: 

“WHEREAS,  Foreign  Medical 
Graduates  are  valuable  colleagues  in 
the  WVSMA  and  provide  invaluable 
services  to  multitudes  of  West  Virginia 
Citziens;  and 

WHEREAS,  Foreign  Medical  Grad- 
uates are  fully  licensed  in  West  Vir- 
ginia; 

THEREFORE,  BE  IT  RESOLVED, 
That  any  licensed  Foreign  Medical 
Graduate  should  meet  the  same  cri- 
teria for  insurance,  hospital  staff  priv- 
ileges, professional  society  and  other 
memberships  as  those  required  for 
American  graduates;  and 

BE  IT  FURTHER  RESOLVED, 
That  the  AMA  be  urged  to  continue 
its  efforts  to  discourage  discrimination 
against  Foreign  Medical  Graduates.” 


Necrology  Report 

The  following  is  a list  of  West 
Virginia  physicians  whose  deaths  have 


been  reported  to  the  West  Virginia 
State  Medical  Association  during  the 
past  year: 

1984 

Aug. 

16 — R.  H.  Fowlkes 

Bluefield,  Virginia 

Sept. 

18 — George  H.  Cook 
Whitesville 

Oct. 

9 — H.  H.  Fisher 

Ft.  Lauderdale,  Florida 

Dec. 

8 — Carroll  B.  Buffington 
Fallbrook,  California 

Dec. 

9 — Frank  J.  Burian 

S.  Williamson,  Kentucky 

1985 

Jan. 

1 — Charles  S.  Duncan 
Huntington 

Jan. 

3 — Shaukat  H.  Minhas 
Weirton 

Feb. 

15 — John  A.  Hedrick 
Beckley 

Feb. 

22 — John  W.  Hash 
Charleston 

Apr. 

13 — Benjamin  Newman 
Charleston 

Apr. 

20 — William  H.  Harriman,  Jr. 
Terra  Alta 

Apr. 

25 — Dante  Castrodale 
Welch 

Apr. 

27- — W.  W.  Strange 

Ashland,  Kentucky 

Apr. 

29 — William  E.  Bray,  Jr. 
Huntington 

Apr. 

30 — John  E.  Stone 
Huntington 

May 

1 — Franklin  B.  Murphy 
Philippi 

May 

20 — Michael  A.  Viggiano 
New  Martinsville 

Aug. 

4 — Werner  A.  Laqueur 

Beckley 

Respectfully  submitted, 

Merwyn  G.  Scholten 
Executive  Director 

Charleston,  WV 
August  14,  1985. 
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THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  232-3600  • St.  Clairsville,  695-2511  • New  Martinsville  area.  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B L.  VanPelt,  M.  D. 

P.  R.  Hedges,  M.  D. 

J Holloway,  M.  D. 

M.  J.  Lohne,  M D.  (St.  Clairsville) 

R.  D.  Morris,  D.  O,  (New  Martinsville) 
Cardiovascular 

R N Lewis,  M D (St.  Clairsville) 

A.  M.  Valentine,  M D 
W.  E.  Noble.  M.  D 
Gastroenterology 
T.  E.  Chvasta.  M D 
L R.  Cain,  M.  D. 

Hematology /Oncology 

C.  A.  Vasquez,  M.  D 
Nephrology/Hypertension 

D.  L.  Latos,  M D. 

M.  H Drews,  M.  D 

T G.  Kenamond,  M.  D. 

Pulmonary 
C.  J.  Begley,  M.  D, 

T.  V.  Burke,  M.D. 

GENERAL  SURGERY 

C D.  Hershey,  M D. 

E C Voss.  M.  D. 

J H Mahan.  M.  D (St.  Clairsville) 

R.  L.  Cross,  M.  D.  (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford.  M D 

ORTHOPEDICS 

E L.  Barrett,  M D 
R S Glass.  M D. 


UROLOGY 

D C.  Trapp,  M.  D. 

B.  M.  McCuskey,  M.  0 
GYNECOLOGY 

R.  W.  Leibold,  M.  D. 

R.  T.  Brandfass,  M.  D. 

OBSTETRICS 

T.  A.  Athari,  M.  D. 

J.  W.  Campbell,  M.  D 

C.  V.  Porter,  M.  D. 

R.  A.  Porterfield,  M.  D. 

(St.  Clairsville) 

OPHTHALMOLOGY 
W.  F.  Park,  M.  D. 

M E Nugent,  M.  D. 

R.  V.  Pangilinan,  M.  D 
H.  S.  Berlin,  M.  D. 
OTOLARYNGOLOGY/ 

MAXILLO-FACIAL  SURGERY 
W.  A.  Tiu,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

R.  A.  Porterfield,  M,  D 
(St.  Clairsville) 

G.  L.  Cholak,  M.  D.  (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (New  Martinsville) 

NEUROSURGERY 

F.  J.  Payne,  M.  D 
NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S G.  Christopher,  M.  D 
W Zyznewsky,  M.  D. 

J G Tellers,  M.  D 

S.  Govindan,  M.  D. 

Neuropathology 

S Govindan,  M D 


PSYCHIATRY 

S.  D Ward,  M.  D. 

D.  H Smith.  M.  D. 

D P Hill.  M D. 

J.  G Tellers,  M.  D 

Pediatric  Psychiatry 

V Stein,  M D 

ANCILLARY  SERVICES 
Optical 

W E Schul,  Optician 

Speech  Therapy/Audiology 
J.  P.  Frum,  M.  S.,  S P A. 
Biofeedback  Laboratory 
M.  G.  Simon,  P.  A. 
Electrology/Cosmetic  Therapy 

J.  E.  Beserock,  R.  E 
Allergy/Cytotoxic  Food  Testing 

K.  Gorney,  M.  T 

TECHNOLOGISTS 

Electrocardiography 

B.  Maguire,  R.  N. 

B.  Mukiewicz,  R N. 

Electroencephalography 

J.  Stone,  R.  N . CMET 

J.  Green,  R N 
Roentgenology 

E Forester.  R T 

PULMONARY  DIAGNOSTICS  LAB 

R.  Kordack,  R.  T 

K.  Bauer,  R.  N. 


HIGHLAND  HOSPITAL 

56TH  & NOYES  AVE.,  S.E. 
CHARLESTON,  W.  VA.  25304 
925-4756 


MEDICAL  STAFF 

ADULT  PSYCHIATRY 


Charles  C.  Weise,  M.  D.  925-2159 

Thomas  S.  Knapp,  M.  D.  768-1212 

Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  Jr„  M.  D.  925-0349 

Lee  L.  Neilan,  M.  D.  925-0349 

Edmund  C.  Settle,  Jr.,  M.  D.  925-0624 
Gina  Puzzuoli,  M.  D.  925-6914 

John  P.  MacCallum,  M.  D.  925-6966 

Sid  Lerfald,  M.  D.  925-0004 

Elma  Bernardo,  M.  D.  768-1212 

CHILD  PSYCHIATRY 

Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  Jr.,  M.  D.  925-0349 

John  P.  MacCallum,  M.  D.  925-6966 


Psychiatric  treatment  for  the  emotionally 
disturbed  children  ages  5 to  13  now  avail- 
able in  new  children’s  pavilion.  Separation 
maintained  from  adult  psychiatric  care 
unit.  Now  available  also:  primary  psychi- 
atric care  for  older  adults  in  separate  unit. 
All  programs  offer: 

• Crisis  Intervention 

• Group  Therapy 

• Psychotherapy 

• Activities  & Recreational  Therapies 

• Skilled  Attention  to  Family,  Marital,  and 
Individual  Emotional  Problems 

• Special  Care  for  the  Acutely  Disturbed 
Patient 

• Staffed  by  Qualified  Psychiatrists  and 
Medical  Consultants 

• Schooling  Provided  on  Children’s  Pa- 
vilion 

• Serving  the  Community  for  Over  28 
Years 
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EYE  PHYSICIANS  AND  SURGEONS 

Richard  C.  Rashid,  M.D.  Muhib  S.  Tarakji,  M.D. 


"Specializing  in  Family  Eye  Care 


Cataract  Surgery 


Laser  Surgery 


Pediatric  Vision  Care 


Dry  Eye  Specialists 


415  Morris  Street,  Suite  100,  General  Medical  Pavilion,  CHARLESTON,  WV  25301 
424  Division  Street,  SOUTH  CHARLESTON,  WV  25309 
Telephone:  (304)768-7371  • Toll-free  (in  WV)  1 -800-642-EYES 


GREENBRIER  PHYSICIANS,  INC 

A Multispecialty  Clinic 

Greenbrier  Valley  Medical  Arts  Building 
Ronceverte/Fairlea/Lewisburg,  West  Virginia 
1-800-642-5161  or  304-647-51 15 


INTERNAL  MEDICINE 

Robert  K.  Modlin,  M.  D. 
Helen  R.  Perez,  M.  D. 
Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

SURGERY 

General  & Vascular 

H.  P.  Dinsmore,  M.  D. 

General  & Thoracic 

B.  L.  Plybon,  M.  D. 

ORTHOPEDIC  SURGERY 

Conrad  D.  Tamea,  Jr.,  M.  D. 
James  W.  Banks,  M.  D. 

FAMILY  GENERAL  PRACTICE 

Joseph  E.  Shaver,  M.  D. 

E.  T.  Cobb,  M.  D. 


OBSTETRICS/GYNECOLOGY 

James  L.  Pfeiff,  M.  D. 

Robert  L.  Wheeler,  M.  D. 

EAR,  NOSE  & THROAT 

Amir  A.  Alidina,  M.  D. 

OPHTHALMOLOGY 

Robert  K.  Scott,  II,  M D 

PEDIATRICS 

William  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S. 

RADIOLOGY 

Charles  Weinstein,  M.  D. 

UROLOGY 

Kyle  F.  Fort,  M.  D. 


PSYCHOLOGY 

Connie  Bradley-Mann,  Ph.  D 

ANCILLARY  SERVICES 
Physical  Therapy 

Tom  Moore,  R.  T. 

Wood  McCue,  R.  T. 

Respiratory  Therapy 

James  D.  Creasman,  R.R.T. 

Audiology 

Gary  M.  Vandevander,  M S. 

ADMINISTRATION 

Sandra  W.  Ayers,  Business  Manager 
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YES!  I am  interested  in  McDonough  Caperton’s  Electronic  Claim  Sys- 
tem. I understand  Electronic  Claims  may  REDUCE  MY  CLAIMS 
PAYMENT  CYCLE  BY  AS  MUCH  AS  50  DAYS.  I would  appre- 
ciate additional  information. 

Please  call  1-800-344-5139,  and  ask  for  Colleen  Briggs,  ext.  621 
or  Brad  Layne,  ext.  728,  or  mail  in  this  card. 

Business  Name 

Contact  Name  Phone 

Address  

City State Zip 


□ 1 am  not  interested  at  this  time. 
Please  call  after  this  date: 


BUSINESS  REPLY  CARD 

FIRST  CLASS  PERMIT  NO.  406  CHARLESTON,  WV 


McDonough 

Caperton 

Insurance 


Group 


NO  POSTAGE 
NECESSARY 
IF  MAILED 
IN  THE 

UNITED  STATES 


P.  O.  Box  1551  Charleston,  WV  25326 
Attn:  Brad  Layne 


With  help  from 
the  McDonough  Caperton 
Insurance  Group,  experience 

The  last  claim  form ! 

Introducing 

Insurance  Claims 
Processing  System 

Medical  Office 

Management  & Billing  System 


A computer  system 
that  does  something  you 
could  never  do  before 

the  mcdonough  caperton 

INSURANCE  GROUP  has  always 
been  responsive,  productive  and 
innovative.  No  other  privately- 
owned  insurance  company  has 
grown  so  much  to  meet  the  needs 
of  clients,  insureds  and  now,  pro- 
viders of  health  care  services. 

With  advances  in  the  technology 
of  computer  networking,  we  can 
help  you  do  something  never 
before  possible.  The  Insurance 
Claim  Processing  System  (ICPS) 
lets  you  transmit  claims  directly  by 
phone  or  diskette  and  receive 
payment  within  10  days. 

Direct  communication 
provides  better  service 

Just  as  direct  communication  be- 
tween people  is  preferred  for 
accuracy,  computer-to-computer 
communication  reduces  the  po- 
tential for  errors  and  delays. 

When  you  purchase  or  lease  ICPS, 
you  gain  significant  benefits. 


The  comprehensive  clinical  and 
management  solution  for  today’s 
doctor  features: 

• Patient  Past  History/Lab  Results/ 
Treatment  Information 

• Statistical  Retrieval  and  Analysis  of 
Medical  Information 

• Patient  Billing  Preparation 

• Aged  Account  Information 

• Complete  Financial  and  Management 
Reporting 

• Insurance  Forms  Preparation 

• Scheduling  Functions 

• Hospital  Census 

• Complete  Retention  of  all  Data 

• Word  Processing 

• Tailoring  by  Specialty 

• “Password”  Security  Protection 

• Remote  access,  including  master 
ON/OFF  capability. 

A complete  system 
featuring  the  IBM® 

Personal  Computer 


Computer.  In  addition,  ICPS 
includes  a high  speed  printer; 
diskettes  for  back-up,  and  a 
fast  modem  for  telephone  data 
transmission  and  access  to 
medical  and  financial 
services.  The  ICPS  system 
includes  installation  with 
a training  program  for  your 
office  staff.  It  also  includes 
an  onsite  service  contract 
plus  a special  telephone 
response  line  available 
during  business  hours. 

Fill  out  your 
last  claim  form. 

Just  complete  and  mail  the 
coupon  provided.  Or,  call  us  at 
1-800-344-5139  or  346-0611  to 
learn  how  ICPS  can  help  reduce 
your  paperwork,  increase  your 
productivity  and  improve  your 
cash  flow. 

McDonough 

Caperton 

Systems 


P.  O.  Box  1551 


Personal 

Computers 


We’ve  developed  a ready-to-use  Charleston,  W.  Va.  25326 

system  featuring  the  IBM  Personal  Bradley  E.  Layne,  Pres. 
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Introducing 

The  standout 


_ Once-daily  _ _ 

InderideLA 

The  world’s  leading  beta  blocker 
and  diuretic-fbr  once-daily 
convenience  without  compromise 

When  selecting  other  once-daily  agents,  physicians  may  have  to  compromise 
either  their  choice  of  beta  blocker  or  diuretic.  With  INDERIDE®  LA,  physicians 
have  the  agents  most  widely  prescribed  worldwide— INDERAL®  and  hydro- 
chlorothiazide—with  the  convenience  of  once-daily  dosage. 

24-hour  blood  pressure  control  with  the 
broad  benefits  of  INDERAL  (propranolol  HCI) 

The  controlled-release  delivery  system  of  INDERIDE  LA  provides  24-hour  beta 
blockade  and  the  broad  cardiovascular  benefits  of  INDERAL  with  a single  daily 
dose.  Compliance  is  enhanced  because  once-daily  administration  fits  easily  into 
patients?  daily  routines. 

Plus  standard-release  hydrochlorothiazide, 
the  thiazide  of  choice  for  comfortable 
morning  diuresis 

Hydrochlorothiazide  is  the  world’s  most  widely  prescribed  antihypertensive 
diuretic.  When  taken  in  the  morning,  INDERIDE  LA  provides  comfortable 
morning  diuresis.  Each  dosage  strength  of  INDERIDE  LA  contains: 

-one  of  the  three  most  widely  prescribed  dosage  strengths  of  INDERAL®  LA— 

80  mg,  120  mg,  or  160  mg  and 

—an  established,  effective  daily  dose  of  standard-release  hydrochlorothiazide- 
50  mg 


■■■■ 

HCI  ( INDERAL ® LA), 
/drochlorothiazide , 50  mg 

compi 

* The  appearance  of  INDERIDE ® LA 
Capsules  is  a registered  trademark  of 
Ayerst  Laboratories. 

:e  see  following  page  for  brief  summary 
of  prescribing  information. 


Once-daily 

inderidela 


Convenience  without  compromise 
One  capsule-Once  daily 


♦The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 


80/50 


120/50 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR) 

INDERIDE  ® LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and 


HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

No  455— Each  INDERIDE®  LA  80/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA)  80  mg 

Hydrochlorothiazide  50  mg 

No  457— Each  INDERIDE®  LA  120/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA)  120  mg 

Hydrochlorothiazide  50  mg 

No  459— Each  INDERIDE®  LA  160/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA)  160  mg 

Hydrochlorothiazide  50  mg 


INDERIDE  LA  is  indicated  in  the  management  of  hypertension 

This  fixed-combination  drug  is  not  indicated  for  initial  therapy  of  hypertension.  If 
the  fixed  combination  represents  the  dose  titrated  to  the  individual  patient  s needs, 
therapy  with  the  fixed  combination  may  be  more  convenient  than  with  the  separate 
components. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®): 

Propranolol  is  contraindicated  in  1)  cardiogenic  shock.  2)  sinus  bradycardia  and  greater  than 
first  degree  block;  3)  bronchial  asthma.  4)  congestive  heart  failure  (see  WARNINGS)  unless  the 
failure  is  secondary  to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide: 

Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®): 

CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  supporting  circulatory 
function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in  overt  congestive 
heart  failure  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of 
failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic 
blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE  continued  use  of  beta  blockers 
can  in  some  cases  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics  and  the  response 
observed  closely,  or  propranolol  should  be  discontinued  (gradually  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore,  when  discontinuance  of  propranolol  is  planned,  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patients  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice  If  propranolol  therapy  is  interrupted 
and  exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy* I J 
and  take  other  measures  appropriate  for  the  management  of  unstable  angina  pectori&V 
Since  coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above 
advice  in  patients  considered  at  risk  of  having  occult  atherosclerotic  heaPLdisease  who  are 
given  propranolol  for  other  indications 


THYROTOXICOSIS  Beta  blockade  may  mask  peKtain  clinical  sign  .f  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerb^fton  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME  several  cases  have  been 
reported  in  which  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  maior  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD.  IN  GENERAL.  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous 
elevation  of  blood  pressure 
Hydrochlorothiazide: 

Thiazides  should  be  used  with  caution  in  severe  renal  disease  In  patients  with  renal  disease 
thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal  function,  cumulative  effects 
of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipi- 
tate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 
PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®): 

GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function  Propranolol  is  not  indicated  for  the  treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as  reser- 
pme,  should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity, 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 


CARCINOGENESIS.  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised 
when  propranolol  is  administered  to  a nursing  mother 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide: 

GENERAL  Periodic  determination  of  serum  electrolytes  to  detect  possible  electrolyte  im- 
balance should  be  performed  at  appropriate  intervals 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance  namely  Hyponatremia  hypochloremic  alkalosis,  and  hypokalemia 
Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the  patient  is 
vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis  may  also 
influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of  mouth  thirst, 
weakness  lethargy,  drowsiness  restlessness,  muscle  pains  or  cramps,  muscular  fatigue, 
hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea  and 
vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present, 
or  during  concomitant  use  of  corticosteroids  or  ACTH 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements,  such  as  foods  with  a high  potassium  content 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypo- 
natremia may  occur  in  edematous  patients  in  hot  weather  appropriate  therapy  is  water 
restriction  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatremia  is 
life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy  of  choice 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  m diabetic  patients  may  be  increased,  decreased  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  ;become  manifest  during  thiazide  administration 
If  progressive  renal  impairment  becomes  (Evident  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  RBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland 
with  hypercaict  ii  a and  hypophosphptemia>fiave  been  observed  in  a few  patients  on  pro- 
longed thiazide  therapy  The  commdft  complications  of  hyperparathyroidism,  such  as  renal 
lithiasis.  bone  resorption,  and  peptic  ulMration  have  not  been  seen  Thiazides  should  be 
discoijinbed  before  carrying  oufiests  font>arathyroid  function 

DRUG  INTERACT  IONS  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarme 
The  apt  i hyper  tensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is 
not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 

PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in 
Pord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed 
against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice, 
thrombocytopenia  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential  the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS 
Propranolol  hydrochloride  (INDERAL®): 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude  weakness,  fatigue  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place  short-term  memory  loss  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis;  erythematous  rash,  fever  combined  with  aching 
and  sore  throat:  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipa- 
tion, jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis 

Central  Nervous  System  Dizziness,  vertigo,  paresthesias,  headache,  xanthopsia 
Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics) 

Hypersensitivity  Purpura  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis),  fever,  respiratory  distress,  including  pneumonitis,  anaphylactic 
reactions 

Other  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm,  weakness,  restless- 
ness transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced 
or  therapy  withdrawn 
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Where  the  medical  profession  and  architecture  come 
together. 

As  medical  facility  specialists,  Alpha  Associates 
designs  for  all  needs  of  the  medical  profession  — 
from  office  buildings  to  hospitals  — including  the 
new  WVU  Hospital. 

P.O.  Box  1250  209  Prairie  Ave.,  Suite  209 
Morgantown,  WV  26505  304-296-8216 
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You  can  keep  a 
larger  slice  of  your  own  pie! 


The  IRS  gives  you  the 
O.K.  with  a 401  (k) 


You  make  the  pie,  but  the  tax  guys  get  the  biggest  slice. 
Until  now,  that  is.  Now  you  can  use  the  tax  advantages  of 
the  401  (k)  Retirement  Plan  to  defer  (and  deduct!)  up  to 
25%  of  your  salary,  and  not  have  to  do  the  same  thing  for 
your  employees.  In  fact,  with  a 401  (k)  Plan,  employees 
make  their  own  contributions!! 

You  can  convert  your  existing  KEOGH  or  corporate  plan 
to  a 401  (k),  or  have  a 401  (k)  plan  in  addition  to  any  other 
retirement  plan  you  currently  maintain.  You  can  even 
continue  your  I.R.A.  along  with  your  401  (k). 

So  find  out  more  about  401  (k)  Retirement  Plans.  Check 
with  your  tax  advisor.  If  he  or  she  has  attended  one  of  the 
401  (k)  seminars  offered  by  The  National  Bank  of  Com- 
merce, they’ll  have  the  information  you  need.  Or,  call  us 
directly.  We  ll  be  glad  to  show  you  how  the  401  (k)  (or 
other  plans  such  as  KEOGH's  or  SEP's)  could  be  your 
O.K.  to  keeping  a larger  slice  of  your  pie. 

r\ 

The  National 
Bank  of  Commerce 

One  Commerce  Square  Charleston,  WV  25322 
Member  FDIC 

Setting  the  pace 
for  your  better  tomorrows. 

Employee  Benefits  Division 
348-4505  or  348-4504 


EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 


JUST  ASK 
THE  PEOPLE  AT 
GEORGIA-PACIFIC. 


“I’ve  always  felt  that 
buying  Bonds  is  patriotic. 
Plus  it  gives  me  the 
chance  to  save.” 

— Ken  Crain 


“Savings  Bonds  give  me 
a way  to  save  for  the 
future  of  my  two-year- 
old  son.” 

— Carolyn  Fleming 


“It’s  a nice  way  to  put 
money  away  and  never 
know  it’s  been  taken  out 
of  my  paycheck.” 

— Julie  Heckethorn 


U.S.  Savings  Bonds  now  offer  higher,  variable  interest  rates  and  a 
guaranteed  return.  Your  employees  will  appreciate  that.  They’ll  also 
appreciate  your  giving  them  the  easiest,  surest  way  to  save. 

For  more  information,  write  to: 

Steven  R.  Mead,  Executive  Director,  U.S. 

Savings  Bonds  Division,  Department  of  the 
Treasury,  Washington,  DC  20226- 


US  SAVINGS  BONDS*^  Paying  Better  Than  Ever 

A public  service  of  this  publication. 


A Continuing  Medical  Education  Event ! 

The  19th  Mid-Winter  Clinical 
Conference 

Charleston  Marriott  Hotel 

200  Lee  Street,  East,  Charleston,  WV 

January  24-26,  1986 

West  Virginia  State  Medical  Association 
Marshall  University  School  of  Medicine 
West  Virginia  University  School  of  Medicine 

WATCH  THE  JOURNAL  FOR  PROGRAM  DETAILS 

THE  PROGRAM  CHAIRMAN  is  William  O.  McMillan,  Jr.,  M.  D.,  of  Charleston.  Other  members  of 
the  Program  Committee  are  Joseph  T.  Skaggs,  M.  D.,  Charleston;  Maurice  A.  Mufson,  M.  D.,  Huntington; 
Richard  G.  Starr,  M.  D.,  Beckley;  John  W.  Traubert,  M.  D.,  Morgantown,  and  C.  Carl  Tully,  M.  D.,  South 
Charleston. 

REGISTRATION  FEE  is  $75  for  WVSMA  members  and  $100  for  non-members.  Please  make  checks 
payable  to  “WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION.” 

ACCREDITATION:  Information  concerning  CME  accreditation  of  the  Mid-Winter  program  will 
appear  in  an  upcoming  issue  of  The  Journal. 

OVERNIGHT  ACCOMMODATIONS:  Physicians  should  communicate  directly  with  the  reservation 
manager  of  the  hotel  or  motor  inn  of  their  choice,  with  the  conference  headquarters  hotel  setting  aside 
rooms  for  registrants.  Reservations  at  the  headquarters  hotel  should  be  made  by  January  2.  In  order  to 
obtain  group  rates,  those  who  make  reservations  directly  w'ith  the  headquarters  hotel  should  specify  that 
they  will  be  attending  the  Mid-Winter  Clinical  Conference.  Group  rates  are  $58  for  a single  room  and 
$66  for  a double.  Those  who  register  in  advance  for  the  Conference  with  the  State  Medical  Association 
(see  below)  will  receive  from  the  Association  a postage-paid  Marriott  reservation  request  card  specifically 
designed  for  Mid-Winter  Clinical  Conference  registrants. 

FOR  ADVANCE  REGISTRATION,  please  complete  the  form  below  and  mail  to:  WEST  VIR- 
GINIA STATE  MEDICAL  ASSOCIATION,  P.  O.  BOX  4106,  CHARLESTON,  W.  VA.  25364. 


Please  register  me  for  the  19th  Mid-Winter  Clinical  Conference  in  Charleston,  WV,  January  24-26,  1986. 
My  $75  registration  fee  (is  not)  enclosed. 


Name  ( please  print ) Specialty 


Address  City 
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Dr  LaSalle  D Leffall,  past  president,  American  Cancer  Society. 


“If  everyone  over  50  had  checkups  for  colorectal  cancer, 
the  cure  rate  could  be  as  high  as  75%’’ 


“If  more  people  had  colorectal  cancer  checkups, 
more  people  could  be  cured,”  says  Dr.  LaSalle  D.  Leffall, 
Jr.,  M.D.,  F.A.C.S.,  Professor  and  Chairman  of  the  Depart- 
ment of  Surgery,  Howard  University  Hospital,  Washing- 
ton, D.C.  “It's  that  simple.  You  can't  cure  it  if  you  don’t 
know  you  have  it."  But  if  it's  detected  early,  the  cure  rate 
for  colorectal  cancer  is  very  high.  Your  doctor  can  per- 
form the  digital  and  proctoscopic  exams,  and  you  take 
care  of  the  simple  stool  blood  test  at  home. 

The  present  cure  rate  is  44%.  We  believe  it  could  be 
at  least  31%  higher.  Since  men  and  women  are  equally 
affected  by  this  disease,  we  urge  everyone  over  50  to  get 
regular  checkups  at  the  intervals  specified  in  the  box  on 
the  right. 

Fact  is,  there  will  be  130,000  new  cases  of  colorectal 
cancer  this  year.  You  can  help  us  cure  75%  of  them. 

If  you  are  not  in  the  age  group  affected,  please  pass 


this  information  on  to  someone  you  know  who  is.  The 
warning  signs  for  colorectal  cancer  are:  a change  in  bowel 
habits  and  blood  in  the  stool. 

People  with  a family  history  of  colon  or  rectal  cancer 
or  ulcerative  colitis  are  at  higher  risk  and  are  urged  to  be 
doubly  cautious. 

Help  us  raise  the  cure  rate. 

Colorectal  Cancer  Checkup  Guidelines  for  men  and 

women  over  50  without  symptoms: 

• Digital  exam  every  year 

• Stool  blood  test  every  year 

• Procto  exam  every  3 to  5 years  after  2 initial  negative 
tests  1 year  apart 


No  one  faces 
cancer  alone. 


AMERICAN  CANCER  SOCIETY® 


Classified 


PENNSYLVANIA  — Unique  opportunity. 
Building  new  Emergency  Department  in 
progressive,  academic  community  hos- 
pital. New  facility,  in-the  round.  Base 
station,  active  paramedic  training  program, 
resident  education.  Opportunities  for  re- 
search and  teaching  affiliation  with  na- 
tionally prominent  Emergency  Medicine 
Residency  program.  Competitive  salary 
with  paid  malpractice,  disability,  life  in- 
surance, CME,  etc. 

Emergency  residency  trained,  board  certi- 
fied, or  board  qualified  and  actively  seek- 
ing certification.  Contact  Nathan  C.  Scha- 
fer, M.D.,  Chairman,  Department  of  Emer- 
gency Medicine,  St.  Margaret  Memorial 
Hospital.  815  Freeport  Road,  Pittsburgh, 
PA  15215.  (412)  784-4189  or  4782. 


MD  ANST  BC  seeking  a position:  full-time, 
extended  locum  tenens,  however  sharing 
a full-time  with  a colleague  is  most  de- 
sirable. Experienced  E R physician,  tak- 
ing the  ABEM,  active  ACLS  is  seeking  a 
position  in  moderate  volume  ER  with  some 
trauma.  Reply  to  J E D,  2401  Bay  Blvd. 
#C,  Indian  Rocks  Beach,  Fla.  33535 
(813)  595-2969. 


WEEKLY  SEMINARS  — Most  major  ski 
areas,  Club  Med.,  Disney  World  and  other 
resorts.  Topic:  MEDICAL/LEGAL  and 

FINANCIAL  MANAGEMENT.  Accredited. 
CURRENT  CONCEPT  SEMINARS,  INC. 
(since  1980)  3301  Johnson  St.,  Hollywood, 
FL  33021.  Telephone  (800)  428-6069.  Fee 
$175. 


“BECKLEY,  WV  — Come  join  our  con- 
genial Emergency  Room  Group.  Must 
have  experience  and  also  have  A.C.L.S. 
and  A.T.L.S.  Subcontractor  status  with 
malpractice  provided.  Opportunity  to  earn 
in  excess  of  $100,000  yearly.  Successful 
candidate  must  be  flexible  in  scheduling, 
personable  and  have  excellent  public  re- 
lations and  communication  skills.  Contact 
Tony  Kelly,  MD,  1000  Overlook  Drive 
Beckley,  WV  25801.” 


INTERNAL  MEDICINE  OR  FAMILY 
PRACTITIONER  — Seeking  associate  for 
established  hospital-based  practice  located 
in  Huntington,  WV.  For  full  discussion  of 
opportunities,  please  send  curriculum  vitae 
to:  Mountain  Regional  Services,  Inc., 

P.  O.  Box  636,  Huntington,  WV  25711. 


FAMILY  PRACTITIONER  needed  to  join 
a private  community  oriented  Family  Prac- 


tice in  summer  1986  located  in  small  city/ 
semi-rural  area  of  WV.  Send  inquiries  or 
CV  to  Joseph  Golden,  MD,  P.O.  Box  1304, 
Sophia,  WV  25921  or  call  304-683-4304 
(days)  or  304-253-5409  (nights). 


PHYSICIAN  NEEDED— Position  available 
for  urgent  care  center  in  Princeton,  WV. 
40/60  hours.  Telephone  (304)  425-7834  or 
(304)  425-0434. 


CHAPMAN  PRINTING  CO. 

★ 

1652  4TH  AVENUE  — CHARLESTON,  WV  25357 

PHONE:  346-0676 


WVA- MARS 


WEST  VIRGINIA  MEDICAL  ACCESS/REFERRAL  SYSTEM 


A toll-free,  VITAL  LINK  between  YOU  and  the  W.V.U. 
Medical  Center  staff. 

For  Health  Care  Professionals  only. 

With  one  call,  MARS  enhances  your  practice  by  accessing  current, 
expert  information  on: 

* consultations  * WVU  Hospital  Services 

* admissions  * patient  information 

West  Virginia  University  School  of  Medicine 


SAINT  MARY'S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-526-1234 

Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed,  Sub- 
stance Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D. 

697-7036 

J.  V.  Ottaviano,  M. 

D. 

525-7851 

K.  M.  Fink,  M.  D. 

525-8191 

L.  C.  Smith,  M.  D. 

697-7036 

R.  W.  Hibbard,  M.  D 

697-4752 

M.  M.  Bateman,  M. 

D. 

526-0580 

F.  Hoback,  M.  D 

697-7036 

M.  Rosenbaum,  M. 

D. 

526-0580 

D.  H.  Webb,  M.  D 

697-7955 

R.  A.  Kayser,  M.  D. 

526-0580 

J.  Corcella,  M.  D 

525-7851 
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Another  feature  that  allows  the  B25  to  grow  with 
you  is  its  ability  to  network.  You  just  add  work- 
stations and  people  will  be  able  to  share  the  same 
data  and  memory  at  the  same  time. 

You  can  also  share  peripherals  — like  printers. 
Which  means  several  workstations  can  be  linked  to 
one  printer  so  many  people  can  use  it. 

THE  PHYSICIAN  OFFICE  ACCOUNTING  SYSTEM 
BENEFITS  YOUR  PRACTICE  BY  PROVIDING: 

Quick  access  to  timely,  accurate  information 
through  high-resolution  computer  screens,  printed 
reports  and  immediate  updating.  Flexibility  through 
user-defined  system  parameters,  print  and  report 
options.  Financial  control  through  extensive  report- 
ing. On-line  inquiry  and  automation  of  routine  office 
tasks  to  minimize  clerical  duties.  Improved  cash 
flow  through  automatic  generation  of  charge  tickets, 
insurance  bills,  demand  bills  and  statements. 

Whitman  Computer 
Systems , Inc. 


INTRODUCING  THE  BURROUGHS  B25. 

THE  MICRO  COMPUTER 
THAT  GROWS  WITH  YOUR  BUSINESS. 

Buying  a computer  is  a lot  like  hiring  an  employee.  You  need  one  that 
can  produce  a lot  now  and  even  more  in  the  future. 

Take  the  B25.  It’s  modular,  so  when  you  need  more  memory  or  storage, 
you  simply  snap  on  more  modules. 


Terri  Whitman,  President  Burroughs  B25  Dealer 
Suite  302,  Sears  Bldg.  Logan,  W.  Va.  (304)  752-1272 
MS-DOS  is  a tradmark  of  Microsoft  Corporation. 

CP/M  is  a registered  trademark  of  Digital  Research,  Inc 


THE  QUESTION  ISN'T  WHO'S  BIGGER  IT'S  WHO'S  BETTER. 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"8 


••  .highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ft 

Sleep  Laboratory  Investigator 
Pennsylvania 


onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day 


Psychiatrist 

California 


. . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  •• 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE 

flurazepam  HCI/Roche  © 


sleep  that  satisfies 


15-mg/30-mg 

capsules 


References:  1.  Kales  J.  etal:  Clin  Pharmacol  Ther  12. 691- 
697,  Jul-Aug  1971  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
18  356-363,  Sep  1975  3.  Kales  A,  etal:  Clin  Pharmacol 
Ther  19  576-583.  May  1976.  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther 32  781-788,  Dec  1982.  5.  Frost  JD  Jr,  DeLucchi 
MR:  J Am  Geriatr  Soc  27  541-546,  Dec  1979  6.  Dement 
WC,  etal.  BehavMed,  pp.  25-31,  Oct  1978.  7.  Kales  A, 

Kales  JD:  J Clin  Psychopharmacol  3,140-150,  Apr  1983 
8.  Tennant  FS,  etal:  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16.  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21 .355-361, 

Mar  1977. 


DALMANE* 

flurazepam  HCI/Roche  (jv 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy.  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester.  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g operating 
machinery,  driving).  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia.  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants. Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients.  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia.  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase  and  paradoxical  reactions,  eg. 
excitement,  stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients:  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


#1  FOR  SLEEP 

After  more  than  1 5 years  of  use,  it's  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. 18  And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety7'9  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  product  information  on  reverse  side. 
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Keflex 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 


lOISTA 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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Call  On  Someone 
\bn  Gull  rust. 


Because  you  want 
to  entrust  your  patients  to 
the  best  professional  care. 

Saint  Albans  is  a logical 
choice  for  your  psychiatric 
referrals. 

Since  1916,  Saint 
Albans  Psychiatric  Hospital 
has  provided  a spectrum 
of  care  for  emotional 
disorders. 

Today,  we  also  offer 
specialized,  fully  accredited 
programs  for  adolescents, 
alcoholics,  and  substance 
abusers.  We  have  special 
programs  for  senior  adults 
and  treatment  of  eating 
disorders.  And  we  offer  day 
treatment  as  an  alternative 
to  hospitalization. 

Care  is  provided  by  our  medical  and  professional  staffs  in  a beautiful, 
modern  hospital  secluded  along  the  New  River.  Admission  can  be  arranged 
24  hours  a day.  And  all  programs  and  services  are  approved  for  Blue  Cross. 
Medicare,  Champus,  and  most  commercial  insurance  carriers. 

At  Saint  Albans,  we've  built  our  reputation  on  the  trust  of  referring 

Saint  Albans 
Psychiatric  Hospital 

Private,  Not  For  Profit 
Psychiatric  Care 


physicians  who  want  the  best  for  their 
patients.  That's  why  you  can  refer  to 
Saint  Albans  with  confidence. 


ieir^^ 
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P.O.  Box  3608  Radford,  Virginia  24143 
1-800-368-3468 


Active  Medical  Staff: 


Rolfe  B,  Finn,  M.D. 

Medical  Director 
Hal  G.  Gillespie.  M.D 
G Paul  Hlusko.  M.D. 
Ronald  L Myers.  M.D 


Basil  E Roebuck.  M.D. 
O LeRoyce  Royal.  M.D 
Don  L.  Weston.  M.D. 
Psychiatric  Consultant 
D Wilfred  Abse.  M.D 


CHARLESTON  DATA  SYSTEMS 


“The  largest  supplier  of  computerized  practice 
management  systems  to  West  Virginia  physicians 

For  additional  information  call  (304)  744-2583  (1-800-344-5036  toll  free) 
or  contact  us  directly  at:  325  6th  Avenue,  So.  Charleston,  WV  25303 
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McDonough  Caperton  Insurance  Group's  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity,  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 
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I ike  c onventional  INDERAl  tablets, 
INDERAl.  EA  should  not  lx*  used  in  the 
presence  ol  congestive  heart  failure,  sinus 
bradycardia,  heart  block  greater  than  first 


80  mg  120  mg  160  mg 

Please  see  brief  summary  of  prescribing  information 


Once-daily  INDERAL  LA 
(propranolol  HCI)  for 
smooth  blood  pressure 
control  without  the 
potassium  problems 
of  diuretics 


( )ik  e-daily  INI  )l  RAI  I A (propranolol  I l(  I) 
avoids  the*  risk  of  diuretic  -indue  ed  I ( ( i ab- 
normalities due  to  hypokalemia.1  In  addi- 
tion, INI  )l  RAI  I A preserves  potassium 
balanc  e without  additive'  agents  or  supple- 
ments while*  providing  simple*,  wt'll-lolcTuled 
thc'rnpy  with  broad  e ardiovasc  til.ir  Ix'nelits. 


Once-daily  INDERAL  LA 
for  the  cardiovascular 
benefits  of  the  world's 
leading  beta  blocker 


Simply  start  with  80  mg  once*  daily.  I )osagc* 
may  be*  increased  to  120  mg  to  100  mg  onc  e 
daily  as  ne*e*de*d  to  achieve  additional  control. 


on  fhe  next  page  for  further  defails. 


Once-daily 

Forbeta-& flNDERAL  LA 

(PROPRANOLOL  HCI)  L(CAPSULESG 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR ) 
INDERAL'  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  beta-adrenergic  receptor 
blocking  agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor  stimulating  agents  tor  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL.  the  chronotropic,  inotropic,  and 
vasodilator  responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80, 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  halt-life  is  about  10  hours  When  measured  at  steady  state  over  a 24- 
hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the 
capsules  are  approximately  60%  to  65%  of  the  AUCs  tor  a comparable  divided  daily  dose  of 
INDERAL  tablets  The  lower  AUCs  tor  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  tor  about  twelve  (12)  hours  then  decline 
exponentially 

INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  ot  two  to  tour 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  tram  conventional 
propranolol  a possible  need  for  retitration  upwards  should  be  considered  especially  to 
maintain  effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings  however, 
such  as  hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and 
clinical  effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of 
conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour 
exercise  responses  of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA 
can  provide  effective  beta  blockade  for  a 24-hour  period 

The  mechanism  ot  the  antihypertensive  effect  of  INDERAL  has  not  been  established 
Among  the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  (1) 
decreased  cardiac  output.  (2)  inhibition  ot  renin  release  by  the  kidneys,  and  (3)  diminution  of 
tonic  sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic 
use  Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has 
been  shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the 
treatment  of  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  the  oxygen  requirement  of  the  heart  at 
any  given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rate, 
systolic  blood  pressure  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol 
may  increase  oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic 
pressure  and  systolic  election  period  The  net  physiologic  effect  of  beta-adrenergic  blockade 
is  usually  advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and 
increased  work  capacity 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a qumidme-like 
or  anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  signifi- 
cance of  the  membrane  action  in  the  treatment  ot  arrhythmias  is  uncertain 

The  mechanism  ot  the  antimigraine  effect  ot  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in  conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  detrimental  to  the  patient  But  there  are  also 
situations  in  which  sympathetic  stimulation  is  vital  For  example,  in  patients  with  severely 
damaged  hearts,  adequate  ventricular  function  is  maintained  by  virtue  ot  sympathetic  drive 
which  should  be  preserved  In  the  presence  of  AV  block,  greater  than  first  degree,  beta 
blockade  may  prevent  the  necessary  facilitating  effect  of  sympathetic  activity  on  conduction 
Beta  blockade  results  in  bronchial  constriction  by  interfering  with  adrenergic  bronchodilator 
activity  which  should  be  preserved  in  patients  subject  to  bronchospasm 
Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  ot 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated 
for  the  long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of 
hypertrophic  subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus 
bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma.  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  ot  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics, 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  m some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  ot 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physicians  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  ot  angina  occurs,  it  usually  is  advis- 
able to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  man- 
agement of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  tollcrw  the  above  advice  in  patients  considered  at  risk 
of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 

Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodila- 
tion  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  ot  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthe- 
sia and  surgical  procedures 


The  appearance  of  these  capsules 
80  W 120  ■■  160  is  a registered  trademark 

mg  mg  HjH  mg  of  Ayerst  Laboratories 


INDERAL  (propranolol  HCI).  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta- 
receptor  agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g . 
dobutamme  or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe 
hypotension  Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with 
beta  blockers 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  ap- 
pearance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more 
difficult  to  adiust  the  dosage  ot  insulin 

THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  ot  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  (unction  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  Is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pme  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  ot  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  Long-term  studies  in  animals  have 
been  conduced  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects  at  any  of  the  dosage 
levels  Reproductive  studies  in  animals  did  not  show  any  impairment  ot  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should 
be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have 
rarely  required  the  withdrawal  ot  therapy 

Cardiovascular  bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension paresthesia  ot  hands,  thrombocytopenic  purpura  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal:  nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  bronchospasm 

Flematologic:  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronies  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  coniunctivae  reported  tor  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  is  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood  pressure  control  is  achieved 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 

ANGINA  PECTORIS — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a tew  weeks 
(see  WARNINGS) 

MIGRAINE — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 

HYPERTROPHIC  SUBAORTIC  STENOSIS— 80-160  mg  INDERAL  LA  once  daily. 
PEDIATRIC  DOSAGE— At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 
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I,  et  al:  Treatment  of  mild  hypertension  with  diuretics  The  importance  of  ECG 
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CARDIAC 

Rehabilitation  Institute 


When  it's  time  to  call  for  critical  cardiology  services 
for  your  patients,  make  the  choice  many  physicians, 
hospitals  and  clinics  in  the  Pittsburgh  Area  so  often 
make.  Choose  CRI  . . . Cardiac  Rehabilitation  Institute. 

Choose  CRI  for  the  widest  range  of  cardiology  services: 

• Non-invasive  peripheral  vascular  and 
echocardiography  imaging 

• Electrocardiography 

• Nuclear  cardiology  and  stress  testing 

• Holter  monitoring 

Choose  CRI  for  professional  expertise  and  capabilities. 

Trained  and  board  certified  cardiologists,  cardiovascular 
nurses  and  medical  technologists  use  state-of-the-art 
equipment,  advanced  technologies  and  proven  methods 
to  administer  and  interpret  cardiological  tests  and 
procedures.  CRTs  considerable  experience  and 
advanced  capabilities  get  you  highly  accurate  test 
results  quickly  ...  so  you're  never  in  doubt  and 
left  waiting. 

Choose  CRI  for  convenience.  Completely  equipped 
mobile  units  staffed  by  trained  technologists  bring  CRTs 
capabilities  and  expertise  practically  to  your  doorstep 
and  there's  never  a compromise  in  quality.  And  now 
CRI  offers  complete  nuclear  cardiology  services  in  a 
specially  equipped  40-foot  mobile  unit . . . the  only 
mobile  unit  of  this  type  in  the  United  States  approved 
and  licensed  by  the  Nuclear  Regulatory  Commission. 

Choose  wisely.  Choose  CRI  for  complete,  professional, 
accurate  cardiology  services,  tests  and  procedures. 

Cardiac  Rehabilitation  Institute 

5438  Centre  Avenue,  Shadyside,  Pittsburgh  15232. 
412/682-6201. 
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Small  state 
making  big 
contributions  to 
medical  services 


Hospice  care  in  action 


WEST  VIRGINIA  MEDICINE 
TODAY 


The  hospice  movement  is  growing  rapidly  in  many 
states  across  the  country  West  Virginia  already  has 
five  active  hospice  programs  and  four  additional  ones 
in  various  start-up  stages.’  Depending  heavily  upon 
volunteer  funds  and  services,  hospice  care  is  directed 
toward  dealing  with  dying  patients  and  their  families  in 
ways  that  allow  the  terminally  ill  to  remain  at  home. 
Dignity  openness  and  compassion  are  the  basic  con- 
siderations for  all  concerned.  In  West  Virginia,  physi- 
cians are  encouraged  to  become  involved,  to  regard 
the  patient  and  family  as  a joined  unit  of  care,  to  be 
honest  and  realistic  with  the  patient  and  family,  and  to 
provide  pain  control  in  an  effort  to  "disarm  death  of 
some  of  its  terrors."1 

Perinatal  protection  for  "preemies" 

In  the  past  decade.  West  Virginia  has  intensified  efforts 
to  protect  prematurely  born  infants  by  encouraging 
maternal  transfers  from  community  hospitals  to  peri- 


natal centers  staffed  and  equipped  to  manage  com- 
promising illness  in  newborns.  While  there  has  been 
little  change  in  the  total  number  of  premature  babies 
born  in  West  Virginia,  the  proportion  of  these  infants 
born  in  perinatal  centers  has  nearly  doubled  since 
transfer  became  a viable  option.  More  important,  the 
mortality  among  premature  infants  born  in  perinatal 
centers  was  40%  lower  than  that  among  those  born  in 
community  hospitals  during  the  Iwo-year  period 
monitored.2 

Diabetics:  helped  or  hurt  by  insulin? 

Diabetes  studies  being  conducted  at  West  Virginia 
Medical  Center  may  suggest  a new  consideration  in 
the  regimen  prescribed  for  diabetic  patients.  Prelimi- 
nary findings  suggest  that  insulin  is  a fattening  hor- 
mone which  should  be  administered  along  with  a 
comprehensive  weight  loss  program3  being  developed 
in  concurrent  studies. 
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TODAY:  FOR  THE  PATIENT 
WITH  MIXED  DEPRESSION 
AND  ANXIETY 

A rational  approach,  combining 

- The  standard  antidepressant: 
amitriptyline 

- The  proven  anxiolytic  action  of 
Librium®  (chlordiazepoxide  HCI/Roche)(S 

Marked  improvement  often  occurs  as  early  as  the  first  week 

Headache,  insomnia  or  Gl  upsets  associated  with  mixed  depression  and 
anxiety  often  respond  quickly 

Feeling  better,  patients  feel  encouraged  to  stay  the  course -therefore, 
fewer  dropouts:  P=  .006  compared  to  amitriptyline* 

Convenient  single  h.s.  dosing  sufficient  in  some  patients;  helps  patients 
with  mixed  depression  and  anxiety  sleep  through  the  night.  Patients 
should  be  cautioned  about  the  combined  effects  of  Limbitrol  with  alcohol 
and  other  CNS  depressants,  and  about  activities  requiring  complete 
mental  alertness  such  as  operating  machinery  or  driving  a car 


In  moderate  depression  and  anxiety 


IN  PLACE  OF 
LIMBITROL  5-12.5  WRITE: 


IN  PLACE  OF 
LIMBITROL  10-25  WRITE: 


Limbitrd 

Eoch  tablet  contains  5 mg  chlordiazepoxide  and  1 2 5 mg  amitriptyline  (as  the  hydrochloride  salt) 


Each  tablet  contains  10  mg  chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) 


<E 

<£ 


Easier  to  remember. . . easier  to  prescribe 


*Feighner  JR  etal . Psychopharmacology  61  217-225,  Mar  22.  1979 

Please  see  summary  of  product  Information  on  following  page. 


LIMBITROL'  (X  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows 

Indications:  Relief  of  moderate  lo  severe  depression  ossocioted  with  moderate  lo 
severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepres- 
sants Do  not  use  with  monoomme  oxidase  (MAO)  inhibitors  or  within  14  days  follow- 
ing discontinuation  ot  MAO  inhibitors  since  hyperpyretic  crises,  severe  convulsions  and 
deaths  hove  occurred  with  concomitant  use,  then  initiate  cautiously,  gradually  increas- 
ing dosage  until  optimal  response  is  achieved  Contraindicated  during  acute  recovery 
phase  following  myocordiol  infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or  angle- 
closure  glaucoma  Severe  constipation  may  occur  in  patients  taking  tricyclic  antide- 
pressants and  anticholinergic-type  drugs  Closely  supervise  cardiovascular  patients 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of  conduction  time  reported  with 
use  ol  tricyclic  antidepressants,  especially  high  doses  Myocardial  infarction  and 
stroke  reported  with  use  of  this  class  of  drugs  ) Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating  machinery,  driving) 

Usage  In  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  olways  be  avoided  because  of  Increased  risk  of  congenital 
malformations  os  suggested  in  several  studies.  Consider  possibility  of  preg- 
nancy when  Instituting  therapy,  advise  patients  to  discuss  therapy  If  they 
intend  to  or  do  become  pregnant. 

Since  physicol  and  psychological  dependence  to  chlordiazepoxide  have  been  reported 
rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those 
who  might  increase  dosage,  withdrawal  symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea,  heodoche  and  malaise  for  amitripty- 
line, symptoms  [including  convulsions]  similar  to  those  of  barbiturate  withdrawal  lor 
chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid 
patients  or  those  on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic 
function  Becouse  of  the  possibility  of  suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients  Periodic  liver  function  tests  and  blood 
counts  are  recommended  during  prolonged  treatment  Amitriptyline  component  may 
block  action  of  guanethidme  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated,  sedative  effects  may  be  additive  Discon- 
tinue several  days  before  surgery  Limit  concomitant  administration  of  ECT  to  essential 
treatment  See  Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be 
taken  during  the  nursing  period  Not  recommended  in  children  under  12,  In  the  elderly 
and  debilitated,  limit  to  smollest  effective  dosage  to  preclude  ataxia,  oversedation, 
confusion  or  anticholinergic  effects 

Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either  compo- 
nent olone  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloat- 
ing Less  frequently  occurring  reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nosal  congestion  Mony  depressive  symptoms  including  anorexia, 
fatigue,  weakness,  restlessness  and  lethargy  have  been  reported  as  side  effects  of  both 
Limbitrol  and  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction  have 
been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring 
consideration  because  they  have  been  reported  with  one  or  both  components  or 
closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial 
infarction,  arrhythmias,  heort  block,  stroke. 

Psychiatric  Euphoria,  opprehension,  poor  concentration,  delusions,  hallucinations, 
hypomama  and  increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  poresthesios  of  the  extrem- 
ities, extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dila- 
tation ol  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilia.  pur- 
pura. thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar 
taste,  diorrheo,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement, 
goloctorrhea  ond  minor  menstruol  irregularities  in  the  female,  elevation  and  lowering 
ot  blood  sugar  levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone) 
secretion 

Other  Heodoche,  weight  gain  or  loss,  increased  perspiration,  urinary  frequency, 
mydriasis,  jaundice,  alopecia,  parotid  swelling 

Overdosoge:  Immediately  hospitalize  patient  suspected  of  having  taken  on  overdose 
Treatment  is  symptomatic  and  supportive  I V administration  of  1 to  3 mg  physostig- 
mine  salicylate  has  been  reported  to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  tor  manifestation  and  treatment 
Dosage:  Individualize  occording  to  symptom  severity  ond  patient  response  Reduce  to 
smollest  effective  dosage  when  satisfactory  response  is  obtained  Larger  portion  of 
daily  dose  may  be  token  at  bedtime  Single  h.s  dose  may  suffice  for  some  patients. 
Lower  dosages  are  recommended  for  the  elderly 

Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  ol  three  or  tour  tablets  doily  in 
divided  doses,  increased  up  to  six  tablets  or  decreased  to  two  tablets  doily  as  required 
Limbitrol  Toblets,  initial  dosage  of  three  or  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-cooted.  each  containing 
10  mg  chlordiazepoxide  ond  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and 
Toblets  blue,  film-coated,  each  containing  5 mg  chlordiazepoxide  ond  12.5  mg 
amitriptyline  (as  the  hydrochloride  salt) — bottles  ot  100  and  500,  Tel-E-Dose® 
packages  of  100.  Prescription  Paks  of  50 
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Manuscript  Information 

Manuscripts  to  be  presented  for 
publication  in  The  West  Virginia 
Medical  Journal  should  be  type- 
written, triple-spaced,  on  one  side 
only  of  firm  (no  onion  skin  or 
flimsy),  standard  letter  sized  (8)4 
by  11  in.)  white  paper.  Wide 
margins  at  least  1)4  in.  on  left) 
should  be  left  free  of  typing.  On 
the  first  or  title  page  should  be 
shown  the  title  of  the  article,  the 
name  (or  names)  of  the  author, 
and  his  degrees.  Pages  should  be 
numbered  consecutively,  the  page 
number  being  shown  in  the  right 
upper  corner  along  with  the  sur- 
name of  the  author. 

Where  reference  is  made  to  gen- 
erically-designated  drugs,  the  first 
such  reference  must  be  followed  by 
parentheses  containing  the  most 
commonly  known  trade-name  drug 
of  that  designation.  In  addition,  a 
listing  of  all  generic  drugs  men- 
tioned in  the  article,  with  their 
trade-name  equivalents,  should  ap- 
pear at  the  end  of  the  article. 

A short  abstract  summarizing  the 
manuscript  should  be  included. 
This  should  be  typed  in  double 
space  on  a separate  page. 

Authors  are  requested  to  submit 
a copy  with  the  original. 

Illustrations  should  be  numbered 
and  their  approximate  locations 
shown  in  the  text.  Each  should  be 
identified  by  placing  on  its  back 
the  author’s  name,  its  number  and 
an  indication  of  its  “top.”  Draw- 
ings and  charts  intended  for  re- 
production should  be  done  in  black 
(India)  ink  on  pure  white.  Pho- 
tographs should  be  on  glossy  paper 
and  minimum  of  about  5 by  7 in. 
in  size.  Cost  of  printing  black  and 
white  photos  in  excess  of  4 will  be 
billed  to  author,  and  no  more  than 
25  references  will  be  published  free 
of  charge  to  the  author.  A legend 
should  be  provided  for  each  illus- 
tration and,  preferably,  attached  to 
it. 

All  scientific  material  appearing 
in  The  Journal  is  reviewed  by 
the  Editorial  Board.  Manuscripts 
should  be  mailed  to  The  Editor, 
West  Virginia  Medical  Journal, 
Box  4106,  Charleston,  W.  Va. 
25364. 


Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio— by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries— demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today — you’ll  never 
feel  better. 


i w Data  General 


ELCSEHF  systems,  ins. 


1101  Forbes  Avenue,  Pittsburgh,  PA  15219 
(800)  441-8386 


CNA  supports  you 
with  over  $12  billion 
in  assets. 


You’ve  worked  hard  to  build  your  medical  practice 
and  your  professional  reputation.  To  protect  them, 
you  should  rely  on  a medical  malpractice  program 
that  is  financially  sound.  With  over  S12  billion  in 
assets  and  $1.1  billion  in  equity,  you  can  depend 
on  the  CNA  Insurance  Companies’  commitment 
to  West  Virginia  physicians. 

Our  financial  strength  has  enabled  us  to  oiler 
malpractice  insurance  continuously  for  15  years  - 
even  through  the  years  of  malpractice  crises.  As 
one  of  the  largest  medical  malpractice  insurers, 


CNA  has  the  financial  strength  to  protect  you  not 
just  today,  but  whenever  you  might  need  us. 

Secure  your  future  with  a financially  strong 
leader.  Contact  the  CNA  program  administrator 
for  more  information. 

McDonough,  Caperton,  Shepherd 
Association  Group 
PO.  Box  3186 
One  Hillcrest  Dr.  E. 

Charleston,  WV  25332 
(304)346-0611 


The  WVSMA/CNA  Physicians  Protection  Program  is  underw  ritten  by  Continental 
Casualty  Company,  one  of  the  CNA  Insurance  Companies. 


OVA 

tor  All  the  Commitments  \ou  Make® 


ALZHEIMER’S  DEMENTIA 


Cure  of  the  disease  is  still  out  of  reach. 
In  as  devastating  a condition  as  this, 
even  the  most  modest  relief  of 
symptoms — or  for  that  matter  keeping 
them  from  getting  worse  or  merely 
slowing  their  intensification — is  a 
great  contribution  to  patient  and  family. 

HYDERGINE®  LC  (ergoloid  mesylates)  is 
indicated  for  patients  over  age  sixty 
who  manifest  signs  and  symptoms  of 
idiopathic  mental  decline.  It  appears 
that  individuals  who  respond  to 

HYDERGINE  LC  therapy  are  those  who 
would  be  considered  to  suffer  from 
some  ill-defined  process  related  to 
aging  or  to  suffer  from  some 
underlying  condition  such  as 
Alzheimer’s  dementia. 

Before  prescribing  HYDERGINE  therapy,  the  possibility  that  the  patient’s  signs  and 
symptoms  arise  from  a potentially  reversible  and  treatable  condition  should  be 
excluded.  In  addition,  because  the  presenting  clinical  picture  may  evolve  to  suggest 
an  alternative  treatment,  the  decision  to  use  HYDERGINE  therapy 
should  be  continually  reviewed. 

HYDERGINE®  LC 

(ergoloid  mesylates) 
liquid  capsules,  1 mg 

THE  ONLY  PRODUCT  INDICATED  FOR  ALZHEIMER’S  DEMENTIA. 


© 1985  Sandoz.  Inc 


HYD-1085-13 


For  Brief  Summary,  please  see  following  page* 


HYDERGINE  LC 


(ergoloid  mesylates)  ITg"  c^ules 


Indications:  Symptomatic  relief  of  signs  and 
symptoms  of  idiopathic  decline  in  mental  capacity 
(i.e.,  cognitive  and  interpersonal  skills,  mood,  self- 
care,  apparent  motivation)  in  patients  over  sixty. 
It  appears  that  individuals  who  respond 
to  HYDERGINE  therapy  are  those  who  would 
be  considered  clinically  to  suffer  from  some 
ill-defined  process  related  to  aging  or  to  have  some 
underlying  dementing  condition,  such  as  primary 
progressive  dementia,  Alzheimer’s  dementia,  senile 
onset,  or  multi-infarct  dementia.  Before  pre- 
scribing HYDERGINE®  (ergoloid  mesylates),  the 
physician  should  exclude  the  possibility  that  signs 
and  symptoms  arise  from  a potentially  reversible 
and  treatable  condition,  particularly  delirium  and 
dementiform  illness  secondary  to  systemic  disease, 
primary  neurological  disease,  or  primary 
disturbance  of  mood.  Not  indicated  for  acute  or 
chronic  psychosis  regardless  of  etiology  (see 
Contraindications). 

Use  of  HYDERGINE  therapy  should  be  continually 
reviewed,  since  presenting  clinical  picture  may 
evolve  to  allow  specific  diagnosis  and  specific  alter- 
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Periocular  Basal 
In  Young  Adults 

JOHN  V.  LINBERG,  M.  D. 

Associate  Professor,  Director  of 
Oculoplastic  and  Orbital  Surgery, 
Department  of  Ophthalmology,  West 
Virginia  University  School  of  Medicine, 
Morgantown 


Sixteen  cases  of  periocular  basal 
cell  carcinoma  in  young  adults  { aver- 
age 26  years ) were  reviewed.  The 
interval  between  onset  of  signs  and 
diagnostic  biopsy  averaged  27  months, 
indicating  that  basal  cell  carcinoma  is 
often  overlooked  or  misdiagnosed  in 
youthful  patients.  Twelve  cases  had 
either  a positive  family  history  for 
malignant  skin  tumors  or  excessive 
solar  exposure.  Four  patients  had  the 
nevoid  basal  cell  carcinoma  syndrome. 
Most  tumors  were  of  the  sclerosing 
type  and  large  ( average  4.3cm2),  re- 
quiring major  reconstructive  surgery. 
The  advantages  of  a multispecialty 
approach  to  these  patients  are  em- 
phasized. 

Basal  cell  carcinoma  may  be  the 
most  common  malignancy  in  man.1 
A majority  of  these  tumors  may  be 
detected  during  the  course  of  a 
routine  outpatient  visit  since  90  per 
cent  of  these  lesions  involve  the  head 
and  neck,  and  five  to  ten  per  cent  in- 
volve the  eyelids.2  When  the  typical 
“rodent  ulcer”  with  waxy,  raised 
margins  presents  on  the  face  of  an 
elderly  patient,  few  physicians  fail  to 
make  the  diagnosis  or  perform  the 
necessary  biopsy.  Unfortunately,  when 
typical  lesions  occur  in  children  and 
young  adults,  the  doctor  often  does 
not  consider  the  possibility  of  basal 
cell  carcinoma.  Diagnostic  biopsy 
and  adequate  treatment  may  be  fur- 
ther delayed  for  fear  of  creating  a 
cosmetic  defect  in  these  youthful  pa- 
tients.3 

The  author’s  experience  with  prob- 
lems resulting  from  delayed  diagnosis 


Cell  Carcinoma 


of  basal  cell  carcinoma  in  young  pa- 
tients has  prompted  this  review.  The 
following  cases  emphasize  the  occur- 
rence of  these  tumors  in  young 
adults.4'8  Cases  of  the  nevoid  basal 
cell  carcinoma  syndrome  are  included 
to  illustrate  this  rare  cause  of  basal 
cell  carcinoma  in  young  adults.  A 
multispecialty  approach  to  these  tu- 
mors, combining  Mohs’  microscop- 
ically controlled  excision  of  the  car- 
cinoma with  immediate  eyelid  recon- 
struction, is  emphasized.9 

Method 

The  16  cases  were  drawn  from  the 
personal  experience  of  the  author 
over  the  past  five  years.  All  were  re- 
ferred for  the  definitive  treatment  of 
a periocular  skin  lesion.  A diagnostic 
incisional  biopsy  was  obtained  in  each 
case  in  order  to  establish  the  diagnosis 
before  treatment  was  undertaken. 
Each  patient  received  a complete 
ophthalmic  examination.  In  appropri- 
ate cases,  CT  scan  and  ultrasound 
examinations  of  the  orbit  were  obtain- 
ed to  rule  out  the  possibility  of  deep 
extension  of  the  tumor.  A careful 
medical  history  was  obtained,  includ- 
ing the  time  of  onset  of  the  lesion  and 
previous  treatment.  Each  patient  was 
asked  about  the  possibility  of  exces- 
sive sun  exposure  and  also  questioned 
concerning  any  family  history  for  skin 
tumors.  Preoperative  photographs 
were  taken. 

Treatment 

Following  confirmation  of  the  diag- 
nosis of  basal  cell  carcinoma  by  in- 
cisional biopsy  in  the  16  patients, 
each  tumor  was  measured  and  photo- 
graphed. The  tumors  were  then  re- 
sected by  a dermatologist  with  special 
training  and  experience  in  the  Mohs’ 
technique.  This  technique  allows  for 
the  complete  resection  of  a basal  cell 


or  other  skin  tumor  and  the  assurance 
of  tumor-free  margins.  The  technique 
is  normally  performed  under  local 
anesthesia  in  an  outpatient,  minor 
surgery  setting. 

After  local  infiltration  with  anes- 
thetic, the  clinically  apparent  tumor 
is  excised  and  sent  for  permanent 
sections.  A thin  layer  of  tissue  is  now 
removed  from  the  base  of  the  previous 
tumor  removal.  It  is  essential  that 
this  layer  include  the  entire  base  of 
the  previous  resection.  This  thin  layer 
of  tissue  is  examined  by  fresh  frozen 
sections  for  the  presence  of  tumor 
cells.  Great  care  is  taken  that  these 
frozen  sections  are  contiguous  and 
that  the  entire  layer  of  tissue  is  micro- 
scopically monitored.  A map  is  con- 
structed which  demonstrates  those 
areas  in  which  further  tumor  may  be 
found.  Figure  1 more  clearly  illus- 
trates this  procedure.  Further  tissue  is 
then  removed  in  layers,  with  each  ex- 
amined by  means  of  frozen  tissue  sec- 
tions. The  process  is  repeated  until 
tumor-free  layers  are  established  for 
the  entire  base  of  the  tumor  resection. 
Excision  of  eyehd  and  canthal  lesions 
can  usually  be  completed  in  one  day. 
After  the  tumor  resection,  an  anti- 
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biotic  ointment  and  a protective  dres- 
sing are  applied.10 

Patients  were  then  evaluated  on  an 
outpatient  basis  in  order  to  plan 
oculoplastic  reconstruction.  Some 
small  lesions  require  little  or  no  recon- 
struction. When  more  extensive  re- 
construction was  required,  the  pa- 
tients were  admitted  to  the  hospital 
and  scheduled  for  surgery  within  48 
hours.  No  complication  or  infection 
was  associated  with  up  to  a 72-hour 
interval  between  tumor  resection  and 
final  reconstructive  surgery.  Recon- 
structive surgery  was  done  under  local 
anesthesia  in  most  cases,  with  hos- 
pitalization generally  less  than  48 
hours.  Patients  were  then  followed 
regularly  on  an  outpatient  basis  for 
signs  of  recurrence. 

Payne’s  long-term  study  on  basal 
cell  carcinoma  of  the  eyelids  revealed 
that  the  frequency  of  patient-physician 
contact  was  quite  low.  Noting  that 
basal  cell  carcinoma  of  the  eyelids, 
treated  surgically,  has  a significant 
incidence  of  both  recurrence  and 
complications,  Payne  emphasized  that 
physicians  responsible  for  such  pa- 
tients should  stress  regular  follow- 
up.11 

The  important  facts  concerning  this 
series  of  16  cases  are  presented  in  the 
Table.  The  following  case  histories 
are  particularly  illustrative  of  dif- 
ferences in  diagnosis  and  treatment. 


Case  Five 

This  young  man  developed  an 
erythematous  nodular  skin  lesion  near 
the  lateral  canthus  of  the  left  eye  at 
age  19.  He  did  not  seek  medical  at- 
tention for  nearly  two  years;  however, 
he  was  then  treated  by  several  physi- 
cians with  topical  antibiotic  and  ster- 
oid ointments  for  the  presumed  diag- 
nosis of  dermatitis  and  angular  bleph- 
aritis. After  a year  of  topical  treat- 
ment, the  lesion  was  not  improved  and 
a diagnostic  biopsy  established  the 
lesion  as  a sclerosing  basal  cell  car- 
cinoma. The  tumor  was  treated  by 
cautery  and  curettage. 

Two  years  later  a recurrence  was 
apparent  (Figure  2)  and  the  patient 
was  referred  for  further  treatment. 
Resection  of  the  recurrent  tumor  by 
the  Mohs’  technique  required  four 
layers  of  tissue  removal  and  resulted 
in  a 4.0x2.8cm  defect  (Figure  3). 


Figure  2.  Case  Five:  Recurrent  basal 
cell  carcinoma  at  the  lateral  canthus. 


TABLE 

Results  of  16  Cases  of  Basal  Cell  Carcinoma  of  the  Eyelid  in  Young  Patients 


Case 

# 

Age 

Initial 
Clinical 
Size  (area) 

Size  (area) 
Of  Defect 
After  Mohs’ 

Sun 

Exposure 
( Excessive ) 

Family 
History  Of 
Skin  Tumors 

Interval  Between 
Onset  Of 
Lesion  And 
Final  Treatment 

Nevoid  Basal 
Cell  Carcinoma 
Syndrome 

1 

22 

.7  cm2 

3.0cm2 

+ 

24  mos 

2 

26 

4.0 

7.0 

+ 

24 

3 

26 

2.6 

12.6 

6 

4 

20 

.2 

8.0 

+ 

+ 

48 

5 

22 

1.0 

11.2 

+ 

36 

6 

23 

.2 

2.0 

+ + + 

72 

yes 

7 

24 

.6 

3.0 

+ 

8 

yes 

8 

29 

.2 

1.0 

6 

9 

23 

4.0 

8.0 

+ + + 

24 

yes 

10 

27 

1.0 

8.0 

+ + + 

24 

yes 

11 

29 

.2 

2.7 

+ 

24 

12 

24 

.2 

.4 

1 

13 

26 

.8 

4.5 

60 

14 

30 

.2 

1.8 

+ 

36 

15 

31 

.7 

3.0 

+ 

24 

16 

31 

.5 

1.0 

12 

Average 

25.8 

.8cm2 

4.3cm2 

(3/16) 

(9/16) 

26.8  mos 

(4/16) 

The  eyelids  were  reconstructed  using 
strips  of  periosteum  (Figure  4)  from 
the  lateral  orbital  rim  and  skin  flaps 
(Figure  5).  Good  functional  eyelids 
with  adequate  cosmesis  were  obtained 
(Figure  6).  The  patient  maintains 
20/20  vision  and  is  tumor-free  after 
four  years. 

Case  Sixteen 

This  31-year-old  woman  presented 
to  the  WVU  Oculoplastic  Clinic  with 
an  ulcerated  lesion  of  one  year’s  dur- 
ation (Figure  7)  on  the  right  lower 
eyelid.  A biopsy  established  the  diag- 
nosis of  basal  cell  carcinoma.  There 
was  no  history  of  skin  tumors  in  her 
family  and  no  history  of  unusual  sun 
exposure. 


Figure  3.  Defect  after  removal  of  tumor. 


Figure  4.  Reconstruction  of  eyelid  us- 
ing strips  of  periosteum. 


Figure  5.  Closure  of  defect  using  slid 
ing  skin  flaps. 
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The  tumor  was  removed  by  the 
Mohs’  technique,  resulting  in  a 1cm 
X 1cm  defect  and  loss  of  the  lower 
lacrimal  canaliculus  (Figure  8).  The 
lower  eyelid  was  reconstructed  with 
a myocutaneous  flap  and  the  lacrimal 
drainage  system  reconstructed  with  a 
silicone  stent  (Figure  9).  A good 
cosmetic  and  functional  eyelid  was 
obtained  with  a patent  lacrimal  system 
(Figure  10).  The  patient  is  tumor 
free  after  one  year  of  followup. 

Discussion 

The  vast  majority  of  basal  cell 
carcinoma  tumors  occur  in  an  older 
age  group,  with  peak  incidences  re- 
ported in  the  sixth  and  seventh 
decade.  They  can  occur  at  any  age, 
however,  and  one  to  three  per  cent  of 
all  basal  cell  carcinomas  appear  in  pa- 
tients under  the  age  of  30. 11,12  Un- 
fortunately, the  diagnosis  is  some- 
times not  considered  in  younger  pa- 
tients, and  delays  in  diagnosis  and 
treatment  result.  Case  Five  is  a prime 
example  of  the  problems  associated 
with  the  occurrence  of  these  tumors 
in  young  adults.  The  average  age  in 
this  series  of  16  patients  was  26  years 
with  a range  from  20  to  31.  The 
average  interval  between  the  onset  of 
symptoms  and  the  final  treatment  was 
27  months,  indicating  that  delays  in 
diagnosis  are  not  unusual. 

The  advantage  of  prompt  diagnosis 
and  treatment  is  shown  by  Case  Six- 
teen. Ease  of  surgical  excision  allow- 
ed the  best  possible  cosmetic  and 
functional  reconstruction,  vitally  im- 
portant in  the  periocular  area.  A dif- 
ficult aspect  of  basal  cell  carcinoma 
is  that  actual  tumor  size  cannot  be 
predicted  from  clinical  appearance. 

Blodi,  Henkind  and  others  have 
documented  that  when  tumors  are  re- 


Figure  6.  Postoperative  result. 


sected  on  the  basis  of  clinical  appear- 
ance, many  patients  are  left  with 
residual  tumor.12'13,14  A chief  dis- 
advantage of  other  treatments  such  as 
cautery,  curettage,  cryotherapy  or 
standard  surgical  resection  is  that  the 
amount  of  tissue  which  requires  treat- 
ment cannot  be  determined.  The 
major  advantage  of  the  Mohs’  ap- 
proach is  that  the  actual  size  of  the 
tumor  is  discovered  during  resection. 
In  this  series  the  average  size  of  the 
clinically  apparent  tumor  was  0.8 
square  centimeters  while  the  size  of 
the  resection  required  to  remove  the 
entire  tumor  was  4.3  square  cms. 
Thus  the  actual  diameter  of  the  tumor 
usually  was  greater  than  twice  the 
clinically  apparent  lesion. 

Basal  cell  carcinoma  in  older  pa- 
tients is  often  attributed  to  solar  ex- 
posure but  in  this  series  of  younger 
patients  only  three  gave  a history  of 
unusual  sun  exposure.  The  importance 
of  a family  predisposition,  however, 
was  apparent,  as  nine  of  16  had  posi- 
tive family  histories  of  malignant  skin 
tumors.  Four  of  these  patients  were 
diagnosed  as  having  the  nevoid  basal 
cell  carcinoma  syndrome,  which  is  in- 
herited as  an  autosomal  dominant 
with  incomplete  penetrance.  Other 
abnormalities  include  palmar  pits, 
bifrontal  bossing,  mandibular  jaw 
cysts,  mild  mental  retardation,  and 
other  skeletal  anomalies.  Affected 
individuals  typically  develop  numer- 
ous basal  cell  carcinomas  throughout 
their  lifetime.  When  a young  patient 
presents  with  basal  cell  carcinoma, 
this  syndrome  should  always  be  con- 
sidered. Establishing  this  diagnosis 
is  important  because  other  family 
members  will  require  examination 
and  possibly  genetic  counseling.  The 
therapeutic  approach  for  these  pa- 
tients also  may  be  changed  by  the 
knowledge  that  they  will  develop  new 
lesions. 

In  patients  other  than  those  with 
nevoid  basal  cell  carcinoma  syndrome, 
complete  removal  of  a tumor  generally 
constitutes  a cure.  Basal  cell  carci- 
nomas very  rarely  metastasize  and, 
therefore,  complete  excision  is  an 
appropriate  and  curative  therapeutic 
goal.  The  Mohs’  technique  accom- 
plishes this  objective  with  a high  de- 
gree of  confidence.10 


When  the  Mohs’  technique  of  tumor 
removal  is  combined  with  plastic  re- 
construction, the  patient  is  assured 
both  a good  prognosis  and  the  best 
possible  functional  and  cosmetic  re- 
sults. The  multispecialty  approach 
in  periocular  basal  cell  carcinomas  in- 


Figure  7.  Case  Sixteen:  Ulcerated 

lesion  on  lower  eyelid  diagnosed  as  basal 
cell  carcinoma. 


Figure  8.  Defect  after  removal  of 
tumor  with  loss  of  lower  lacrimal  can- 
aliculus. 


Figure  9.  Lid  reconstruction  by  my- 
ocutaneous flap.  Lacrimal  drainage  re- 
construction by  silicone  stent. 


Figure  10.  Postoperative  result. 
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eludes  the  cooperation  of  a derma- 
tologist trained  in  this  technique,  and 
an  oculoplastic  surgeon.  The  high 
cure  rate  identified  with  the  Mohs’ 
technique  and  its  conservation  of 
healthy  tissue  for  optimum  reconstruc- 
tive surgery  provide  the  young  patient 
with  assurance  of  probable  cure  and 
minimal  defect.  Evaluation  of  the 
patient  by  physicians  from  two  spe- 
cialty areas  provides  expertise  in 
both,  and  a psychological  boost  to 
patients  who  are  perhaps  apprehen- 
sive of  surgery. 

This  series  of  16  patients  empha- 
sizes the  importance  for  the  physician 
to  consider  a diagnosis  of  basal  cell 
carcinoma  in  younger  patients.  An 
early  diagnosis  and  prompt  treatment 
using  a multispecialty  approach  com- 
bine to  benefit  these  cases  greatly. 
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Medical  student  impairment  recent- 
ly has  been  recognized  as  a serious 
problem.  The  authors  of  this  article 
review  the  available  literature  con- 
cerning medical  student  impairment. 
Findings  were  inconclusive  but  highly 
suggestive  of  an  increased  incidence 
of  psychiatric  disorders,  substance  a- 
buse,  suicide,  and  marital  discord 
among  medical  students. 

The  literature  suggests  two  major 
etiologies  for  the  problem  of  medical 
student  impairment:  stresses  inherent 
in  the  medical  education  process,  and 
personality  characteristics  and  unmet 
psychological  needs  thought  to  be 
common  to  many  medical  students. 


Tmpairment  in  medical  students  oc- 
^ curs  when  something  intervenes  to 
cause  a decrease  in  ability  to  learn, 
practice  medicine,  or  function  ade- 
quately in  social  or  personal  relation- 
ships. Medical  education  literature 
suggests  that  for  many  medical  stu- 
dents this  impairment  manifests  as 
physical  and/or  mental  illness  during 
the  medical  education  process.  It  has 
been  suggested  further  that  the  serious 
problem  of  physician  impairment  may, 
in  part,  stem  from  impairment  which 
developed  during  medical  school  and / 
or  residency  training. 

Although  much  has  been  written 
about  medical  student  psychology,  lit- 
tle is  known  about  the  epidemiology 
of  the  medical  student  impairment 
problem.  Studies  which  clearly  estab- 
lish the  percentages  of  students  who 
are  ill  or  impaired  are  lacking. 

In  terms  of  physical  manifestations 
of  illness,  Gilder  and  Ray  found  that 
48  per  cent  of  medical  students  were 


at  a high  risk  for  major  medical  ill- 
ness based  on  their  hierarchy  of  life 
stresses.1  There  are  no  data  available 
to  compare  this  figure  directly  with 
nonmedical  students  or  the  general 
United  States  population.  The  ques- 
tion of  how  many  medical  students 
actually  get  sick  remains  unanswered. 

Study  Results 

Numerous  studies  have  evaluated 
the  incidence  of  psychiatric  illness  in 
medical  students.  In  one  population 
studied,  as  many  as  68  per  cent  of  the 
medical  students  were  found  to  have 
difficulty  managing  their  emotions.2 
Osbahr,  et  al.  report  that  13  to  50 
per  cent  of  the  medical  students  they 
studied  had  psychological  problems 
serious  enough  to  require  psycho- 
therapy.3 Pitts,  et  al.  found  six  of  40 
medical  students  studied  (15  per 
cent)  to  have  a psychiatric  illness.3 
Lief,  et  al.  noted  that  23  of  60  medical 
students  (38  per  cent)  had  neurotic 
difficulties  serious  enough  to  con- 


On  the  basis  of  these  publish- 
ed reports , the  percentage  of 
medical  students  seeking  mental 
health  treatment  is  clearly  great- 
er than  for  the  general  popula- 
tion. 


vince  the  research  team  that  they 
could  benefit  from  psychotherapy.4  A 
review  of  the  earlier  literature  per- 
formed by  Lief  reports  studies  finding 
50,  46,  or  20  per  cent  of  the  medical 
students  surveyed  needed  psychiatric 
help.4  By  comparison,  the  most  recent 
National  Institute  of  Mental  Health 
(NIMH)  report  found  the  prevalence 
of  psychiatric  disorders,  excluding 
phobias  and  dysthymia,  to  be  11.6  to 
13.2  per  cent  in  the  United  States  pop- 
ulation.5 The  data  suggest  that  there 
may  be  a higher  incidence  of  psychi- 
atric problems  among  medical  students 
than  in  the  general  population,  but  the 
wide  discrepancies  between  the  re- 
ported data  lead  to  concern  about  the 
reliability  of  all  of  the  figures. 

Also  unclear  is  the  number  of  medi- 
cal students  actually  seeking  psychi- 
atric help.  Lloyd  reported  that  during 
the  1977-1978  school  year  at  the  Uni- 
versity of  Texas  Medical  School  in 
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Houston,  3.8  per  cent  of  males  and 
11.7  per  cent  of  females  sought  mental 
health  care.6  Sekas,  et  al.  found  that 
of  334  medical  students  surveyed  at  a 
Midwestern  medical  school,  15.2  per 
cent  of  males  and  16.9  per  cent  of 
female  students  received  psychiatric 
counselling.7  Sekas  also  reviewed  ear- 
lier studies  which  reported  the  inci- 
dence of  psychiatric  counselling  of 
medical  students  to  be  13  per  cent  at 
the  University  of  Oklahoma,  and  12 
per  cent  at  both  Tulane  University 
and  Harvard  University.7  However, 
one  study  found  that  75  per  cent  of 
medical  students  might  be  inclined  to 
seek  psychiatric  help  if  they  were 
assured  of  no  repercussions.8  This  sug- 
gests that  the  number  of  students  re- 
ceiving counselling  may  not  reflect  the 
true  incidence  of  medical  students 
who  might  need  or  benefit  from  psy- 
chiatric help. 

On  the  basis  of  these  published  re- 
ports, the  percentage  of  medical  stu- 
dents seeking  mental  health  treatment 
is  clearly  greater  than  for  the  general 
population.  The  NIMH  report  found 
that  6.0-7. 1 per  cent  of  the  population 
had  sought  mental  health  treatment 
within  the  six  months  prior  to  being 
interviewed.9  This  difference  could  be 
attributed  to  the  fact  that  psychiatric 
treatment  is  more  readily  available  to 
medical  students  and  that  medical 
students  are  more  familiar  with  the 
various  modes  of  psychiatric  treat- 
ment. 

Suicide  Statistics 

One  measure  of  medical  student 
impairment  is  presented  in  suicide 
statistics.  Lief,  et  al.  reported  four  of 
60  medical  students  (seven  per  cent) 
studied  had  psychotic  or  suicidal  epi- 
sodes.4 In  one  study  of  the  medical 
classes  of  1974-1981  in  96  Ignited 
States  medical  schools,  the  mean  male 
student  suicide  rate  was  found  to  be 
15.6,  slightly  below  that  of  agemates 
in  the  national  population.10  The  fe- 
male medical  student  suicide  rate  in 
the  same  study  was  18.9,  two  to  three 
times  the  rate  for  their  agemates.10 
Both  rates,  however,  are  higher  than 
the  1980  national  suicide  rate  for  the 
entire  United  States  population,  which 
was  12.7  per  100,000. 11  In  some  stu- 
dies, suicide  has  been  determined  to 


he  the  second  leading  cause  of  death 
among  medical  students.1,2  Suicide  is 
the  third  leading  cause  of  death  among 
other  L^nited  States  young  adults,  ages 
15-24,  and  fifth  among  older  adults, 
ages  25-44. 12  These  studies,  despite 
discrepancies,  suggest  a higher  inci- 
dence of  suicide  among  medical  stu- 
dents. 

Substance  Abuse 

The  literature  notes  that  substance 
abuse  may  be  a component  of  the 


These  studies,  despite  dis- 
crepancies, suggest  a higher  in- 
cidence of  suicide  among  medi- 
cal students. 


medical  student  impairment  complex. 
At  one  Midwestern  medical  school, 
Thomas,  et  al.  found  that  25  to  30  per 
cent  of  students  actively  used  mari- 
juana.13 This  is  higher  than  the  esti- 
mated 11  per  cent  of  the  general 
population  over  18  years  of  age  who 
use  marijuana.12  Another  study  of  a 
cohort  of  medical  students  reported 
that  23  per  cent  had  used  ampheta- 
mines more  than  one  time.14  In  1982, 
18.2  per  cent  of  young  adults  in  the 
United  States,  ages  18-25,  and  5.8  per 
cent  of  adults  older  than  26  years  were 
reported  to  have  used  stimulants  at 
least  once.15  Abuse  of  alcohol  also  has 
been  examined  in  some  studies.  Tho- 
mas identified  10  per  cent  of  medical 
students  at  a Midwestern  school  as 
potential  problem  drinkers.14  While 
parallel  data  are  not  available,  the 
NIMH  reports  the  prevalence  of  alco- 
hol abuse /dependence  in  the  general 
population  is  from  4.5  to  5.7  per 
cent.5  Chappel,  et  al.,  in  a study  at 
the  University  of  Nevada  School  of 
Medicine,  noted  that  39  per  cent  of 
students  questioned  had  frequent  ex- 
perience with  alcohol  ( two  to  four 
times  per  week  or  more),  and  that 
6.5  per  cent  of  students  admitted  to 
problems  with  the  use  of  alcohol.16  A 
recent  study  by  Vaillant  reported  that 
only  two  per  cent  of  a sample  of  men 
who  consumed  one  to  three  drinks  per 
week  admitted  to  problems  with  con- 
trol.1' While  these  data  are  not  con- 
clusive, they  suggest  that  medical 
students  may  have  more  problems 


with  substance  abuse  than  the  general 
population. 

Marital  Problems 

The  incidence  of  marital  problems 
is  also  high,  according  to  some  studies, 
with  50  to  60  per  cent  of  medical 
student  marriages  ending  in  divorce.1,2 
For  comparison,  one  study  of  79  non- 
physician, nonmedical-student  mar- 
riages reported  only  14  per  cent  end- 
ing in  divorce.3  Another  study  projects 
that  32.9  per  cent  of  all  marriages 
which  took  place  in  1977  in  the  United 
States  will  end  in  divorce  within  the 
first  10  years.  18 

All  these  statistics  suggest  that  medi- 
cal students  are  at  a higher  risk  of 
falling  prey  to  the  “four  d’s”  — de- 
pression, drug  abuse,  drinking,  and 
divorce1,2,19  — than  the  general  pop- 
ulation. While  these  studies  are  highly 
suggestive,  they  are  by  no  means  con- 
clusive, and  it  is  clear  that  more  stu- 
dies are  needed  to  determine  the 
exact  scope  and  magnitude  of  the 
medical  student  impairment  problem. 

Two  Major  Etiologies 

Two  major  etiologies  are  cited  for 
medical  student  impairment:  certain 
predisposing  psychological  character- 


“ Medical  faculties  should 
provide  support  and  guidance 
to  enhance  the  personal  devel- 
opment of  each  student.  On 
occasion , some  students  ivill 
require  psychological  support 
from  their  mentors,  from  pro- 
fessional counselors , or  from 
both.” 


istics  common  to  many  medical  stu- 
dents, and  the  stresses  inherent  in  the 
process  of  medical  education.  Many 
authors  believe  that  medical  student 
impairment  has  its  origin  in  the  pre- 
medical curriculum,  and  that  it  be- 
comes physician  impairment  during 
residency  training.  This  article,  how- 
ever, is  about  medical  student  impair- 
ment and  does  not  include  premedical 
student  or  physician  impairment. 

There  are  numerous  literature  ref- 
erences pertaining  to  the  stresses  of 
the  medical  education  process.  Many 
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view  this  process  as  one  which  re- 
quires extreme  effort  on  the  part  of 
the  students. 8,19,20  The  absence  of  need 
fulfillment  is  postulated  to  be  a major 
contributor  to  the  stress  of  medical 
school.  Other  authors  have  listed  at- 
titudes and  teaching  methods  of  res- 
idents and  faculty  as  major  causes  of 
stress  for  students.1,21,22  Many  authors 
urge  an  evaluation  of  stress  in  medical 
education  because  stress  can  lead  to 
physical  illness.1,12 

GPEP  Study,  Recommendations 

An  extensive  three-year  study  en- 
titled “Report  of  the  Panel  on  the 
General  Professional  Education  of  the 
Physician  and  College  Preparation 
for  Medicine"  (GPEP)  recently  has 
been  completed  by  the  Association  of 
American  Medical  Colleges.  The  study 
focuses  on  the  problems  of  medical 
education  and  encourages  reform.  Dur- 
ing preparation  of  the  study,  Steven 
Muller,  panel  Chairman  and  President 
of  Johns  Hopkins  University  and  Hos- 
pital, made  the  following  comments: 

. . both  college  and  medical  school 
faculties  are  currently  submerging  stu- 
dents in  overwhelming  detail.  This  de- 
tail is  thwarting  the  development  of 
scholarship  in  students  . . . Students 
must  be  taught  to  understand  and 
cope  with  their  own  stress.”23  Muller 
also  stated,  “The  two  preclinical  years 
in  most  [medical  schools]  are  a brutal 
academic  experience.”23 

Among  its  many  recommendations, 
the  GPEP  report  suggests  the  follow- 
ing: “Medical  faculties  should  provide 
support  and  guidance  to  enhance  the 
personal  development  of  each  student. 
On  occasion,  some  students  will  re- 
quire psychological  support  from  their 
mentors,  from  professional  counselors, 
or  from  both.  Each  medical  school 
should  develop  a system  for  effective 
support  and  counselling  of  medical 
students.”24 

Dehumanization,  Isolation 

The  medical  education  process  also 
has  been  described  as  dehumanizing.23 
Recently,  25  third-  and  fourth-year 
students  of  the  University  of  Colorado 
School  of  Medicine  were  surveyed. 
All  stated  that  they  had  been  person- 
ally abused  and  humiliated  by  resi- 
dents or  faculty.25  In  the  same  study, 


37  of  38  physicians  stated  they  had 
been  abused  and  humiliated  as  stu- 
dents.25 

Many  specific  effects  of  training  on 
medical  students  have  been  noted 
during  and  after  exposure  to  the  medi- 
cal education  process.  Since  the  de- 
mands of  the  profession  are  so  great, 
some  students  feel  they  must  prove 
their  potential  for  physical  and  mental 
endurance  by  overworking  themselves 
during  medical  school.8  This  attitude 
is  reinforced  by  many  faculty  mem- 
bers, and  has  been  shown  to  cause 
students  to  develop  feelings  of  isola- 
tion associated  with  the  amount  of 
time  which  must  be  devoted  to  study. 
A loss  of  interpersonal  relation- 
ships and  the  condition  of  feeling 
“different"  or  “set  apart”  from  non- 
medical-student friends  20  force  sepa- 
ration from  previous  support  sys- 
tems.1,8,19,20,26 School  work  also  pro- 


All  stated  that  they  had  been 
personally  abused  and  humili- 
ated by  residents  or  faculty.  In 
the  same  study , 37  of  38  physi- 
cians stated  they  had  been  abus- 
ed and  humiliated  as  students. 


vides  decreased  time  to  devote  to  per- 
sonal interests  and  recreation,1,14,19,26 
including  less  time  for  dating  and 
meeting  people  socially. 

Reaction  to  Fields  of  Medicine 

Medical  students  in  training  also 
have  been  noted  to  experience  various 
emotional  and  psychological  reactions 
to  their  chosen  field  of  study.  Included 
are  the  fear  of  being  the  only  one  in 
class  who  cannot  learn  everything  pre- 
sented,20,22 fear  of  success,21  and  fear 
of  having  chosen  the  wrong  profes- 
sion.14,26 Other  reactions  include  feel- 
ing inferior  to  other  students  and  re- 
acting by  trying  to  impress  others  with 
intellectual  ability,  and  “fear  of  fail- 
ure” phenomenon  (going  from  the  top 
of  the  class  in  undergraduate  college 
to  average  in  medical  school.)1,10,14, 
21,22  Regressive  transference,  the  as- 
sumption of  the  attitudes  and  values 
of  staff  and  instructors  who  have  be- 
come parental  surrogates,  has  been 
described  in  medical  students.20 


Other  psychological  reactions  des- 
cribed included  feelings  of  being  de- 
humanized,26 and  embarrassment  and 
anxiety  from  being  required  to  probe 
the  private  aspects  of  patients’  physi- 
cal and  emotional  lives,  especially 
since  neither  student  nor  patient  con- 
siders the  student  fully  vested  with  the 
privileges  of  a physician.27  The  medi- 
cal student’s  perceived  loss  of  control 
of  his  life  may  be  a major  cause  of 
stress. 

Education  Process  Itself 

Various  factors  involved  in  the  ed- 
ucation process  itself  have  been  stud- 
ied as  possible  contributors  to  medical 
student  impairment,  These  include 
poor  nutrition,2,14  and  lack  of  sleep2, 
8,14,19  and  exercise.2,14,19  Students  per- 
ceive few  rewards,  little  feedback,  and 
lack  of  guidance  as  problems.19  Loss 
of  individuation.19  loss  of  self-esteem, 
19,20,21  iosg  opportunities  to  be  cre- 
ative,19 and  the  perception  that  much 
of  the  material  the  student  is  required 
to  learn  is  irrelevant8,20,22  are  diffi- 
culties medical  students  must  face. 
Prolonged  financial  dependency  on 
parents  or  spouse  also  contributes  to 
the  medical  student’s  perceived  loss 
of  control.14,21 

The  accumulation  of  these  factors 
is  presumed  to  lead  to  possible  de- 
pression.14,21 psychosomatic  prob- 
lems,21 test  and  other  anxieties,14,22,26 
conflicts  with  religious  beliefs,21  and 
anxiety  resulting  from  finding  medical 
school  different  than  expected.22 

Some  of  these  problems  are  not 
unique  to  students  of  medicine,  but  all 
must  be  considered  as  possible  etio- 
logic  factors  or  symptomatology  of 
medical  student  impairment  until 
proved  othewise. 

Personalities  of  Students 

While  the  system  of  medical  edu- 
cation in  itself  may  be  a major  factor 
in  medical  student  impairment,  it 
seems  that  an  equal  or  greater  share 
of  the  blame  must  be  placed  upon  the 
personalities  of  the  students.  Studies 
indicate  that  many  of  the  psychosocial 
characteristics  of  students  that  lead 
them  to  a career  in  medicine  also 
predispose  them  to  emotional  and 
mental  disorders  and  substance  a- 
buse. 1,2,8,19,21 
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At  least  one  study  suggests  that 
psychosocial  characteristics  are  a much 
more  important  cause  of  physician  im- 
pairment than  the  process  of  becoming 
and  being  a physician.28  Psychosocial 
characteristics  common  to  medical 
students  include:  compulsiveness,  con- 
scientiousness, lack  of  control  over 
emotions,  delay  of  gratification,  for- 
mation of  unrealistic  fantasies  about 
the  future,  and  passive-aggressive  and 
obsessive-compulsive  defense  mecha- 
nisms.2,4,14,21  Many  factors  exacerbate 
these  characteristics: 

—Medical  students  often  have 
limited  experience  coping  with  stress1 


Studies  indicate  that  many 
of  the  psychosocial  character- 
istics of  students  that  lead  them 
to  a career  in  medicine  also  pre- 
dispose them  to  emotional  and 
mental  disorders  and  substance 
abuse. 


and,  having  rarely  experienced  failure, 
are  forced  to  become  aware  that  fail- 
ure is  now  possible;1 

— Medical  students’  over-achieving 
personalities  create  a need  to  learn 
everything,19  with  a resulting  tendency 
for  unresolved  conflicts  with  parents 
to  be  transferred  to  teachers;21 

— It  has  been  noted  that  medical 
students  have  a tendency  to  deny  prob- 
lems and  avoid  seeking  help,1,8,21  a 
strong  need  to  care  for  people,20  and  a 
belief  that  stresses  are  “rites  of  pas- 
sage;”1 

— They  may  attempt  to  use  the  in- 
ter-personal interaction  involved  in  the 
practice  of  medicine  as  a substitute 
for  social  interaction  which  they  find 
difficult  to  achieve. 

All  of  these  characteristics  partly 
may  be  due  to,  or  exacerbated  by,  the 
level  of  maturity  of  the  student.  In  a 
study  of  60  medical  students,  Lief 
found  only  17  per  cent  to  be  of  the 
mature  personality  type,4  while  38  per 
cent  had  conflicting  personality  types 
and  were  determined  to  possess  sig- 
nificant personality  dysfunction.4 

Some  authors  feel  that  students  en- 
ter medical  school  as  a means  of  meet- 
ing certain  conscious  and  unconscious 
psychological  needs.  Virshup  nicely 


outlines  some  of  the  needs  many  stud- 
ents attempt  to  meet  by  becoming 
physicians  in  his  book,  Coping  in 
Medical  School.20  Those  needs  listed 
by  Virshup  include:  (1)  Attachment- 
the  need  to  be  cared  for,  being  met  by 
taking  care  of  others;  (2)  Individu- 
ation-the  urge  to  be  one’s  own  boss, 
as  in  private  practice;  (3)  Self-es- 
teem-the  high  regard  given  physicians 
by  society  which  is  expected  to  give 
the  physician  a feeling  of  high  regard 
for  himself;  (4)  Internalized  criti- 
cism-a  reaction  formation  to  one’s  per- 
sonal “darker”  nature,  that  is,  an  at- 
tempt to  help  others;  (5)  Security- 
protection  from  fears  of  inadequate 
financial  resources,  death  and  illness; 
and  ( 6 ) Self-expression  and  creativity- 
the  need  for  challenges,  the  thrill  of 
research,  the  romance  of  medicine. 

While  these  needs  may  be  met  ad- 
equately by  the  practice  of  medicine, 
Virshup  suggests  that  they  often  are 
frustrated  by  medical  school.  He  fur- 
ther points  out  that  this  frustration  of 
needs  often  leads  to  feelings  of  anger, 
anxiety,  loneliness,  insecurity,  guilt, 
and  depression.20 

Psychological  Problems 

The  combination  of  these  person- 
ality traits,  unmet  psychological  needs, 
the  medical  school  environment  and 
training,  in  a culture  which  allows  the 
physician  to  be  idealized  by  his  family 
and  patients,8  may  lead  the  student  to 
the  development  or  intensification  of 


“ Often  medical  students  char- 
acterize their  emotional  life  in 
medical  school  as  a single , en- 
compassing feeling  of  dread.” 


serious  psychological  problems.  These 
problems  may  be  amplified  by  poor 
coping  mechanisms,  which  may  result 
in  mental  or  emotional  disorder  or 
substance  abuse,  and  may  cause  the 
medical  student  to  attempt  to  perform 
at  a high  level  in  his  medical  role  at 
the  expense  of  all  else.1,8  Pfifferling 
states,  “Often  medical  students  char- 
acterize their  emotional  life  in  medi- 
cal school  as  a single,  encompassing 
feeling  of  dread.”8  Serious  psycho- 
logical problems  may  account  for  most 
medical  school  student  attrition.21  It 


must  be  kept  in  mind,  however,  that 
some  students  with  psychological  dif- 
ficulties perform  very  well,  and  poor 
performance  alone  cannot  he  used  to 
identify  troubled  individuals.21 

Summary 

The  literature  concerning  medical 
student  impairment  seems  to  suggest  a 
higher  incidence  of  psychiatric /emo- 
tional problems,  substance  abuse,  and 
marital  discord  among  medical  stud- 
ents than  in  the  general  Lfnited  States 
population.  While  the  exact  magnitude 
and  etiology  of  the  problem  of  medical 
student  impairment  remains  unknown, 
the  literature  does  suggest  that  a prob- 
lem exists.  This  problem  may  have 
some  of  its  origin  in  the  structure  of 
the  medical  education  process,  and 
there  is  also  evidence  that  personality 
characteristics  and  unmet  psychologi- 
cal needs  common  to  the  majority  of 
medical  students  may  predispose  them 
to  poor  coping  behavior  and  a poor 
adaptive  style  for  coping  with  stress. 

Further  research  is  needed  to  fill  in 
the  gaps  in  our  current  understanding 
of  medical  student  impairment.  It  is 
hoped  that  this  article  will  stimulate 
research  into  the  etiology  and  treat- 
ment of  this  problem. 
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IDS  is  a newly  described  disease. 
The  etiologic  agent  is  most  likely 
a virus  which  is  transmitted  both  by 
sexual  contact,  particularly  among 
homosexuals,  and  also  by  blood-borne 
transmission.  The  common  denomi- 
nator of  the  disease  is  a profound 
suppression  of  cell-mediated  immunity 
and  a decrease  in  helper  T lympho- 
cyte/suppressor T lymphocyte  ratio. 

The  clinical  manifestations  are  seri- 
ous, with  life-threatening  infections 
and  unusual  neoplasms,  particularly 
Kaposi’s  sarcoma.  The  mortality  rate 
may  approach  100  per  cent.6,7 

The  common  infections  in  AIDS 
are  cytomegalovirus,  candidiasis, 
pneumocystis  carinii,  mycobacterium 


a vium-intracellulare,  cryptococcus 
neoformans,  herpes  simplex,  crypto- 
sporidiosis,  toxoplasma  gondii,  and 
herpes  zoster.6,7 

The  following  groups  are  at  high 
risk  for  being  victims  of  AIDS:  homo- 
sexual or  bisexual  men  (71  per  cent); 
intravenous  drug  abusers  (17  per 
cent);  Haitians  in  the  United  States; 
and  patients  with  Kaposi’s  sarcoma. 
Hemophiliacs  are  at  risk  for  trans- 
fusion-associated AIDS.7 

Cryptococcal  Infection 

Cryptococcal  infection  represents 
about  15  per  cent  of  the  opportunistic 
infections  seen  in  AIDS.  Very  often 
it  is  a disseminated  infection,  with 
meningitis,  and  positive  blood  culture. 

Central  nervous  system  (CNS)  in- 
volvement is  the  most  commonly 
diagnosed  and  the  most  often  lethal 
form  of  cryptococcosis.  Fifty  per  cent 
of  the  patients  with  CNS  cryptococ- 
cosis have  impairment  of  the  host 
defense  mechanism.  Meningoencep- 
halitis and  deep  space  occupying 
lesions  in  the  brain  are  diagnosed  by 
positive  India  ink,  culture,  antigens 
and  antibodies  for  cryptococcus  neo- 
formans from  the  cerebrospinal  fluid, 
and  by  C.T.  scan  of  the  brain. 

Skin  involvement  by  cryptococcus 
neoformans  occurs  in  about  10  to  15 
per  cent  of  the  cases  while  skeletal 
involvement  by  cryptococcus  neofor- 
mans occurs  in  about  5 to  10  per  cent. 

Pulmonary  involvement  by  crypto- 
coccus neoformans  is  the  most  com- 
mon form  of  the  disease,  but  is 
diagnosed  less  often  than  CNS  in- 
volvement. It  is  usually  transient,  not 
severe,  with  minimal  sputum  produc- 
tion, and  mild  pleuritic  pain.  Roent- 
genographic  findings  are  variable, 
consisting  of  dense,  diffuse,  or  peri- 
bronchial infiltrates.  Other  uncom- 
mon findings  are  hilar  adenopathy, 
coin  lesions,  cavitations,  collapse, 
pleural  effusion,  fibrosis  and  calcifi- 
cation. 

Other  uncommon  manifestations  of 
cryptococcal  infections  are  prostatitis, 
orchitis,  endocarditis,  pericarditis, 
nephritis,  and  hepatitis.  The  adrenals, 
spleen  and  lymph  nodes  are  spared. 


Disseminated  Cryptococcal  Infection,  AIDS, 
Kaposi’s  Sarcoma,  Chronic  Diarrhea, 
Hepatitis  B Carrier,  And  Cytomegalovirus 
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Treatment 

Medical  treatment  of  cryptococcal 
infection  consists  of  a combination  of 
intravenous  amphotericin  B (dosage 
of  0.5-1  mg/kg/day)  and  oral  flu- 
cytosine (dosage  of  150  mg/kg/day) 
for  at  least  six  weeks.  This  combi- 
nation is  superior  to  intravenous 
amphotericin  B alone.1  5 Miconazole 
(dosage  400  mg  b.i.d.  to  800  mg 
t.i.d. ) may  be  used  in  patients  who 
fail  to  respond  to,  or  are  unable  to 
tolerate,  therapeutic  doses  of  amp- 
hotericin B. 1,2,4 

Kaposi’s  sarcoma  is  a cutaneous 
neoplasm  commonly  arising  in  the 
extremities,  characterized  by  multiple 
violaceous  nodules.  In  the  United 
States,  Kaposi’s  sarcoma  occurs  more 
often  in  men  than  women  between 
ages  of  50  to  80.  Patients  with  Ka- 
posi’s sarcoma  alone  have  a higher 
number  of  helper  T lymphocytes  than 
those  initially  presenting  with  life- 
threatening  opportunistic  infections. 
The  cause  of  the  basic  immunologic 
lesion  is  unknown.  The  alteration  in 
T cell  function  may  be  manifested  in 
the  development  of  neoplasms,  op- 
portunistic infections,  and  cutaneous 
anergy.  Kaposi’s  sarcoma  associated 
with  AIDS  occurs  in  younger  patients, 
and  tends  to  be  more  aggressive.7,8 
Kaposi’s  sarcoma  may  involve  the 
gastrointestinal  tract,  lungs  and  lym- 
ph nodes. 

Treatment  of  Kaposi’s  sarcoma  em- 
ploys radiation  therapy  for  localized 
lesions.  Chemotherapy  with  Inter- 
feron and  combinations  of  adriamy- 
cin,  vinblastine  and  bleomycin  has 
been  used  in  diffuse  lesions  with  poor 
results.7  VP-16  (Etoposide)  (150  mg/ 
square  meter  body  surface  area  intra- 
venously for  three  days  every  28  days) 
has  produced  better  results  than  the 
above  treatments.  At  New  York  Uni- 
versity, 22  patients  were  treated  with 
Etoposide.  Ten  patients  had  a com- 
plete response  while  nine  had  partial 
response.7,9  When  vinblastine  was 
used  in  the  treatment  of  non-epidemic 
Kaposi’s  sarcoma,  11  of  26  patients 
had  a complete  response  (42  per 
cent.)7 

Recurrent  Diarrhea 

Recurrent  diarrhea  is  a frequent 
problem  among  patients  with  AIDS. 
These  patients  may  have  problems  at- 


tributable to  the  following  organisms: 
Entameba  histolytica,  Giardia  1am- 
bia,  Shigella,  Salmonella,  and  Campy- 
lobacter species.  Persistent  watery 
diarrhea  may  be  caused  by  crypto- 
sporidiosis.  Other  causes  of  diarrhea 
in  patients  with  AIDS  were  celiac  dis- 
ease, Cytomegalovirus  infection,  M. 
avium-intra  cellulare  and  Kaposi’s 
sarcoma  that  involves  the  gastrointes- 
tinal tract.  Many  patients  have  no 
demonstrable  pathogen.6,7 

CMV  Infection 

Cytomegalovirus  infection  usually 
occurs  in  lower  socioeconomic  groups 
and  those  in  crowded  living  condi- 
tions. Cytomegalovirus  can  be  found 
in  blood,  urine,  cervical  secretions, 
semen,  and  breast  milk  of  infected  pa- 
tients. Adults  with  CMV  commonly 
present  symptoms  of  the  mononucle- 
osis syndrome.  Sore  throat,  fever, 
atypical  lymphocytosis  and  abnormal 
liver  function  tests  last  for  several 
weeks.  Uncommon  complications  are 
Guillain-Barre  syndrome,  facial  dip- 
legia, granulomatous  hepatitis,  my- 
opericarditis,  thrombocytopenia,  in- 
terstitial pneumonitis,  and  hemolytic 
anemia.  Many  laboratory  studies  may 
yield  positive  tests:  cold  agglutinin, 
rheumatoid  factor,  antinuclear  anti- 
bodies, serological  test  for  syphilis, 
Coomb’s,  and  cryoglobulin.  Maculo- 
papular  rash  frequently  follows  treat- 
ment with  ampicillin. 

CMV  infection  in  the  immunocom- 
promised patients  often  causes  dis- 
seminated disease  involving  the  liver 
and  lungs.  Cytomegalovirus  intersti- 
tial pneumonitis  may  be  complicated 
by  superimposed  infection  with  pneu- 
mocystis  carinii,  fungi,  or  gram  nega- 
tive bacteria.  Febrile  episodes  in  the 
granulocytopenic  patient  may  be 
caused  by  CMV. 

Case  Report 

A 39-year-old.  white  male,  with  a 
three-year  history  of  chronic  diarrhea 
which  had  been  diagnosed  as  ulcera- 
tive proctitis,  was  admitted  to  the 
Veterans  Administration  Medical  Cen- 
ter in  Martinsburg,  West  Virginia,  on 
May  15,  1984,  with  complaints  of 
headache,  fever,  sore  throat,  dry 
cough,  nausea,  vomiting  and  weight 
loss  of  five  weeks’  duration.  He  had 
been  treated  with  azulfadine,  two 


grams  per  day.  Admission  diagnosis 
was  acute  tonsillitis.  Prior  to  admis- 
sion he  developed  an  allergic  rash 
from  ampicillin.  He  became  obtunded 
and  fell  out  of  bed  on  May  18,  1984, 
and  was  transferred  to  the  medical  in- 
tensive care  unit. 

Physical  examination  revealed  fev- 
er of  103  degrees  Fahrenheit.  He 
was  obtunded  but  there  was  no  nuchal 
rigidity.  He  had  a generalized  lym- 
phadenopathy  in  the  cervical  and  in- 
guinal regions.  He  weighed  114 
pounds.  Skin  showed  bluish-red,  non- 
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Figure  1.  Skin:  Kaposi’s  sarcoma, 

bluish-red  nodules  about  ± 0.5  cm  at 
anterior  aspect  of  right  upper  thigh  are 
seen. 


Figure  2.  Lymph  node  biopsy  from 
right  groin  shows  necrotizing  granuloma 
with  positive  fungal  stain  for  yeasts. 
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tender  nodules  about  0.5  cms.  in  di- 
ameter distributed  over  the  trunk,  ex- 
tremities, and  later  on  over  his  face 
and  neck.  Tonsils  were  enlarged. 
Heart  showed  a grade  11/VI  systolic 
ejection  murmur  at  left  2nd.  ICS. 
Lungs  were  clear.  Abdomen  was  neg- 
ative. CBC  showed  pancytopenia 
with  WBC  less  than  3000,  lymph- 
openia, platelet  count  of  150,000,  and 
Hct.  32  per  cent.  Chest  x-ray  showed 
right  peribronchial  infiltrations,  and  a 
thin-walled  cavity  in  the  RLL  about 
1.2  cms.  in  diameter.  There  was  no 
cough  and  sputum  could  not  be  ob- 
tained. Echocardiogram  was  negative 
with  no  evidence  of  vegetation  of  the 
four  heart  valves.  Four  blood  cultures 
returned  after  19  days  were  positive 
for  cryptococcus  neoformans.  Spinal 
tap  showed  an  opening  pressure  of  280 
mms.  water;  CSF  was  colorless,  with 
a sugar  of  32  mgs  per  cent,  protein 
102  mgs  per  cent,  and  60  polymor- 
phonuclear cells.  India  ink  prepara- 
tion was  positive  for  cryptococcus. 
CSF  cultures  grew  Cryptococcus  neo- 
formans. 

Treatment 

The  patient  was  treated  with  intra- 
venous amphotericin  B (0.6  mgs/kg/ 
day)  and  flucytosine  (150  mgs/kg/ 


i 

Figure  3.  May  16,  1984  chest  x-rays 
showed  (1)  RLL  peribronchial  infiltra- 
tions, and  (2)  a thin-wall  cavity  at  RLL, 
size  about  1.2  cms  in  diameter. 


day).  Skin  biopsy  showed  Kaposi’s 
sarcoma.  Lymph  node  biopsy  showed 
Kaposi’s  sarcoma  and  necrotizing 
granuloma  with  positive  fungal  stain 
for  yeast.  C.T.  scan  of  brain  was  neg- 
ative. Serology  for  fungal  studies 
showed  positive  latex  for  cryptococcus 
neoformans  antigen  at  1:2048.  Bone 
marrow  biopsy  showed  hypocellular 
marrow,  adequate  iron  deposits,  and  a 
negative  fungal  stain.  Bone  marrow 
culture  was  negative.  L.E.  prep,  and 
cold  agglutinin  were  negative;  serum 
immunoglobulin  electrophoresis  show- 
ed qualitative  decrease  in  IgA.  Stools 
for  ova  and  parasites,  and  bacterial 
cultures  were  negative.  Hemaggluti- 
nation for  Entamoeba  histolytica  was 
negative.  Serology  for  viral  studies 
was  positive  for  cytomegalovirus  at 
1:128.  Hepatitis  B surface  antigen 
was  positive  with  normal  liver  func- 
tion tests.  Sigmoidoscopy  showed  a 
reddish  nodule  in  the  rectum  suggest- 
ing Kaposi’s  sarcoma  but  a biopsy 
was  not  done.  P.P.D.  intermediate 
strength  skin  test  was  negative. 

The  patient  became  afebrile  after 
three  weeks  of  the  antifungal  treat- 
ment. Follow-up  spinal  tap  every 
seven  to  ten  days  showed  slow  im- 
provement. Blood  and  C.S.F.  cultures 
became  negative.  T cells  were  de- 
creased, and  helper  T lymphocyte/ 
suppressor  T lymphocyte  ratio  was 

0.17  (normal  >0.9). 

The  patient  stated  that  he  had  a 
history  of  hemophilia.  He  denied 
homosexuality  and  intravenous  drug 
abuse.  Plasma  factor  VIII  and  IX 
assays,  P.T.T.  and  P.T.  were  all  nor- 
mal. Bleeding  time  was  four  minutes 
and  45  seconds  initially,  but  later  it 
was  more  than  30  minutes.  The  bari- 
um enema  and  the  upper  gastrointes- 
tinal series  were  negative. 

Final  Diagnosis 

The  final  diagnosis  was: 

1.  Disseminated  cryptococcosis. 

2.  Kaposi’s  sarcoma 

3.  Acquired  immunodeficiency 
syndrome 

4.  Chronic  diarrhea 

(possible  causes  are  Kaposi’s 
sarcoma,  associated  with  AIDS, 
cytomegalovirus,  and  history  of 
ulcerative  proctitis) 


5.  Hepatitis  B carrier 

6.  Cytomegalovirus  infection 

The  patient  had  received  intra- 
venous amphotericin  B for  a total  of 
2.3  grams,  and  oral  flucytosine  150 
mgs./kg/day  for  six  weeks. 

He  had  had  pleuritic  chest  pain. 
Tomogram  of  chest  still  showed  right 
peribronchial  infiltration.  Serum  for 
cryptococcal  antigens  decreased  to 
1:16.  Cerebrospinal  fluid  for  cryp- 
tococcal antigen  was  at  1:128.  He 
had  been  on  vinblastine  0.1  mg/kg. 
body  weight  once  a week  intraven- 
ously since  July  13,  1984.  He  was 
discharged  from  the  hospital  on  Au- 
gust 10,  1984.  He  has  been  followed 
as  an  outpatient. 

Discussion 

This  patient  was  first  diagnosed  as 
having  cryptococcal  meningitis,  with 
positive  blood  cultures  for  cryptococ- 
cus neoformans.  Pulmonary  symp- 
toms were  mild,  without  cough;  how- 
ever, he  had  pleuritic  chest  pain  and 
abnormal  chest  x-rays  which  were 
compatible  with  pulmonary  cryptococ- 
cal infection.  Cryptococcosis  seldom 
involves  lymph  nodes  but  lymph  node 
biopsy  in  this  patient  showed  a necro- 
tizing granuloma  with  positive  fungal 
stain.  He  presented  with  disseminated 
cryptococcosis. 

The  abnormal  T cells  ratio  was  com- 
patible with  AIDS.  A diagnosis  of 
AIDS  was  confirmed  by  the  Kaposi’s 
sarcoma  that  occurred  in  this  young 
patient.  The  patient  denied  homo- 
sexuality and  intravenous  drug  abuse 
but  he  was  a hepatitis  B carrier.  The 
history  of  hemophilia  was  not  con- 
firmed by  the  normal  plasma  factor 
VIII  and  IX  assays,  and  the  normal 
P.T.T.  The  prolonged  bleeding  time 
might  be  related  to  antifungal  drugs. 

The  exact  cause  of  diarrhea  was 
unknown.  Possible  causes  of  diarrhea 
in  this  patient  are  Kaposi’s  sarcoma 
involving  the  gastrointestinal  tract, 
cytomegalovirus  infection  and  a past 
history  of  ulcerative  proctitis 

The  febrile  episodes  prior  to  admis- 
sion and  pancytopenia  presented  on 
admission  could  have  been  caused  by 
cytomegalovirus.  He  also  had  a his- 
tory of  skin  rash  after  receiving  am- 
picillin  orally.  Pancytopenia  secon- 
dary to  azulfidine  use  was  less  likely. 
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Eyelid  Tattooing  Can  Cause  Eyelash  Loss 

Permanent  eyelash  loss  can  follow  pigment  implantation,  known  as  eyelid  tat- 
tooing, designed  to  replace  the  need  for  daily  application  of  cosmetic  eyeliner, 
according  to  a report  in  the  October  Archives  of  Ophthalmology. 

“ Our  study  suggests  that  systemic  exposure  to  the  implant  material  is  possible 
and  offers  explanations  for  permanent  eyelash  loss,  which  we  have  seen  following 
this  procedure ,”  say  David  T.  Tse,  M.  D.,  and  colleagues  from  the  University  of 
Iowa  in  Iowa  City.  The  pigment  suspension  is  composed  of  98  per  cent  iron  and 
two  per  cent  titanium,  they  add. 

Offering  editorial  criticism,  Richard  L.  Anderson,  M.  D.,  of  Salt  Lake  City, 
said,  “ The  sensational  promoting  of  eyelid  tatooing  makes  one  wonder  about  the 
direction  of  our  specialty  and  the  value  of  the  many  years  spent  in  professional 
training.”  He  said  the  procedure  may  finally  prove  to  be  safe  and  useful  but 
emphasizes  that  it  has  not  been  studied  scientifically  and  therefore  should  not 
be  recommended  widely. 
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Guest  Author 

Jeanny  ( Mrs.  M.  V. ) Kalaycioglu,  President 
Auxiliary  to  the 

West  Virginia  State  Medical  Association 


It’s  A Fact . . . 


. . . The  AMA  Auxiliary  is  a na- 
tional network  of  80,000  volunteers, 
of  which  nearly  800  members  repre- 
sent West  Virginia. 

. . . Our  State  Auxiliary  is  composed 
of  well-informed,  capable  physicians’ 
spouses  who  care  and  who  stand  ready 
to  work  hand  in  hand  with  you  to  ac- 
complish our  common  goals. 

...  If  we  are  to  be  a strong,  viable 
Auxiliary,  every  physician’s  spouse 
must  join  our  ranks.  Whether  it  is  on 
the  county,  state  or  national  level,  we 
are  brought  together  by  the  common 
bond  of  our  spouse’s  profession,  our 
interest  in  promoting  good  health  for 
our  communities,  and  cultivating 
friendship  among  physicians’  families. 

. . . Through  active  participation  in 
community  service  projects,  we  Auxi- 
lians  promote  positive  “PR”  — a real 
plus  for  the  medical  image.  Prenatal/ 
postnatal  care,  drug  abuse,  child 
abuse,  drunk  driving,  seat  belt  safety, 
organ  donor  awareness,  physical  fit- 


ness, nutrition,  stress  management  and 
care  of  older  Americans  are  just  a 
few  of  the  community  health  projects 
that  command  our  attention. 

. . . Last  year  our  AMA-ERF  con- 
tributions increased  to  more  than 
$30,000.  In  addition,  our  Health  Ca- 
reers Loan  Fund  offers  financial  as- 
sistance for  students  interested  in 
health-oriented  fields.  Our  continued 
support  is  vital  to  offset  diminishing 
federal  and  state  funds  for  medical 
education  and  research. 

. . . Our  organization  is  prepared  to 
work  closely  with  the  Association’s 
Physician  Services  Committee  by  help- 
ing the  spouses  and  families  solve  the 
problems  and  cope  with  the  stress  as- 
sociated with  any  type  of  impairment. 

. . . The  Auxiliary  is  well  versed  in 
legislation  — on  national  and  state 
levels  — and  is  ready  and  willing  to 
assist  the  State  Medical  Association 
in  meeting  the  challenges  we  face.  It 
is  important  that  we  continue  a direct 


line  of  communication  with  all  of  our 
legislators  in  order  for  our  views  to 
be  known.  Malpractice  and  govern- 
ment intervention  will  be  among  our 
primary  concerns  again  this  year.  Are 
your  patients  aware  that  ultimately, 
due  to  enormous  malpractice  settle- 
ments, escalating  insurance  premiums 
and  increasing  total  health  care  costs, 
they  will  become  “victims”  rather 
than  recipients  of  quality  health  care 
at  a reasonable  cost? 

On  behalf  of  the  State  Auxiliary,  I 
want  to  express  our  appreciation  to 
the  Medical  Association  for  providing 
us  with  secretarial  assistance  and  a 
room  in  the  new  office  building. 

Thank  you  for  the  opportunity  to 
be  guest  author  for  the  President’s 
Page. 
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Constitution  And  Bylaws  Of  The 
West  Virginia  State  Medical  Association 

as  Adopted  by  the  HOUSE  OF  DELEGATES, 

August  17,  1985,  during  the  118th  ANNUAL  MEETING,  Marriott  Hotel, 
Charleston,  WV,  August  14-17,  1985 

(Pull  out  this  insert  for  convenient  reference) 


Constitution  and  By-Laws 
of  the 

WEST  VIRGINIA 
STATE  MEDICAL  ASSOCIATION 

CONSTITUTION 
ARTICLE  I.  — NAME 

Sec.  1.  The  name  and  title  of  this  organiza- 
tion shall  be  the  West  Virginia  State  Medical 
Association. 

ARTICLE  II.  — PURPOSES 

Sec.  1.  The  purposes  of  this  Association  shall 
be  to  federate  and  bring  into  one  compact  or- 
ganization the  entire  medical  profession  of  the 
State  of  West  Virginia  and  to  unite  with  similar 
associations  or  societies  of  other  states  to  form 
the  American  Medical  Association;  to  extend 
medical  knowledge  and  advance  medical  science; 


to  promote  the  public  health;  to  maintain  the 
highest  standards  of  medical  education;  to  secure 
the  enactment  and  enforcement  of  just  medical 
laws;  to  promote  the  general  welfare  of  the  pro- 
fession; and  to  enlighten  and  direct  public  opin- 
ion in  regard  to  Medicine  in  West  Virginia,  and 
to  promote  the  time  honored  commitment  of  the 
profession  to  the  prevention  and  cure  of  disease 
and  in  improving  the  quality  of  life  in  the  State. 

ARTICLE  III.  — COMPONENT  SOCIETIES 

Sec.  1.  Component  societies  shall  be  char- 
tered by  this  Association. 

ARTICLE  IV.  — COMPOSITION 

Sec.  1.  This  Association  shall  consist  of  ac- 
tive, retired,  honorary,  resident  and  student 
members. 

Sec.  2.  Eligibility  for  membership  in  the 
Assoication  shall  be  limited  to  doctors  of  medi- 
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cine  licensed  to  practice  in  West  Virginia  who 
are  members  of  a component  medical  society  of 
the  West  Virginia  State  Medical  Association; 
doctors  of  osteopathy  if  they  have  completed  an 
allopathic  (LCGME)  residency  program  and 
are  eligible  or  board  certified  by  an  allopathic 
specialty  board  or  have  passed  the  FLEX  exami- 
nation or  have  become  a diplomate  of  the  Na- 
tional Board  of  Medical  Examiners,  and  who  also 
are  members  of  a component  society;  residents 
who  are  licensed  to  practice  medicine  in  West 
Virginia,  or  who  are  serving  in  internship/ 
residency  training  programs  approved  by  the  Ac- 
creditation Council  for  Graduate  Medical  Edu- 
cation or  its  successor  prior  to  meeting  require- 
ments for  licensure;  and  students  enrolled  in  ac- 
credited schools  of  medicine  in  West  Virginia 
granting  Doctor  of  Medicine  degrees. 

Sec.  3.  Active  members  shall  be  those  phy- 
sicians who  are  engaged  in  the  practice  of  medi- 
cine, and  the  practice  of  osteopathy  as  stipulated 
in  Section  2 of  this  Article,  in  the  State  of  West 
Virginia,  including  those  who  are  temporarily 
absent  by  reason  of  serving  a residency  or  absent 
for  a tour  of  duty  with  the  Armed  Services. 

Sec.  4.  Retired  and  honorary  members  shall 
be  those  physicians  qualified  for  such  member- 
ship under  the  By-Laws  of  this  Association. 

Sec.  5.  Student  members  shall  be  those  per- 
sons enrolled  in  accredited  schools  of  medicine  in 
West  Virginia  granting  Doctor  of  Medicine  de- 
grees who  are  qualified  for  membership  under 
the  By-Laws  of  this  Association. 

Sec.  6.  Resident  members  shall  be  those  per- 
sons who  are  licensed  to  practice  medicine  in 
West  Virginia,  or  who  are  serving  in  internship/ 
residency  training  programs  approved  by  the 
Accreditation  Council  for  Graduate  Medical  Ed- 
ucation or  its  successor  prior  to  meeting  require- 
ments for  licensure,  and  who  are  qualified  for 
membership  under  the  By-Laws  of  this  Associa- 
tion. 

Sec.  7.  The  principles  of  Medical  Ethics  of 
the  American  Medical  Association  shall  govern 
the  conduct  of  members  in  their  relations  to  each 
other  and  to  the  public. 

ARTICLE  V.  — HOUSE  OF  DELEGATES 

Sec.  1.  The  House  of  Delegates  is  the  legis- 
lative and  the  policy-making  body  of  the  Asso- 
ciation, and  shall  consist  of  ( 1 ) delegates  elected 


by  the  component  societies;  (2)  delegates  elect- 
ed by  Resident  Physician  and  Medical  Student 
Sections;  and  (3)  the  President,  President  Elect, 
Vice  President,  Treasurer,  Chairman  of  the 
Council,  Senior  and  Junior  Councilors-at-Large, 
and  Delegates  and  Alternate  Delegates  to  the 
American  Medical  Association. 

ARTICLE  VI.  — COUNCIL 

Sec.  1.  The  Council  shall  consist  of  the  elect- 
ed Councilors  from  each  district;  the  immediate 
Past  President,  who  shall  serve  as  Chairman;  and 
his  immediate  predecessor  who  shall  serve  as  a 
Senior  Councilor-at-Large  for  one  year  and  there- 
after as  a Junior  Councilor-at-Large  for  one  year, 
and  the  President,  the  President  Elect,  the  Vice 
President  and  the  Treasurer.  A majority  of  the 
membership  of  the  Council  shall  constitute  a 
quorum.  Their  duties  and  responsibilities  shall 
be  as  defined  in  the  By-Laws. 

ARTICLE  VII.  — SECTIONS 

Sec.  1.  The  House  of  Delegates  may  provide 
for  a division  of  the  scientific  work  of  the  Asso- 
ciation into  appropriate  sections,  and  for  the 
organization  of  such  sections  as  will  promote  the 
best  interests  of  the  profession,  these  to  be  com- 
posed exclusively  of  members  of  component  so- 
cities. 

ARTICLE  VIII.— MEETINGS  AND  SESSIONS 

Sec.  1.  The  Association  shall  hold  an  annual 
meeting,  consisting  of  daily  sessions  which  shall 
be  open  only  to  registered  members  and  guests. 

Sec.  2.  The  place  and  dates  for  each  annual 
meeting  of  the  Association  shall  be  selected  by 
the  Council. 

ARTICLE  IX.  — OFFICERS 

Sec.  1.  The  officers  of  this  Association  shall 
be  a President,  a President  Elect,  who  shall  auto- 
matically succeed  to  the  office  of  President,  a 
Vice  President,  a Treasurer,  Councilors  to  be 
elected  as  provided  in  Section  2 of  this  Article, 
the  Chairman  of  the  Council,  who  shall  be  the 
retiring  president,  and  his  two  immediate  pre- 
decessors, who  shall  be  the  Councilors-at-Large. 

Sec.  2.  The  officers,  except  hold-over  Coun- 
cilors, Councilors-at-Large  and  the  President, 
shall  he  elected  annually.  The  terms  of  the  Coun- 
cilors shall  he  for  two  years,  with  Councilors  to  he 
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elected  by  the  House  of  Delegates  every  second 
year  as  shall  be  provided  for  in  the  By-Laws.  No 
Councilor  may  serve  more  than  two  successive 
terms.  All  these  officers  shall  serve  until  their 
successors  are  elected  and  take  office. 

The  term  of  the  elected  officers,  except  mem- 
bers of  the  Council,  shall  be  for  the  period  of 
one  year  beginning  with  the  installation  of  the 
President  at  the  final  session  of  the  House  of 
Delegates  at  each  annual  meeting. 

The  term  of  office  of  Councilors  shall  be  for 
a period  of  two  years  beginning  with  the  installa- 
tion of  the  incoming  President  and  ending  on  the 
last  day  of  the  second  succeeding  annual  meet- 
ing. 

Sec.  3.  The  retiring  President  shall  be  Chair- 
man of  the  Council  for  the  year  following  his 
term  of  office,  and  shall  then  serve  another  two 
years  as  Councilor-at-Large.  Thereafter  he  shall 
be  eligible  for  election  to  any  office  of  the  Asso- 
ciation except  President  or  President  Elect. 

Sec.  4.  The  Executive  Director,  who  may  not 
be  a member  of  West  Virginia  State  Medical 
Association,  shall  be  appointed  by  the  Council. 

ARTICLE  X.  — FUNDS  AND  EXPENSES 

Sec.  1.  Funds  shall  be  raised  by  an  annual 
per  capita  assessment  of  dues  from  members  of 
the  Association. 

Funds  may  also  be  raised  in  any  other  manner 
approved  by  the  Council  or  House  of  Delegates. 

ARTICLE  XI.  — REFERENDUM 

Sec.  1.  A general  meeting  of  the  Association 
may,  by  a two-thirds  vote  of  the  members  present, 
order  a general  referendum  on  any  question 
pending  before  the  House  of  Delegates,  and  when 
so  ordered  the  House  of  Delegates  shall  submit 
such  question  to  the  members  of  the  Association 
who  may  vote  by  mail  or  in  person.  The  action 
of  the  majority  of  the  members  of  the  Associa- 
tion shall  determine  the  question  and  be  binding 
upon  the  House  of  Delegates. 

Sec.  2.  The  House  of  Delegates  may,  by  a 
two-thirds  vote  of  its  members,  submit  any  ques- 
tion before  it  to  a general  referendum  as  provid- 
ed in  the  preceding  section,  and  the  result  shall 
be  binding  on  the  House  of  Delegates.  It  may 
also,  by  a like  vote,  refer  any  question,  including 
the  election  of  officers  or  any  number  of  them,  to 


the  general  meeting  of  the  Association,  a major- 
ity vote  of  the  membership  determining  the  re- 
sult. 

ARTICLE  XII.  — THE  SEAL 

Sec.  1.  The  Association  shall  have  a common 
seal  which  shall  be  intrusted  to  the  care  of  the 
Executive  Director. 

ARTICLE  XIII.  — AMENDMENTS 

Sec.  1.  The  House  of  Delegates  may  amend 
any  article  of  this  Constitution  by  a two-thirds 
vote  of  the  delegates  present  at  any  annual  ses- 
sion, provided  that  such  amendment  shall  have 
been  presented  in  open  meeting  at  the  previous 
annual  session,  and  that  it  shall  have  been  pub- 
lished in  THE  WEST  VIRGINIA  MEDICAL 
JOURNAL,  at  least  two  months  prior  to  the  next 
annual  meeting,  or  sent  officially  to  each  com- 
ponent society. 

BY-LAWS 

CHAPTER  I.  — MEMBERSHIP 

Sec.  1.  Membership  in  this  Association  shall 
be  effected  by  certification  through  and  member- 
ship in  a component  society,  or  Resident  or  Med- 
ical Student  Section.  Membership  requirements 
shall  also  include  payment  of  state  dues  and 
any  current  assessment.  Resident  members 
must  be  licensed  to  practice  medicine  in  West 
Virginia,  or  be  serving  in  an  internship/ 
residency  training  program  approved  by  the 
West  Virginia  Board  of  Medicine  prior  to  meet- 
ing requirements  for  licensure.  Student  members 
must  be  enrolled  in  an  accredited  school  of  medi- 
cine in  West  Virginia;  provided,  further,  that 
the  academic  status  of  each  medical  student  ap- 
plicant for  membership  shall  be  certified  by  the 
dean  of  his  medical  school. 

Applications  for  membership  are  subject  to 
review  and  approval  by  the  Council  of  the  West 
Virginia  State  Medical  Association. 

Sec.  2.  Each  member  in  attendance  at  an 
annual  session  shall  register  and  indicate  the 
component  society  or  Section  of  which  he  or  she 
is  a member.  When  his  or  her  membership  status 
has  been  verified,  he  or  she  shall  receive  a badge 
which  shall  be  evidence  of  his  or  her  right  to  all 
privileges  of  membership  at  that  session.  No 
member  shall  take  part  in  any  of  the  proceedings 
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of  an  annual  session  until  he  or  she  has  complied 
with  the  provisions  of  this  Section. 

Sec.  3.  Non-members  of  this  Association,  res- 
ident in  West  Virginia,  shall  not  take  part  in  the 
deliberations  of  this  Association,  except  when  in- 
vited to  do  so. 

Sec.  4.  The  active  membership  of  this  Asso- 
ciation shall  consist  of  doctors  of  medicine  or 
osteopathy  who  are  actively  engaged  in  the  prac- 
tice of  medicine  or  osteopathy  who  fulfill  require- 
ments for  membership  as  defined  in  the  Constitu- 
tion. 

The  honorary  membership  of  this  Association 
shall  consist  of  those  physicians  who  have  attain- 
ed eminence  in  the  medical  profession;  have 
been  nominated  for  honorary  membership  by 
their  component  societies;  and  have  been  elected 
to  such  membership  by  a majority  vote  of  the 
Council  and  the  House  of  Delegates  of  the  Asso- 
ciation. 

The  retired  membership  of  this  Association 
shall  consist  of  those  physicians  who  have  been 
active  members,  but  have  retired  from  profes- 
sional activity.  Nominations  for  this  category 
shall  be  forwarded  by  the  appropriate  component 
societies  to  the  Executive  Director  for  submission 
to  Council  for  election. 

Honorary  and  retired  members  shall  be  exempt 
from  the  payment  of  dues  or  assessments.  They 
shall  have  the  privilege  of  the  floor  in  any  open 
session  of  the  Association,  but  shall  not  have  the 
right  to  make  or  second  motions,  to  vote,  or  to 
hold  any  elective  office  in  this  Association,  ex- 
cept that  they  may  hold  elective  or  appointive 
committee  membership. 

Sec.  5.  Dues  shall  be  payable  annually  on 
January  first.  Dues  in  each  membership  cate- 
gory shall  be  fixed  by  action  of  the  Council  or 
House  of  Delegates.  Dues  may  be  waived  for 
active  members  temporarily  incapacitated.  Any 
member  whose  dues  have  not  been  paid  by  April 
first  shall  be  held  to  be  delinquent  and  shall  be 
automatically  dropped  from  membership.  Such 
member  cannot  be  reinstated  except  by  action  of 
the  Council. 

If  dues  are  paid  after  June  thirtieth  by  new 
members,  only  one-half  the  amount  of  the  fixed 
annual  dues  shall  be  collected  from  such  mem- 
bers. 


CHAPTER  II.  — ANNUAL  MEETING 

Sec.  1.  The  Association  shall  hold  a meeting 
each  year  at  such  place  as  may  be  selected  by  the 
Council. 

Sec.  2.  Special  meetings  of  either  the  Asso- 
ciation or  the  House  of  Delegates  shall  be  called 
by  the  President  on  petition  of  twenty  ( 20 ) dele- 
gates or  fifty  (50)  members. 

Sec.  3.  All  registered  members  may  attend 
and  participate  in  the  proceedings  and  discus- 
sions of  the  general  scientific  meetings  and  of 
the  several  sections.  The  general  meetings  shall 
be  presided  over  by  the  President  or  the  Presi- 
dent Elect  or  by  the  Vice  President,  and  the  an- 
nual address  of  the  President  shall  be  presented 
before  one  of  the  sessions  of  the  House  of  Dele- 
gates at  each  annual  meeting.  In  his  address  the 
President  shall  attempt  to  make  specific  recom- 
mendations based  on  his  experience.  The  issues 
raised  by  the  President  shall  be  addressed  at  the 
next  regular  meeting  of  the  Council. 

CHAPTER  III.  — HOUSE  OF  DELEGATES 

Sec.  1.  The  House  of  Delegates  shall  meet 
annually  at  such  time  and  place  as  may  be  fixed 
by  the  Council  of  the  Association. 

Sec.  2.  Each  component  society  shall  be  en- 
titled to  elect  and  send  to  the  House  of  Delegates 
each  year  one  delegate  who  shall  be  an  officer  of 
the  society,  and  one  additional  delegate  for  every 
twenty  ( 20 ) members  or  fraction  thereof.  A 
corresponding  number  of  alternates  shall  be 
elected  each  year  by  each  component  society. 
Resident  Physician  and  Medical  Student  Sec- 
tions shall  be  entitled  to  send  to  the  House  of 
Delegates  one  delegate  and  alternate  each  year, 
chosen  according  to  constitutions,  by-laws  or 
other  organizational  principles  adopted  by  those 
sections.  Roster  of  Delegates  and  Alternates 
must  be  submitted  to  the  Association  offices  in  a 
timely  manner  for  approval  of  credentials.  In 
case  any  of  the  regularly  elected  delegates  or 
alternates  are  not  present  at  an  annual  meeting, 
the  members  of  the  component  societies,  or  Resi- 
dent Physician  or  Medical  Student  Sections,  to 
which  they  belong  shall  elect  a delegate  or  dele- 
gates pro  temp.  Credentialing  must  be  accom- 
plished prior  to  the  opening  of  each  session  of 
the  House  of  Delegates. 
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Sec.  3.  The  Delegates  present  shall  constitute 
a quorum. 

Sec.  4.  The  deliberations  of  the  House  of 
Delegates  shall  be  governed  by  Sturgis  Standard 
Code  of  Parliamentary  Procedure. 

Sec.  5.  The  House  shall  consider  resolutions 
during  the  annual  session.  Resolutions  must  be 
submitted  by  the  first  session  and  may  not  be 
voted  on  until  the  next  session,  except  by  unan- 
imous consent  of  the  House. 

Sec.  6.  The  House  of  Delegates  shall,  upon 
application,  provide  and  issue  charters  to  county 
societies  organized  in  accordance  with  the  Con- 
stitution and  By-Laws. 

Sec.  7.  Upon  request,  the  House  of  Delegates 
shall  organize  the  physicians  of  two  or  more 
counties  into  component  societies. 

Sec.  8.  It  shall  divide  the  state  into  Councilor 
Districts. 

Sec.  9.  It  shall  have  authority  to  appoint 
committees  for  special  purposes  from  among 
members  of  the  Association  who  are  not  mem- 
bers of  the  House  of  Delegates. 

Sec.  10.  The  House  of  Delegates  shall  meet 
in  open  session,  to  which  any  member  may  be 
admitted.  In  closed  session,  attendance  shall  be 
restricted  to  members  of  the  Association,  its 
legal  counsel  and  members  of  the  Association’s 
office  staff.  In  any  session  only  delegates  and 
authorized  official  personnel  shall  have  the  priv- 
ilege of  the  floor,  except  by  unanimous  consent. 

Sec.  11.  Actions  of  the  House  of  Delegates 
shall  be  published  in  THE  JOLIRNAL. 

CHAPTER  IV.  — ELECTION  OF  OFFICERS 

Sec.  1.  All  elections  shall  be  by  written  bal- 
lot, and  a majority  of  the  votes  cast  shall  be 
necessary  to  elect.  If  there  is  no  majority,  the 
candidate  with  the  least  number  of  votes  is  drop- 
ped and  the  balloting  shall  continue.  If  there  is 
but  one  candidate  for  the  office  under  considera- 
tion the  presiding  officer  may  direct  a voice  vote. 

The  officers  of  this  Association  and  delegates 
and  alternate  delegates  to  the  American  Medical 
Association  shall  be  nominated  in  the  method 
prescribed  in  that  section  of  the  By-Laws  relative 
to  the  duties  of  the  Committee  on  Nominations, 


and  they  shall  be  elected  during  the  final  session 
of  the  House  of  Delegates  at  each  annual  meet- 
ing. 

CHAPTER  V.  — DUTIES  OF  OFFICERS 

Sec.  1.  The  President  shall  preside  at  all 
meetings  of  the  Association  and  of  the  House  of 
Delegates.  He  shall  deliver  an  annual  address  at 
such  time  as  may  be  arranged,  and  shall  perform 
such  other  duties  as  custom  and  parliamentary 
usage  may  require. 

The  President  shall  appoint  a Parliamentarian 
to  serve  during  his  term  of  office. 

In  the  event  of  a vacancy  in  the  office  of  Trea- 
surer or  in  the  Council,  the  President  shall  be 
empowered  to  fill  the  vacancy  by  appointment 
until  the  next  annual  meeting. 

Sec.  2.  The  President  Elect  and  Vice  Presi- 
dent shall  assist  the  President  in  the  discharge 
of  his  duties.  In  the  event  of  the  death,  resigna- 
tion, incapacitation  or  removal  from  office  of  the 
President,  the  President  Elect  shall  succeed  him 
in  office  and  shall  serve  for  the  remainder  of  the 
term  of  his  immediate  predecessor. 

The  President  Elect  shall  be  installed  as  Presi- 
dent as  the  final  order  of  business  at  the  final 
session  of  the  House  of  Delegates  at  each  annual 
meeting. 

Sec.  3.  The  Treasurer  shall  be  financial  over- 
seer of  this  Association.  The  Treasurer  shall  re- 
port financial  conditions  routinely  to  the  Presi- 
dent and  the  Chairman  of  the  Council.  Early  in 
the  Association’s  fiscal  year,  the  accounts  of  the 
Association  shall  be  audited  by  a certified  public 
accountant. 

The  Executive  Director  shall  be  the  custodian 
of  the  funds  and  securities  of  the  Association. 

CHAPTER  VI.  — THE  COUNCIL 

Sec.  1.  The  Council  shall  meet  at  the  call  of 
the  Chairman  on  the  day  preceding  each  annual 
meeting,  and  as  often  as  necessary  to  transact 
the  general  business  and  other  affairs  of  the  Asso- 
ciation, or  on  petition  of  five  members  of  that 
body. 

The  Council  shall  be  the  executive  body  of  the 
House  of  Delegates,  and  between  meetings  shall 
exercise  all  the  powers  conferred  on  the  House  of 
Delegates  by  this  Constitution  and  By-Laws.  The 
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Chairman  of  the  Council  shall  submit  an  annual 
report  of  its  activities  to  the  House  of  Delegates. 

In  the  event  of  the  absence  of  the  Chairman  of 
the  Council  at  any  meeting,  the  Senior  Councilor- 
at-Large  shall  serve  as  acting  chairman.  Should 
the  Senior  Councilor-at-Large  also  be  absent, 
then  an  acting  chairman  shall  be  elected  by  the 
members  of  the  Council  present. 

Sec.  2.  Each  Councilor  shall  serve  as  or- 
ganizor,  advisor  and  representative  in  his  district. 

Sec.  3.  The  Council  shall  select  an  Executive 
Director  who  shall  carry  out  all  duties  assigned 
to  him  by  these  By-Laws  or  by  competent  auth- 
ority. He  shall  have  the  responsibility  to  employ, 
or  discharge,  personnel  needed  to  achieve  the 
objectives  of  this  Association. 

Sec.  4.  The  Council  shall  be  empowered  to 
retain  general  legal  counsel  for  the  Association. 

Sec.  5.  The  State  of  West  Virginia  shall  be 
divided  into  fourteen  Councilor  Districts  with 
the  following  geographical  limits:  District  I — 
Hancock,  Brooke,  Ohio,  Marshall  and  Wetzel 
Counties;  District  II — Marion,  Monongalia  and 
Preston  Counties;  District  III — Morgan,  Berke- 
ley and  Jefferson  Counties;  District  IV — Mineral, 
Hampshire,  Grant,  Hardy  and  Pendleton  Coun- 
ties; District  V — Taylor,  Barbour,  Tucker  and 
Randolph  Counties;  District  VI — Harrison  and 
Doddridge  Counties;  District  VII — Tyler,  Pleas- 
ants, Ritchie,  Wood,  Wirt,  Jackson,  Calhoun  and 
Roane  Counties;  District  VIII — Gilmer,  Lewis, 
Upshur,  Braxton,  Webster  and  Nicholas  Coun- 
ties; District  IX — Mason,  Putnam,  Cabell,  Lin- 
coln and  Wayne  Counties;  District  X — Kanawha, 
Clay  and  Boone  Counties;  District  XI — Fayette, 
Raleigh  and  Summers  Counties;  District  XII — 
Logan  and  Mingo  Counties;  District  XIII — Wy- 
oming, McDowell  and  Mercer  Counties;  and  Dis- 
trict XIV — Pocahontas,  Greenbrier  and  Monroe 
Counties. 

Sec.  6.  During  the  annual  meeting  of  the 
Medical  Association  held  in  an  even-numbered 
year,  there  shall  be  elected  one  ( 1 ) Councilor 
from  each  even-numbered  Councilor  District  to 
serve  for  two  (2)  years;  and  during  the  annual 
meeting  of  the  Medical  Association  held  in  an 
odd-numbered  year,  there  shall  be  elected  one 
( 1 ) Councilor  from  each  odd-numbered  Coun- 
cilor District  to  serve  for  two  (2)  years.  Each 
Councilor  District  which  has  two-hundred  ( 200 ) 


members  shall  be  entitled  to  two  (2)  Councilors. 
For  each  additional  one-hundred  (100)  mem- 
bers a Councilor  District  shall  be  entitled  to  one 
( 1 ) additional  Councilor. 

In  computing  the  membership  base  for  deter- 
mination of  the  number  of  Councilors  to  which  a 
Councilor  District  may  be  entitled,  medical  stu- 
dent members  of  the  State  Medical  Association 
shall  be  counted  as  being  members  of  the  Coun- 
cilor District  of  their  residence  at  the  time  they 
entered  medical  school. 

Sec.  7.  The  Council  shall  have  the  authority  to 
suggest  possible  nominees  for  appointment  to 
any  state  regulatory,  administrative  or  consulta- 
tive board,  commission  or  committee,  when  such 
nominations  are  requested  by  competent  auth- 
ority or  are  required  by  statute. 

CHAPTER  VII.  — JUDICIAL  COMMISSION 

Sec.  1.  The  Judicial  Commission  shall  have 
exclusive  jurisdiction  over  all  proceedings  to  take 
disciplinary  action  against  a member  of  the  Asso- 
ciation, subject  to  any  limitations  in  the  Constitu- 
tion and  Bylaws.  Such  jurisdiction  shall  include 
the  power  to  censure,  impose  probation,  suspend, 
expel  or  otherwise  discipline  a member  of  the 
Association.  All  proceedings  of  the  Commission 
shall  be  held  in  accordance  with  due  process. 

Sec.  2.  The  Principles  of  Medical  Ethics  pro- 
mulgated from  time  to  time  by  the  American 
Medical  Association  are  hereby  adopted  as  the 
Principles  of  Medical  Ethics  of  the  Association 
and,  as  applied  by  the  Judicial  Commission  shall 
regulate  and  govern  the  conduct  of  all  members 
of  the  Association.  The  Judicial  Commission 
shall  conduct  its  activities  pursuant  to  written 
rules  of  procedure,  which  shall  be  sent  annually 
to  all  members  of  the  Association.  The  written 
rules  of  procedure  of  the  Judicial  Commission 
shall  be  adopted,  amended,  or  repealed  by  the 
Judicial  Commission  only  with  the  consent  or  ap- 
proval of  the  Executive  Committee  and  Council. 

Sec.  3.  The  Judicial  Commission  of  the  As- 
sociation shall  be  composed  of  five  members, 
who  have  been  active  dues-paying  members  for 
at  least  five  years;  and  shall  be  elected  by  the 
Council.  The  Judicial  Commission  shall  annually 
elect  a Chairman.  No  member  may  serve  more 
than  two  three-year  terms  of  office,  but  a mem- 
ber elected  to  serve  an  unexpired  term  shall  not 
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be  regarded  as  having  served  a term  unless  such 
member  has  served  one  or  more  years. 

Sec.  4.  Members  of  the  first  Judicial  Com- 
mission shall  be  elected  for  terms  not  exceeding 
three  years  so  arranged  that  at  each  Annual 
Meeting  the  term  of  one  or  more  member  expires. 
Any  vacancy  occurring  on  the  Commission  shall 
be  filled  at  the  next  meeting  of  the  Council.  The 
new  member  shall  be  elected  by  the  Council,  on 
nomination  by  the  President,  for  the  remainder 
of  the  unexpired  term. 

Sec.  5.  The  Judicial  Commission  shall  have 
jurisdiction  of  all  proceedings  for  the  purpose  of 
determining  whether  some  form  of  discipline 
should  be  imposed  upon  a member  of  the  Asso- 
ciation, except  as  otherwise  provided  in  the  Asso- 
ciation’s Bylaws.  Proceedings  to  determine 
whether  to  impose  some  form  of  discipline  shall 
occur  in  the  following  circumstances: 

(a)  A member’s  license  to  practice  medicine 
or  surgery  in  the  State  of  West  Virginia  has  been 
revoked  or  suspended. 

(b)  A member  has  been  found  guilty  of  mis- 
conduct by  a state  licensing  agency. 

(c)  A member  has  been  accused  of  engaging 
in  conduct  contrary  to  the  Articles  of  Incorpora- 
tion, Bylaws  or  Principles  of  Professional  Ethics 
of  the  Association  or  contrary  to  the  Principles 
of  Medical  Ethics  of  the  West  Virginia  State 
Medical  Association  or  the  American  Medical 
Association. 

(d)  Any  of  the  member’s  privileges  have 
been  temporarily  suspended  by  the  Executive 
Committee  of  the  Association. 

(e)  A member  has  been  accused  of  falsifying 
an  application  for  membership  in  the  Associa- 
tion. 

(f)  A member  has  been  accused  of  failing  to 
cooperate  with  reasonable  requests  of  an  Associa- 
tion committee  or  of  refusing  or  failing  to  answer 
a request  for  appearance  issued  by  the  Judicial 
Commission. 

(g)  A member  has  been  convicted  of  a fel- 
ony or  a criminal  offense  which  bears  a sub- 
stantial relationship  to  the  qualifications,  func- 
tions or  duties  of  a physician  and  surgeon  or 
osteopath. 

Sec.  6.  The  settling  of  fee  dispute  is  speci- 
fically excluded  from  the  jurisdiction  of  the  com- 
mission. 


Sec.  7.  The  Commission  shall  meet  annually 
to  review  general  matters  and/or  upon  written 
request  by  a component  society;  and/or  upon 
written  request  by  at  least  three  members  of  the 
West  Virginia  State  Medical  Association. 

Sec.  8.  The  Commission  shall  adopt  a pro- 
cess for  appeals  of  rulings  by  this  Commission 
in  accordance  with  due  process  and  with  approval 
of  Council. 

CHAPTER  VIII.  — COMMITTEES 

Sec.  1.  There  shall  be  an  Executive  Commit- 
tee of  this  Association,  composed  of  the  three 
immediate  Past  Presidents,  the  President,  Presi- 
dent Elect,  Vice  President,  Treasurer  and  the 
Executive  Director  ex  officio,  with  the  President 
serving  as  Chairman,  whose  duties  shall  be  as 
follows: 

(a)  Prior  to  January  one  of  each  year,  the 
Executive  Committee  shall  set  up  an  annual 
budget  for  consideration  and  approval  by  the 
Council. 

(b)  The  Executive  Committee  shall  set  the 
agenda  for  the  Council  meetings,  and  shall  make 
recommendations  to  the  Council  in  regard  to 
any  pertinent  matters. 

Sec.  2.  The  Council  shall  have  authority  from 
time  to  time  to  appoint,  fix  the  duties  of,  and 
abolish  such  standing  committees  and  commis- 
sions as  it  deems  necessary  or  desirable  to  assist 
it  in  carrying  on  the  Association’s  activities  in 
the  fields  of  business  and  scientific  meetings, 
medical  education  and  hospitals,  legislation,  med- 
ical services,  communications  and  public  service, 
and  governmental  medical  services. 

The  chairman  and  members  of  such  commit- 
tees shall  be  appointed  by  the  Council  upon  rec- 
ommendation of  the  Council  Chairman.  The 
Chairman  of  the  Council  shall  appoint  at  least 
one  Council  member  to  each  standing  committee. 
The  Council  member  shall  be  a voting  member 
of  the  committee.  The  Councilor  shall  be  expect- 
ed to  attend  committee  meetings,  participate  in 
committee  activities,  and  interpret  to  the  Council 
the  committee’s  recommendations  that  come  be- 
fore it  via  special  reports. 

The  President  may  appoint  temporary  ad  hoc 
committees  to  perform  specified  functions.  All 
such  committees  shall  expire  at  the  end  of  the 
term  of  the  President  by  whom  appointed. 
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Standing  committees  shall  send  special  reports 
to  the  Council  for  action  on  matters  concerning 
the  West  Virginia  State  Medical  Association  pol- 
icy or  requiring  the  expenditure  of  Association 
funds,  and  shall  submit  committee  minutes  to  the 
Council  for  information.  Each  standing  commit- 
tee shall  submit  an  annual  summary  of  its  ac- 
tivities, without  recommendations,  to  the  House 
of  Delegates. 

No  committee  or  commission  shall  have  pow- 
er or  authority  to  fix  or  determine  Associational 
policy  or  to  commit  the  Association  to  any  course 
of  action,  such  powers  being  expressly  reserved 
to  the  House  of  Delegates  and  the  Council. 

Sec.  3.  The  Committee  on  Nominations  shall 
consist  of  district  Councilors,  and  the  Junior 
Councilor-at-Large,  who  shall  serve  as  Chairman. 
The  Councilors  from  the  odd-numbered  districts 
shall  serve  as  the  nominating  committee  in  odd- 
numbered  years,  and  the  Councilors  from  even- 
numbered  districts  shall  serve  in  even-numbered 
years.  Each  Councilor  District  which  has  more 
than  one  Councilor  shall  be  represented  by  its 
senior  Councilor  in  point  of  service  on  the  Com- 
mittee. The  Committee  shall  consider  and  rec- 
ommend to  the  House  of  Delegates,  prior  to  the 
election  of  officers,  in  its  final  session,  its  nomi- 
nees for  the  office  of  President  Elect,  Vice  Presi- 
dent, Treasurer  and  the  AMA  Delegate  and  Al- 
ternate; and  the  Committee  shall  submit  at  least 
two  nominees  for  all  officers  except  President 
Elect.  Nothing  in  this  Section  shall  serve  to  pre- 
vent any  nominations  from  the  floor  for  these 
respective  offices. 

No  active  member  shall  be  elected  to  more 
than  five  two-year  terms  as  a West  Virginia  State 
Medical  Association  Delegate  to  the  American 
Medical  Association.  Service  as  an  Alternate 
Delegate  shall  not  be  counted  in  the  above  limita- 
tion. 

Sec.  4.  The  Committee  on  Resolutions  shall 
receive  and  consider  all  resolutions  prepared  for 
presentation  in  the  House  of  Delegates  at  an 
annual  or  special  meeting.  Such  resolutions  must 
be  in  the  hands  of  the  Executive  Director  at 
least  two  weeks  before  the  meeting  at  which  they 
are  to  be  presented;  otherwise,  unanimous  con- 
sent of  the  House  of  Delegates  shall  be  required 
for  presentation.  The  Committee  shall,  in  open 
session,  afford  any  member  the  opportunity  of 
testifying  for  or  against  any  resolution  duly  pre- 


sented, and,  in  closed  session,  may  recommend 
adoption,  alteration,  amendment  or  disapproval, 
or  may  report  a substitute  resolution  to  the 
House  of  Delegates. 

CHAPTER  IX.  — SECTIONS 

Sec.  1.  The  objectives  of  sections  organized 
under  provisions  of  this  Constitution  and  By- 
Laws  are  (a)  to  form  closer  professional  rela- 
tionships among  physicians  practicing  in  partic- 
ular specialty  areas;  and  among  medical  residents 
and  students;  and  (b)  to  foster  among  physician 
members  of  particular  specialties,  and  among 
residents  and  students,  educational  and  other 
activities  directed  toward  better  patient  care. 

Sec.  2.  Each  section  shall  elect  its  own  of- 
ficers according  to  procedures  and/or  Constitu- 
tion and  By-Laws  mechanisms  it  adopts.  It  shall 
advise  the  Executive  Director  of  the  West  Vir- 
ginia State  Medical  Association  of  the  results  of 
each  election  within  10  days  of  such  an  election; 
and  shall  take  other  steps  necessary  to  insure  that 
a current  roster  of  officers  is  on  file  with  the 
Executive  Director. 

Sec.  3.  There  is  hereby  authorized,  within 
the  membership  framework  of  the  West  Virginia 
State  Medical  Association,  establishment  of  Resi- 
dent Physician  and  Medical  Student  Sections  to 
(a)  provide  for  direct  participation  of  residents 
and  medical  students  in  educational,  business  and 
other  activities  of  the  Association;  and  ( b)  estab- 
lish effective  lines  of  communication  among 
young  physicians,  physicians-to-be  and  their 
more  senior  colleagues.  Each  such  section  shall 
develop  its  own  constitution  and  by-laws  or  other 
organizational  procedures,  and  elect  its  officers, 
under  provisions  of  Section  3 of  this  Chapter; 
provided,  however,  that  such  a constitution,  by- 
laws or  revisions  and  amendments  shall  not  be 
inconsistent  with  principles  of  organization  of 
the  West  Virginia  State  Medical  Association,  and 
shall  be  subject  to  approval  by  the  Association’s 
Council. 

The  Resident  Physician  and  Medical  Student 
Sections  each  shall  be  entitled  to  elect  one  dele- 
gate and  one  alternate  to  the  Association’s  House 
of  Delegates  each  year.  Each  section  shall  re- 
port to  the  Association’s  Executive  Director  by 
May  1 of  each  year  the  names  of  its  delegate 
and  alternate. 
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CHAPTER  X.  — COUNTY  SOCIETIES 

Sec.  1.  All  county  medical  societies  now  af- 
filiated with  this  Association  or  those  which  may 
hereafter  be  organized  in  this  State,  which  have 
adopted  principles  of  organization  not  in  con- 
flict with  this  Constitution  and  By-Laws,  may,  on 
application,  receive  a charter  from  and  become 
component  parts  of  this  Association.  Subsequent 
revisions  or  amendments  of  these  principles  shall 
be  submitted  to  the  Council  for  review. 

Sec.  2.  Charters  shall  be  issued  only  on  the 
approval  of  the  House  of  Delegates  and  shall  be 
signed  by  the  President.  The  House  of  Delegates 
shall  have  authority,  after  a hearing,  to  revoke 
the  charter  of  any  component  society,  the  ac- 
tions of  which  are  in  conflict  with  the  letter  or 
spirit  of  this  Constitution  and  By-Laws. 

Two  or  more  component  societies  shall  have 
the  right  to  merge  into  one  society  provided  such 
action  is  agreed  to  by  a vote  of  the  majority  of 
the  members  of  the  societies  affected.  In  the 
event  of  a merger  under  this  section,  the  charter 
or  charters  of  the  societies  losing  identity  as  such 
shall  be  surrendered  to  the  House  of  Delegates. 

Sec.  3.  Only  one  component  medical  society 
shall  be  chartered  in  any  one  county. 

Sec.  4.  Each  component  society  shall  he  the 
judge  of  the  qualifications  of  its  own  members, 
but,  as  such  societies  are  the  only  portals  to 
membership  in  this  Association  and  to  the  Ameri- 
can Medical  Association,  every  licensed  physi- 
cian shall  be  eligible  to  apply  for  membership. 

Sec.  5.  When  a member  in  good  standing  in 
a component  society  moves  to  another  county  in 
this  State,  his  membership  may  be  transferred  to 
the  component  society  in  the  area  to  which  he 
has  moved,  provided  the  transfer  is  approved  by 
such  society. 

Sec.  6.  A physician  living  in  one  county  may 
hold  his  membership  in  a contiguous  county 
medical  society  whose  meetings  are  most  con- 
venient for  him  to  attend.  Any  physician  who 


resides  in  a county  having  no  county  medical 
organization  may  apply  for  membership  in  a 
contiguous  county  medical  society,  and  upon 
election,  continue  such  membership  until  his  own 
county  is  organized. 

Sec.  7.  Each  component  society  shall  have 
general  direction  of  the  affairs  of  the  profession 
in  its  area,  and  its  influence  shall  be  constantly 
exerted  for  bettering  the  science  and  art  of  Medi- 
cine through  its  organizational  efforts. 

Sec.  8.  The  secretary  or  treasurer  of  each 
component  society  shall  remit  promptly  to  the 
Executive  Director  of  the  Association  dues  of 
members  as  collected.  An  alternative  method  of 
dues  collection  may  be  authorized  by  the  Coun- 
cil. The  secretary  shall  notify  the  Executive  Di- 
rector of  any  change  in  the  officers  of  the  society, 
and  shall  also  notify  him  promptly  concerning 
the  death  or  removal  from  the  county  of  any 
member  of  his  society. 

CHAPTER  XI.  — AMENDMENTS 

Sec.  1.  These  By-Laws  may  be  amended  at 
any  annual  session  by  a majority  vote  of  the 
House  of  Delegates  present  at  that  session.  The 
amendment  must  be  proposed  during  the  first 
session  and  may  not  be  acted  upon  until  the 
second  session.  If  any  amendments  conflict  with 
any  of  the  provisions  of  the  Constitution,  they 
shall  not  be  effective  until  such  time  as  the  Con- 
stitution has  been  amended  to  conform. 

Sec.  2.  Whenever  an  amendment  to  the  By- 
Laws  has  been  enacted,  the  Executive  Director 
shall  notify  the  secretary  of  each  component  so- 
ciety, and  the  secretary  of  the  Resident  Physician 
and  Medical  Student  Sections,  within  sixty  days 
after  it  has  become  effective.  It  shall  be  incum- 
bent upon  each  component  society  and  Resident 
Physician  and  Medical  Student  Sections,  to  make 
such  changes  in  their  constitutions  and  by-laws 
as  will  bring  about  conformity  to  the  change 
in  the  By-Laws  of  the  West  Virginia  State  Medi- 
cal Association. 
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Editorials 


Cost  And  Quality 

At  some  point  we’ll  have  to  get  it 
straight  about  cost  and  quality  in 
Medicine,  about  healthy  life  styles  and 
holding  down  medical  care  costs. 

A nice  drowning  at  sea  or  a run 
over  accident  involving  a cement 
mixer  bring  joy  and  expressions  of 
delight  to  the  Medical  Care  Com- 
ponent watchers  of  the  Consumer  Price 
Index.  Look  at  all  those  hospital  and 
doctor  bills  we  just  avoided!  And 
none  of  that  tedious  and  expensive 
dying  in  a nursing  home! 

Let’s  face  it  — dying  is  usually 
quicker  and  much  cheaper  when  you 
are  young.  Accidents,  suicides  and 
heart  attacks  account  for  most  of  the 
deaths  of  the  young  and  middle  age. 
Ridiculously  cheap  dying! 

Stave  off  death  and  save  them  for 
some  nice  slow  and  drawn  out  ending 
like  cancer,  stroke,  emphysema  or 

Should  Law  Cater 

In  a case  currently  before  the  West 
Virginia  Supreme  Court  of  Appeals, 
a newspaper  is  attempting  to  force  the 
Board  of  Medicine  to  release  informa- 
tion about  doctors  almost  as  soon  as  a 
complaint  is  received.  As  the  law  be- 
ing challenged  now  stands,  the  dis- 
ciplinary action  taken  by  the  Board 
is  made  public  once  a final  disposition 
has  been  made.  For  the  Board  or  its 
agent  to  release  information  about  a 
physician  disciplinary  action  prior  to 
that  time,  the  law  provides  a penalty 
of  a fine  and/or  imprisonment. 

The  intent  of  the  law  is  patently 
clear:  it  is  unfair,  unjust  and  just 

plain  wrong  to  subject  anyone  to  the 
personal  indignity  and  damage  to  pro- 
fessional reputation  which  will  inevita- 


heart  failure,  however,  and  look  out! 

It  costs  a fortune.  No  one  can  afford 
to  pay  for  it  — not  even  the  Govern- 
ment from  what  we  are  hearing. 

Healthy  life  styles  be  damned.  If 
we  really  want  to  save  money,  let’s 
have  a little  more  drinking  and  party- 
ing it  up.  Get  rid  of  those  seat  belts. 
Off  with  the  speed  limits.  Law  and 
order  are  hound  to  improve  if  we  all 
pack  a handgun  and  besides,  think  of 
what  it  will  do  for  medical  care  costs. 

Someone  once  figured  it  out  that 
90  per  cent  of  anyone’s  total  life  time 
health  care  costs  occur  in  the  last  six 
months  of  that  person’s  life.  If  we 
could  just  shorten  that  six  months 
by  some  fraction,  think  of  the  good 
that  could  be  accomplished  for  na- 
tional health  care  costs. 

We  might  as  well  own  up  to  it. 
Every  time  we  save  a young  life,  find 

To  News  Whims? 

bly  occur  when  unsubstantiated  allega- 
tions are  given  public  attention  by 
news  media.  And  that  is  precisely 
what  could  and  would  happen  if  the 
present  suit  is  decided  against  exist- 
ing law.  Once  any  disgruntled  patient 
called  the  Board  with  a complaint, 
whether  justified  or  not,  the  informa- 
tion would  be  fair  game  for  the  media. 

What  possible  public  good  would  be 
served  by  airing  such  actions?  Would 
the  paper  be  willing  to  make  a front 
page  retraction  when  the  allegations 
are  found  to  be  frivolous  or  untrue 
and  the  doctor  not  guilty?  Would 
this  remedy  the  damage  already  done? 

What  is  to  prevent  anyone  with 
malicious  intent  from  damaging  a 


The  Publication  Committee  is  not  responsible  for  the  authenticity  of  opinion  or  statements 
made  by  authors  or  in  communications  submitted  to  this  Journal  for  publication.  The  author 
shall  be  held  entirely  responsible.  Editorials  printed  in  The  Journal  do  not  necessarily  reflect 
the  official  position  of  the  West  Virginia  State  Medical  Association. 


disease  early,  educate  someone  into 
safety  and  health,  we  do  violence  to 
the  eventual  Medical  Care  Component 
of  the  Consumer  Price  Index.  The 
saved  will  die  later  of  a more  expen- 
sive disease. 

Let’s  stop  talking  about  saving 
money  by  this  strategem  or  that,  by 
this  health-producing  gimmick  or  that 
new  life  prolonging  vaccine.  We’re 
not  here  to  save  dollars.  We  save 
lives.  And  we  do  that  because  it  is 
only  the  living  who  can  enjoy  the 
pleasures  of  this  planet. 

That’s  it.  We  are  here  to  assure 
comfort  and  pleasure  for  our  patients, 
and  incidentally  — life.  Success  at 
this  endeavor  is  a measure  of  medical 
care  quality.  Everyone  knows  that 
comfort  and  pleasure  are  expensive 
and  not  too  many  complain  about  the 
cost. 


physician  in  this  manner?  Aside  from 
a libel  or  slander  suit  against  such  a 
person,  what  redress  would  the  in- 
jured practitioner  have?  The  real 
damage  is  that  inflicted  by  the  pub- 
licity. Will  the  media  assume  respon- 
sibility for  such  damage?  Don’t  hold 
your  breath  until  they  volunteer  for 
that ! 

We  have  no  quarrel  with  making 
public  the  final  results  of  a Board  ac- 
tion against  a physician.  And  we  have 
no  problem  with  the  Board  taking  a 
drastic  action  such  as  the  summary 
suspension  of  a license  when  the  situa- 
tion warrants  immediate  action  to  pro- 
tect the  welfare  of  the  public. 

But  we  have  a real  problem  with  the 
intent  that  the  public  be  treated  to  in- 
nuendo, half  truths  or  juicy  gossip 
about  a physician  just  because  some- 
one filed  a complaint  and  the  news 
media  choose  to  run  a story  about  the 
investigation.  Even  the  hint  of  an  in- 
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vestigation  would  set  the  rumor  mill 
in  motion. 

The  Board  of  Medicine  has  a tough 
job  as  it  is;  let’s  hope  the  Supreme 
Court  doesn’t  force  it  to  walk  an  even 
tighter  rope  and  perform  an  even  more 
delicate  balancing  act  of  trying  to 


protect  both  the  right  of  the  public  to 
know  and  the  rights  of  the  individual 
to  not  be  defamed. 

The  press  is  a powerful  instrument 
and,  properly  used,  protects  us  all. 
The  press  has  no  need  for  unfair  ad- 
vantage over  any  of  us.  Representa- 


tives of  the  press  need  to  be  controlled 
every  bit  as  much  as  physicians  or  any 
other  group.  The  power  of  the  press 
can  be  used  as  a cruel  weapon  to 
bludgeon  individuals  as  well  as  a pro- 
tective shield  to  guard  our  precious 
liberties. 


On  Disciplining  Physicians 


Physician  discipline  continues  to  be 
hotly  debated  as  the  news  media  and 
others  contend  that  the  answer  to  the 
malpractice  crisis  is  getting  rid  of  the 
“bad”  doctors  through  better  “polic- 
ing of  the  ranks.” 

Degree  and  severity  of  the  punish- 
ment remain  in  question  as  well. 
Should  a doctor  convicted  of  income 
tax  evasion  or  embezzlement  be  dis- 
ciplined by  a medical  board?  If  so, 
to  the  same  extent  as  the  physician 
who  totally  botched  a procedure 
through  lack  of  training  or  because  of 
alcoholism? 

Regardless  of  the  civil  act  for  which 
a physician  is  given  a punishment,  it 
behooves  medical  boards  to  examine 
that  licensee.  But  the  action  which  the 
board  takes  should  be  in  accord  with 
the  relationship  of  the  crime  to  the 
doctor’s  ability  to  practice  medicine 
or  to  the  public  threat  offered. 

A convicted  tax-evader  may  not 
be  a medical  threat  to  his  patients. 


To  his  colleagues  he  is  primarily  an 
embarrassment,  and  a simple  slap  on 
the  wrist  by  way  of  a censure,  written 
reprimand  or  some  other  such  ap- 
proach may  be  sufficient,  assuming 
the  law  has  meted  out  a proper  penalty 
for  the  specific  violation.  But  the  phy- 
sician whose  criminal  or  antisocial  be- 
havior is  found  to  be  other  than  a 
solitary  aberration  must  be  looked  at 
more  carefully  to  make  certain  his 
actions  do  not  constitute  a threat  to 
his  patients  and  the  public. 

In  the  case  of  the  doctor  dealing  in 
either  illicit  drugs  or  prescription  drug 
abuse,  the  boards  must  take  a firm 
stance.  Tolerance  and  understanding 
must  be  granted  to  the  physician  who 
has  a personal  problem  with  drug  or 
alcohol  abuse  and  recognizes  his  prob- 
lem to  the  extent  he  is  into  a rehabili- 
tation program  for  alcohol  or  drug 
abuse.  It  should  be  remembered,  how- 
ever, that  licensing  boards  exist  to 


protect  the  public  and  not  the  profes- 
sional bodies  they  are  licensing. 

As  Dr.  John  H.  Morton  notes  in  an 
editorial  in  the  August  issue  of  the 
Federation  of  State  Medical  Boards’ 
Federation  Bulletin,  “Any  devia- 
tion from  this  basic  principle  (pro- 
tecting the  public)  can  lead  only  to 
trouble  and  protests  by  protectors  of 
the  public  interest.  If  the  board  is  un- 
duly sympathetic  to  the  physician, 
these  protests  are  fully  justified.  If  the 
board  does  not  act  appropriately,  the 
board  membership  may  be  changed. 
One  possible  development  is  a board 
consisting  entirely  of  lay  members. 
No  board  without  physician  member- 
ship has  the  expertise  to  evaluate 
medical  practice  and  to  deal  with 
these  difficult  problems.” 

We  fully  understand  and  sym- 
pathize with  the  task  confronting  those 
who  serve  on  our  own  West  Virginia 
Board  of  Medicine. 


Our  Readers  Speak 

Member  of  Silver  Haired  Legislature  Thanks  WVSMA 


Editor  s Note:  The  letter  below  was 
received  following  the  dinner  hosted 
by  WVSMA  on  September  26  in 
Charleston  for  members  of  the  Silver 
Haired  Legislature.  Dr.  John  B. 
Markey  of  Charleston  was  the  speaker. 

It  was  very  nice  of  you  to  host  the 
dinner  for  the  Silver  Haired  Legisla- 
ture and  wise.  It  is  very  hard  to  get 
the  elderly  to  listen  to  a speaker  at 
any  time  but  you  did  it  right. 


I like  to  be  informed  and  I think 
the  doctor  did  a good  job. 

I’m  a board  member  of  C.O.L.E. 
[Coalition  on  Legislation  for  the 
Elderly]  and  belong  to  the  West  Vir- 
ginia Council  of  Senior  Citizens  in 
which  I represent  Summers  County — 
although  I live  on  [the]  line  and  my 
county  is  Raleigh. 

I am  called  upon  many  times  to  ex- 
plain different  subjects  to  the  elderly 


and  will  be  glad  to  pass  on  to  them 
anything  I think  is  right  and  for  their 
betterment. 

Thanks  again  for  the  “delicious” 
dinner  and  explanation  of  the  status 
of  the  West  Virginia  State  Medical 
Association  and  their  plight. 

E.  Estella  Akers 

Minority  Leader 

Senate,  Silver  Haired  Legislature 
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General  News 


Physicians * Session  On  PPOs,  HMOs 


Cancer,  Osteoporosis,  Urology 
‘Mid -Winter’  Speakers’  Topics 


Steven  J.  Jubelirer,  M.  D. 


Speakers  on  cancer,  osteoporosis 
and  urology  have  been  announced  by 
the  Program  Committee  for  the  19th 
Mid-Winter  Clinical  Conference. 

The  continuing  education  event  will 
begin  at  2 P.M.  on  Friday,  January 
24,  at  the  Charleston  Marriott  and 
close  at  noon  on  Sunday,  January  26, 
again  under  the  sponsorship  of  the 
WVSMA  and  the  Marshall  University 
and  West  Virginia  University  schools 
of  medicine. 

Dr.  Steven  J.  Jubelirer  of  Charles- 
ton will  be  a speaker,  and  also  the 
moderator,  for  the  opening  “On- 
cology” session  Friday  afternoon.  His 
topic  will  be  “West  Virginia  Com- 
munity Clinical  Oncology  Program 
(CCOP) : An  Update.” 

Doctor  Jubelirer  is  Medical  Direc- 
tor of  Charleston  Area  Medical 
Center’s  Cancer  Center,  and  Clinical 
Associate  Professor  of  Hematology/ 
Oncology,  WVU  Medical  Center, 
Charleston  Division. 


“Osteoporosis”  will  be  the  title  of 
the  talk  by  Dr.  Patience  H.  White  of 
Washington,  DC,  during  the  Saturday 
morning  session,  “Problems  in  Our 
Aging  Population.”  Doctor  White  is 
Director,  Division  of  Rheumatology, 
and  Assistant  Professor  of  Medicine 
and  Child  Health  and  Development, 
The  George  Washington  University 
Medical  Center. 

Dr  Stanley  J.  Kandzari  of  Morgan- 
town, WVU  Professor  of  Urology,  will 
discuss  “Urinary  Tract  Infections”  as 
the  final  speaker  for  the  Saturday 
afternoon  session,  “Common  Problems 
Encountered  in  Office  Practice.” 

Physicians’  Session 

“PPOs,  HMOs:  To  Go  or  Not  to 
Go”  will  be  the  discussion  topic  for  the 
Friday  evening  Physicians’  Session. 
The  speakers  will  be  James  C.  Crews, 
Charleston,  CAMC  President;  James 
W.  Heaton,  President,  Blue  Cross- 


Stanley  J.  Kandzari,  M.  D. 


Blue  Shield  of  West  Virginia,  Charles- 
ton, and  Dr.  Harry  S.  Weeks,  Jr., 
M.  D.,  Wheeling,  Medical  Director, 
West  Virginia  Medical  Institute,  Inc., 
Charleston. 

The  concurrent  Friday  evening 
public  session  will  be  entitled 
“Adolescent  Sexuality.”  Speakers  will 
be  Fran  Jackson,  Department  of 
Youth  Health  Services,  Memorial 
General  Hospital,  Elkins,  and  Jack  J. 
Smith,  M.  D.,  Associate  Professor  of 
Behavioral  Medicine  and  Psychiatry, 
WVU  Medical  Center,  Charleston  Di- 
vision. 

A cash  bar  to  meet  the  faculty,  as 
in  previous  years,  is  scheduled  follow- 
ing the  Friday  afternoon  session. 

On  Saturday  afternoon,  however, 
the  usual  cash  bar  is  being  replaced 
with  a 6 P.M.  reception,  followed  by 
a 7 P.M.  WESPAC  dinner  featuring 
a prominent  speaker  to  be  announced. 

The  WESPAC  dinner  will  be  a 
ticketed  affair. 

The  Sunday  morning  session  will 
he  a “Symposium  on  the  Management 
of  Acute  Myocardial  Infarction,”  with 
speakers  to  be  announced. 

Speakers  Announced  Previously 

Speakers  and  topics  announced 
previously  are: 

Friday  Afternoon  ( Oncology ) — 
“Chemotherapy  of  the  Common  Tu- 
mor,” Peter  C.  Raich,  M.  D.,  Profes- 
sor of  Medicine  and  Chief,  Section  of 
Hematology /Oncology,  WVU  Morgan- 
town; and  “Cancer  Screening,”  David 
P.  Winchester,  M.  D.,  Associate 
Professor  of  Clinical  Surgery,  North- 
western Medical  School,  Evanston, 
Illinois; 

Saturday  Morning  (Problems  in 
Our  Aging  Population ) - — “Use 

of  Estrogens  in  Post-Menopausal 
Women,”  Bruce  S.  Chertow,  M.  D., 
MU  Professor  of  Medicine  and  Chief, 
Section  of  Endocrinology  and  Meta- 
bolism, Department  of  Medicine; 
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Saturday  Afternoon  ( Common 
Problems  Encountered  in  Office  Prac- 
tice) — “Acute  Asthma,”  L.  Blair 
Thrush,  M.  D.,  Clinical  Associate  Pro- 
fessor of  Allergy  and  Clinical  Im- 
munology, Department  of  Medicine, 
WVU  Charleston  Division. 

Doctor  Jubelirer’s  Other  Posts 

Doctor  Jubelirer  is  Director  of 
student  and  resident  hematology/ 
oncology  training  at  CAMC/WVU, 
and  Chairman  of  the  Tumor  Con- 
ference. 

Other  posts  include  those  as  Chair- 
man and  Founder,  Charleston  Blood 
Club;  Founder  and  Director,  Howard 
P.  Mcjunkin  Memorial  Lectureship; 
Director  and  Founder,  Charleston 
Comprehensive  Hemophilia  Center, 
and  Chairman  of  the  Services  and 
Rehabilitation  Committee,  West  Vir- 
ginia Chapter,  American  Cancer 
Society. 

Two  of  his  ongoing  research  pro- 
jects are  F -V III  Complex  in  CML, 
and  AT-VIII  activity  in  patients  with 
myeloproliferative  disorders.  In  the 
past  two  and  one-half  years,  he  has 
placed  18  patients  on  CALGB  proto- 
cols and  three  patients  on  Phase  I 
protocols. 

Born  in  Cincinnati,  Doctor  Jube- 
lirer was  graduated  from  the  Uni- 
versity of  Wisconsin,  and  received  his 
M.  D.  degree  in  1974  from  the  Uni- 
versity of  Cincinnati. 

He  interned  and  took  his  residency 
at  Georgetown  University,  District  of 
Columbia  Hospital,  and  completed 


Commercial  Exhibits 
To  Be  Added  In  1986 

Commercial  exhibits  will  be  pres- 
ent during  the  1986  Mid-Winter 
Clinical  Conference  for  the  first 
time  in  the  history  of  the  January 
CME  event,  the  Program  Commit- 
tee announced. 

Scientific  exhibits  will  be  contin- 
ued as  in  the  past. 

The  total  number  of  exhibits  will 
be  limited  to  about  35  or  40  be- 
cause of  floor  space  limitations  at 
the  conference  site,  the  Charleston 
Marriott. 


fellowships  in  hematology  at  Boston 
City  Hospital,  and  in  hemostasis  and 
thrombosis  at  Boston  Veterans  Ad- 
ministration Medical  Center. 

Directs  Pediatric  Arthritis  Center 

Doctor  White,  born  in  Boston,  also 
is  Director,  Comprehensive  Pediatric 
Arthritis  Center  at  Children’s  Hospital 
National  Medical  Center  for  the  region 
of  Maryland,  Virginia  and  West  Vir- 
ginia. 

She  is  Chairman  of  the  Patient 
Education  Committee  at  George 
Washington,  Chairman  of  the  Mem- 
bership Committee  of  the  District  of 
Columbia  Rheumatism  Society,  and 
Chairman,  National  Task  Force  for 
Educational  Materials  in  Juvenile 
Arthritis  for  National  Arthritis  Foun- 
dation. 

Doctor  White  was  the  1983  re- 
cipient of  the  American  Medical 
Student  Golden  Apple  for  Outstand- 
ing Clinical  Teacher,  George  Wash- 
ington Lfniversity  Medical  School, 
and  has  been  awarded  study  grants 
from  the  Lupus  Foundation  and  Ma- 
ternal and  Child  Health. 


She  was  graduated  from  Vassar 
College,  received  an  M.S.  degree  in 
1972  from  Dartmouth  Medical  School, 
and  her  M.  D.  degree  in  1974  from 
Harvard  Medical  School.  She  did  her 
postgraduate  work  at  Beth  Israel 
Hospital  in  Boston,  at  Robert  B. 
Brigham  Hospital  in  Boston,  and  in 
London,  England. 

On  WVU  Staff  Since  1969 

A native  of  Morgantown,  Doctor 
Kandzari  has  been  a member  of  the 
WVU  teaching  staff  since  1969. 

He  is  the  holder  of  a number  of 
prizes  and  awards  for  urological  ex- 
hibits at  professional  meetings. 

Doctor  Kandzari  is  a former  Presi- 
dent of  the  West  Virginia  State 
Urological  Society  (1980-82)  and 
West  Virginia  Chapter  of  the  Ameri- 
can College  of  Surgeons  (1981-82), 
and  was  a member  of  the  WVSMA 
Annual  Meeting  Program  Committee 
in  1981. 

He  curently  is  a member  of  the 
Council  of  the  West  Virginia  Chapter, 
American  College  of  Surgeons. 

Doctor  Kandzari  and  colleagues 
have  produced  two  movies,  “Trigono- 


A special  birthday  party  and  grand  opening  were  held  October  1 at  Charleston 
Area  Medical  Center’s  Memorial  Division  for  the  CAMC  Health  Line,  sponsored  by 
the  Auxiliary  to  the  Memorial  Division.  Founded  as  Tel-Med  in  1982,  Health  Line 
has  a new  name  and  it  has  expanded  to  become  the  first  partially-automated  24- 
hour  telephone  health  information  service  in  the  state.  Governor  and  Mrs.  Arch 
A.  Moore  and  Charleston  Mayor  James  E.  Roark  officially  inaugurated  the  new  sys- 
tem. “We’ve  added  automation  equipment  which  will  make  100  of  Health  Line’s  most 
popular  tapes  available  evenings  and  holidays,”  said  Frances  McMillan,  Health  Line 
Chairperson  for  the  Auxiliary.  Shown  with  the  tapes  above  are  Health  Line  volun- 
teers Jim  Shortell  and  Helen  Wheatley. 
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Colo-Cutaneous  Urinary  Diversion” 
and  “Electrical  Stimulation  of  the 
Urinary  Bladder,”  which  have  been 
shown  at  professional  meetings 
throughout  the  country. 

He  received  his  M.  D.  degree  in 
1963  from  WVU,  interned  at  Al- 
legheny General  Hospital  in  Pitts- 
burgh, and  completed  residencies  in 
general  surgery  and  urology  at  WVU. 

He  has  presented  more  than  85 
papers,  and  is  the  author  or  co-author 
of  some  75  articles  and  abstracts,  and 
one  book  ( Invasive  Uroradiology:  A 
Manual  of  Diagnostic  and  Therapeutic 
T echniques ) . 

Conference  Registration 

The  conference  registration  fee  is 
$75  for  WVSMA  members  and  $100 
for  non-members. 


Review  A Book 


The  following  books  have  been  re- 
ceived by  the  Headquarters  Office  of 
the  State  Medical  Association.  Med- 
ical readers  interested  in  reviewing 
any  of  these  volumes  should  address 
their  requests  to  Editor,  The  West 
Virginia  Medical  Journal,  Post  Office 
Box  4106,  Charleston  25364.  We’ll 
be  happy  to  send  the  books  to  you, 
and  you  may  keep  them  for  your  per- 
sonal libraries  after  submitting  to  The 
Journal  a review  for  publication. 

Review  of  Medical  Physiology,  by 
William  F.  Ganong,  M.  D.  Price 
$22.50.  Lange  Medical  Publications, 
Los  Altos,  California  94022.  1985. 

Every  Womans  Health,  by  D.  S. 
Thompson,  M.  D.  Price  $19.95.  Dou- 
bleday & Company,  Inc.,  245  Park 
Avenue,  New  York,  New  York  10167. 
1985. 

Harper  s Review  of  Biochemistry, 
by  David  W.  Martin,  Jr.,  M.  D.;  Peter 
A.  Mayes,  Ph.D.,  D.Sc.;  Victor  W. 
Rodwell,  Ph.D.,  and  Daryl  K.  Gran- 
ner,  M.  D.  Price  $24.50.  Lange  Med- 
ical Publications,  Los  Altos,  California 
94022.  1985. 

Current  Surgical  Diagnosis  and 
Treatment,  edited  by  Lawrence  W. 
Way,  M.  D.  Price  $31.50.  Lange 
Medical  Publications,  Los  Altos,  Cali- 
fornia 94022.  1985. 


For  advance  registration,  make 
checks  payable  to  West  Virginia 
State  Medical  Association  and  mail 
to  the  Association  at  P.  0.  Box  4106, 
Charleston,  WV  25364. 

Group  rates  at  the  Marriott  are  $58 
for  a single  room  and  $66  for  a 
double.  Those  who  register  for  the 
conference  in  advance  with  the  As- 
sociation will  receive  from  WVSMA 
a postage-paid  Marriott  reservation 
request  card  specifically  designated 
for  Mid-Winter  Clinical  Conference 
registrants.  Reservations  must  be  re- 
ceived by  the  Marriott  by  January  2, 
1986. 

Program  Committee 

The  members  of  the  Program  Com- 
mittee are  Drs.  William  0.  McMillan, 
Jr.,  Charleston,  Chairman;  Maurice 
A.  Mufson,  Huntington;  Joseph  T. 
Skaggs,  Charleston;  C.  Carl  Tully, 
South  Charleston;  Richard  G.  Starr, 
Beckley;  and  John  W.  Traubert,  Mor- 
gantown. 

More  information  concerning  other 
speakers  and  subjects  will  be  provided 
by  the  Program  Committee  in  upcom- 
ing issues  of  The  Journal. 

Continuing 

Education 

Activities 

Here  are  the  continuing  medical  ed- 
ucation activities  listed  primarily  by 
the  Marshall  University  and  West 
Virginia  University  Schools  of  Med- 
icine for  part  of  1985,  as  compiled  by 
Ernest  W.  Chick,  M.  D.,  MU  Interim 
Director  of  Continuing  Medical  Edu- 
cation; Robert  E.  Kristofco,  WVU 
Assistant  to  the  Dean /Continuing 
Medical  Education,  and  J.  Zeb 
Wright,  Ph.D.,  Coordinator,  Continu- 
ing Education,  Department  of  Com- 
munity Medicine,  WVU  Charleston 
Division.  The  schedule  is  presented 
as  a convenience  for  physicians  in 
planning  their  continuing  education 
program.  (Other  national,  state  and 
district  medical  meetings  are  listed  in 
the  Medical  Meetings  Department  of 
The  Journal.) 


The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are  held 
on  the  WVU  Morgantown,  Charleston 
and  Wheeling  campuses.  Further  in- 
formation about  CME  activities  may 
be  obtained  from:  Office  of  Continu- 
ing Medical  Education,  MU  School  of 
Medicine,  Huntington  25701;  Di- 
vision of  Continuing  Education,  WVU 
Medical  Center,  3110  MacCorkle  Ave- 
nue, S.  E.,  Charleston  25304;  Office 
of  Continuing  Medical  Education, 
WVU  Medical  Center,  Morgantown 
26506;  or  Office  of  Continuing  Med- 
ical Education,  Wheeling  Division, 
WVU  School  of  Medicine,  Ohio  Val- 
ley Medical  Center,  2000  Eoff  Street, 
Wheeling  26003. 

Marshall  University 

Nov.  23,  The  Brain  & the  Heart: 
Clinical  Interrelationships 

Dec.  14,  Marshall  Memorial  Sports 
Medicine  Conference:  A Program 
for  Primary  Care  Providers 

West  Virginia  University 

Nov.  2,  Charleston,  Cardiology  Up- 
date 

Nov.  6,  Charleston,  The  Chemically 
Impaired  Worker 

*Nov.  9,  Morgantown,  Topics  in 
Emergency  Medicine 

*Nov.  16,  Morgantown,  Salt,  Acid 
and  You 

Dec.  6-7,  Charleston,  Advance  Car- 
diac Provider  Course 

0 in  conjunction  with  WVU  football  games. 

Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center/ 
Charleston  Division 

Bluefield,  Bluefield  Community  Hos- 
pital, First-Floor  Conference  Room, 
3rd  Thursday,  Noon-2  P.  M.  — 
Nov.  21,  “Early  Recognition  of 
Diabetic  Retinopathy  & Latest  Mod- 
alities of  Treatment,”  Norman  D. 
Radtke,  M.  D. 

Cabin  Creek,  Cabin  Creek  Medical 
Center.  Dawes,  2nd  Wednesday, 
8-10  A.  M.  — Nov.  13,  “Child 
Abuse,”  Arthur  B.  Rubin,  D.  0. 

(Continued  on  Next  Page) 
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Gassauay,  Braxton  Co.  Memorial 
Hospital,  1st  Wednesday,  7-9  P.  M. 
— Nov.  6,  “Management  of  the 
Hypertensive  Patient,”  Alfred  K. 
Pfister,  M.  D. 

Madison,  Boone  Co.  Health  Dept.  — 
Conference  Room,  2nd  Tuesday, 
7-9  P.  M.  — Nov.  12,  “Identifying 
High-Risk  Cancer  Individuals  & 
Maintaining  On-Going  Screening,” 
Steven  Jubelirer,  M.  D. 

Dec.  10,  “Early  Recognition  of  Dia- 
betic Retinopathy  & Latest  Modal- 
ities of  Treatment,”  Moseley  H. 
Winkler,  M.  D.* 

*A  special  program  co-sponsored 
by  the  WV  Diabetes  Assoc.  & par- 
tially funded  by  the  U.  S.  Centers 
for  Disease  Control. 

Oak  Hill,  Plateau  Vocational  Center 
(Oyler  Exit,  N 19)  4th  Tuesday, 
7-9  P.  M.  — Nov.  26,  “Update  In- 
fectious Diseases,  Especially  New 
Pneumonia  Strains,”  Patrick  Robin- 
son, M.  D. 

Dec.-Jan.  (vacation) 

Summersville,  Summersville  Memorial 
Hospital,  6:30-8:30  P.  M.  — Nov. 
18,  “Update:  Infectious  Diseases,” 
Elizabeth  Funk,  M.  D. 

W elch,  Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  P.  M.  — 
Nov.  20,  “Allergies  & Testing,”  L. 
Blair  Thrush,  M.  D. 

Dec.  18,  Alzheimer’s  Disease,” 
Albert  Heck,  M.  D. 

Jan.  (vacation) 

Whitesville,  Raleigh-Boone  Medical 
Center,  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — Nov. -Jan.  (vacation) 

Williamson,  Williamson  Memorial 
Hospital,  1st  Thursday,  6:30-8:30 
P.  M.  — Nov.  7,  “Update:  Anti- 
depressants,” David  Walker,  M.  D. 

Dec.  5,  “Pharmacology  of  Hyper- 
tension,” Stephen  Grubb,  M.  D. 

Jan.  (vacation) 


Revised  Rehab  Standards 
In  Accreditation  Manual 

The  Board  of  Commissioners  of  the 
Joint  Commission  on  Accreditation  of 
Hospitals  (JCAH)  has  adopted  re- 
vised and  expanded  Rehabilitation 
Services”  standards  for  inclusion  in 
the  1986  Accreditation  Manual  for 
Hospitals  ( AMH ) . The  standards  re- 
flect the  increase  in  the  scope  and  in- 
tensity of  rehabilitation  services  pro- 
vided by  acute  care,  rehabilitation, 
and  chronic  disease  hospitals.  They 
were  developed  with  the  help  of  a task 
force  of  experts  in  rehabilitation  care 
and  were  sent  for  field  review  to  more 
than  4,700  individuals  and  organiza- 
tions concerned  with  rehabilitation 
care. 

10  Services 

The  revised  and  expanded  stand- 
ards identify  and  provide  quality-of- 
care  guidelines  for  those  10  rehabilita- 
tion services  most  commonly  provided 
by  hospitals.  Those  standards  which 
are  new  cover  prosthetic  and/or  orth- 
otic  services,  psychological  services, 
recreational  therapy,  social  work  serv- 
ices and  rehabilitation  medicine.  Re- 
vised standards  include  occupational 
therapy,  physical  therapy,  vocational 
rehabilitation,  rehabilitation  nursing 
services  and  speech  pathology  and/or 
audiology  services.  For  each  of  these 
services,  the  standards  specify  rel- 
evant patient  care  activities  and  me- 
chanisms to  be  used  to  monitor  the 
quality  of  care  provided. 

The  revised  and  expanded  stand- 
ards also  provide  specific  require- 
ments that  programs  must  meet  to 
qualify  as  offering  “comprehensive” 
rehabilitation  services. 

The  new  “Rehabilitation  Services” 
chapter  appears  in  the  1986  AMH, 
which  was  published  in  October.  How- 
ever, to  allow  facilities  sufficient  adap- 
tation time,  new  elements  of  the 
standards  will  not  become  effective  for 
accreditation  decision  purposes  until 
July  1,  1986.  Until  then,  the  JCAH 
will  provide  recommendations  pertain- 
ing to  new  elements  in  the  standards. 
Contingencies  will  continue  to  be  giv- 
en, as  usual,  for  those  elements  of  the 
standards  that  remain  unchanged. 


Medical  Meetings 


Nov.  2— VVVSMA  Loss  Control  Seminar, 
Charleston. 

Nov.  2 —Laser  Surgery  Seminar  II  (Eye  & 
Ear  Clinic  of  Charleston,  WVU  Charles- 
ton Division),  Charleston. 

Nov.  2-8— Am.  Society  of  Clinical  Path- 
ologists, Las  Vegas. 

Nov.  5-10— Am.  Medical  Women’s  Assoc., 
San  Francisco. 

Nov.  10-14— Am.  College  of  Angiology, 
Hilton  Head  Island,  SC. 

Nov.  17-20— Southern  Medical  Assoc.,  Or- 
lando. 

Nov.  17-21— Am.  Public  Health  Assoc., 
Washington,  DC. 

Nov.  17-22— Radiological  Society  of  North 
Am.,  Chicago. 

Dec.  5-6— Am.  College  of  Chemosurgery, 
Las  Vegas. 

Dec.  7-12— Am.  Academy  of  Dermatology, 
Las  Vegas. 

Dec.  8-11— Interim  Meeting,  AMA  House  of 
Delegates,  Washington,  DC. 

Dec.  12-15— National  Kidney  Foundation, 
New  Orleans. 

1986 

Jan.  23-25— Neurosurgical  Society  of  the  Vir- 
ginias, Hot  Springs,  VA. 

Jan.  24-26— 19th  Mid-Winter  Clinical  Con- 
ference, Charleston. 

Feb.  20-25— Am.  Academy  of  Orthopaedic 
Surgeons,  New  Orleans. 

Feb.  21-23— Va.  Chapter,  Am.  Academy  of 
Pediatrics;  Va.  Pediatric  Society,  Wil- 
liamsburg. 

March  5-9— Am.  Medical  Student  Assoc., 
Washington,  DC. 

March  9-13— Am.  College  of  Cardiology, 
Atlanta. 

March  15-18— Southeastern  Surgical  Con- 
gress, Louisville,  KY. 

March  22-26— Am.  Academy  of  Allergy  & 
Immunology,  New  Orleans. 

April  3-6— Am.  College  of  Preventive  Medi- 
cine, Atlanta. 

Aprli  27-May  3— Am.  Academy  of  Neurolo- 
gy, New  Orleans. 

May  11-14— Am.  Thoracic  Society,  Kansas 
City,  MO. 

May  11-16— Am.  Society  of  Colon  & Rectal 
Surgeons,  Houston. 
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NOW  WHEN  YOU  ENTER 
THE  WORLD  OF 
BMW  SPORTS  SEDANS, 
YOU  CAN  BRING 
YOUR  ENTIRE  FAMILY. 

Typically,  2-door  sports  sedans  have  been  the  exclusive  province 
of  drivers  with  no  real  use  for  the  backseat. 

The  new  BMW  4-door;  3-Series  sports  sedans  have  opened  their 
doors  to  a more  diverse  group:  those  who  desire  exhilarating  perform- 
ance, but  have  something  special  to  put  in  the  backseat— a family. 

If  youd  like  to  test-drive  one  of  our  new  4-door  BMW's,  bring  your 
entire  family  to  visit  us. 


Harvey  Shreve,  Inc. 

ROUTE  60,  WEST  ST.  ALBANS  722-4900 


WVU  Medical 
Center  News 


Compiled  from  material  furnished  by  the 
Medical  Center  News  Service,  Morgantown. 
W.  Va. 


Memorial  Award  To  Honor 
Senior  Woman  Annually 

Editor’s  Note : See  obituary  in  this 
issue  of  The  Journal. 

WVU  School  of  Medicine  will 
honor  the  late  Ruth  Phillips  Trotter 
with  an  annual  award  to  its  outstand- 
ing senior  woman  medical  student 
beginning  next  spring. 

Doctor  Trotter  died  unexpectedly 
of  a heart  attack  on  August  24,  just 
eight  weeks  after  she  retired  following 
21  years  as  a faculty  member  in  the 
School  of  Medicine’s  Department  of 
Pediatrics. 

She  also  served  at  the  WVU  Medi- 
cal Center  as  Director  of  the  Cystic 
Fibrosis  Clinic  and  as  Associate  Di- 


Ruth  Phillips  Trotter,  M.  D. 


rector  of  the  Clinic  for  Children  with 
Developmental  Handicaps. 

Medical  Dean  Richard  A.  DeVaul, 
M.  D.,  said  a committee  will  be 
established  to  select  the  winner  of  the 
new  award  each  year.  A permanent 
plaque  in  the  Pediatrics  Department 
will  carry  names  of  winners,  each  of 
whom  also  will  receive  a certificate 
and  a cash  award. 

Doctor  Trotter,  who  received  her 
medical  degree  at  Johns  Hopkins  Uni- 
versity in  1948,  “was  always  a strong 
proponent  of  women  in  medicine,” 
said  William  A.  Neal,  M.  D.,  Chair- 
man of  Pediatrics  and  a colleague  of 
hers  for  a dozen  years. 

“She  served  on  the  admissions  com- 
mittee of  the  School  of  Medicine  for 
a number  of  years  and  encountered 
the  old  feeling  that  men  ‘gave  more 
to  the  profession’  because  women 
tended  to  drop  out  to  have  families,” 
Doctor  Neal  said. 

“She  didn’t  just  complain  about 
that  attitude,  she  did  something,”  he 
said.  “She  conducted  a mail  survey 
of  every  woman  graduate  of  the  WVU 
School  of  Medicine,  and  the  evidence 
refuted  the  stereotype. 

“She  found  that  a vast  majority  of 
the  women  were  working  productively 
in  the  medical  profession,  including 
those  who  had  children,”  he  said. 
Her  study  was  published  in  the  W est 
Virginia  Medical  Journal,  and  news- 
papers throughout  the  country  carried 
wire  service  accounts  of  her  findings. 

Doctor  Trotter  was  the  wife  of 
Dr.  Robert  Trotter,  a Morgantown 
ophthalmologist  who  served  15  years 
as  Chairman  of  that  specialty  in  the 
School  of  Medicine. 


Imuran  Believed  Useful 
In  Treatment  of  MS 

A few  months  ago  Delvin  Burns, 
who  has  multiple  sclerosis  (MS), 
could  not  walk  without  assistance. 
His  speech  and  his  mental  condition 
were  also  beginning  to  deteriorate. 
The  43-year-old  Parsons  native,  who 
has  had  MS  for  10  years,  was  entering 
a chronic  stage  of  the  disease  that  can 
be  rapidly  and  severely  disabling. 

Today  Burns  moves  about  his  home 
without  a walker  and  feels  his  balance 
is  improving.  His  speech  and  mental 
status  also  seem  better.  For  the  past 
three  months  he  has  been  taking 
Imuran,  an  immunosuppressive  medi- 
cation that  some  studies  have  shown 
slows  the  progression  of  MS. 

Burns"  physician  in  the  Department 
of  Neurology,  Alexander  L.  Corey, 
M.  D.,  believes  Imuran  can  be  quite 
useful  in  treating  MS. 

“After  reviewing  all  the  studies 
done  with  Imuran,  there  is  a strong 
indication  that  it  slows  the  progres- 
sion of  the  disease,”  he  said.  “It’s 
important  to  realize  that  it’s  not  a 
cure  but  that  it  is  worth  using  in 
selected  patients  because  it  keeps  them 
as  functional  as  possible  without  some 
of  the  side  effects  of  other  im- 
munosuppressive drugs. 

“It  is  important  to  note  that  the 
use  of  immunosuppressive  drugs  in 
the  treatment  of  MS  isn’t  experi- 
mental,” Doctor  Corey  continued. 
“They  have  been  used  for  the  past 
20  years. 

“However,  there  is  still  a contro- 
versy over  their  use  because  of  the 
short-term  effects  which  may  include 
bladder  irritations,  diarrhea,  hair 
loss,  bone  marrow  suppression  or 
anemia  . . .” 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work  by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


TOWER 


O F 


STRENGTH 


. . . “and you 
thought  you’d 
gone  as  far  as 
you  could  go.” 


INTRODUCING 
One  Financial  Place." 

Where  your  success  is  just 
the  startin3  point. 

Your  position  in  life  is  enviable.  But  you 
face  complex  financial  decisions.  And,  find 
yourself  asking  if  there  is  somewhere  to  go 
for  help. 

There  is. 

One  Financial  Place,  the  Financial  and 
Trust  Services  Group  of  Kanawha  Valley  Bank. 
A group,  unlike  any  other  in  West  Virginia, 
designed  exclusively  for  the  successful,  like 
yourself,  who  seek  a single  comprehensive 
source  of  financial  information  and  assistance. 

At  One  Financial  Place  we  can  help  you 
make  the  most  of  your  success  by  offering 
you  a personalized  relationship  based  on 
strategies  that  reflect  your  attitudes  and 
objectives.  Asset  and  investment  manage- 
ment, financial  planning,  trust  administration, 
retirement  planning  and  other  specialties  to 
suit  your  needs.  We  operate  quickly,  indepen- 
dently and  objectively  to  keep  you  in  control 
of  your  finances. 

Ifyou  want  to  turn  financial  opportunities 
into  profitable  realities,  call  One  Financial 
Place  at  (304)  348-7081. 

One  Financial  Place.  Where  success  is  just 
the  beginning. 


© Kanawha  Yhlley  Bank 

A One  Valley  Bank 

Box  I 703  • Charleston  WVA  2 S 326  • Member  FDIC 
THREE  CONVENIENT  IOC  AT  IONS 

Downtown,  One  Valley  Square  at  Summers  and  lee  304  348  7000 
Kanawha  City.  5 7rh  MacCorMe  ar  Kanawha  Wall  304  3 48  l I 7 7 
West  Charleston  r,in,  l wai.  - >n/ 1 -4^0 


If  my  doctor  hadn’t  recommended 
Harmarville,  I might  still  be  in 
a wheelchair  today.” 


Pfil 


He  knew  I was  determined  to  walk 
again.  But  running,  doing  aerobics 
and  skiing  is  more  than  I expected.  And 
returning  to  school  was  a dream  come  true.” 
Fortunately  for  Susan,  her  doctor  knew 
that  Harmarville’s  Head  Injury  Program 
has  the  expertise  and  experience  to  help 
her  return  to  the  life  she  knew  before 
the  accident. 

Susan  was  a sophomore  in  nursing 
school  when  she  suffered  a broken  hip 
and  a severe  blow  to  the  right  side  of  her 
head  in  an  automobile  accident.  She  was 
in  a coma  for  three  weeks. 

When  she  came  to  Harmarville,  she  was 
in  a wheelchair,  unable  to  bear  weight  on 
her  left  leg.  Her  injured  brain  prevented 
her  left  hand  and  arm  from  working 
properly.  She  had  also  lost  all  of  her 
short  term  memory. 

We  treat  the  total  person.  Susan's 
rehabilitation  involved  a variety  of  pro- 
grams. Her  left  hand  and  arm  were 
retrained  through  occupational  therapy. 
Other  specialized  services  helped 
regain  her  memory  and  improve  her  ability 
to  communicate,  understand  and  follow 
directions.  Physical  therapy  helped  to 
return  strength  to  her  legs  and  hip. 

After  only  one  month  at  Harmarville, 
Susan  was  using  her  left  hand  to  paint 
her  fingernails.  She  now  remembers 
what  she  had  learned  in  college.  And, 
when  she  left  Harmarville,  she  walked. 

Is  less  effort  acceptable?  Susan  and 
her  doctor  didn’t  think  so.  And  we  at 
Harmarville  agree;  only  the  best  care  pos- 
sible will  do  when  someone’s  life  is  at  stake. 

For  information  on  our  programs,  please 
call  Lynn  McMurdo,  Director  of  Admissions, 
(412)781-5700  (ext.  296). 

tVe  add  life  to  years 

HARMARVILLE  REHABILITATION 
CENTER,  INC. 

P.O.  Box  1 1 460,  Guys  Run  Road 
Pittsburgh,  PA  1 5238 


Obituaries 


GEORGE  R.  CLARKE,  M.  D. 

Dr.  George  R.  Clarke,  Wheeling 
orthopedic  surgeon,  died  on  Septem- 
ber 19  in  a Wheeling  hospital.  He 
was  68. 

Doctor  Clarke’s  sub-specialty  was 
reconstructive  hand  surgery. 

Born  in  Wheeling,  he  was  graduat- 
ed from  West  Virginia  University, 
and  received  his  M.  D.  degree  in  1941 
from  Western  Reserve  University.  He 
interned  at  Allegheny  General  Hos- 
pital in  Pittsburgh,  and  took  his  resi- 
dency at  Columbia  Hospital  and  Mil- 
waukee Children’s  Hospital. 

A veteran  of  World  War  II,  Doctor 
Clarke  was  an  honorary  member  of 
the  Ohio  County  Medical  Society, 
West  Virginia  State  Medical  Associa- 
tion and  American  Medical  Associa- 
tion. 

Surviving  are  the  wife,  a son,  two 
daughters,  and  a sister. 


WIRT  L.  DAVIS,  M.  D. 

Dr.  Wirt  L.  Davis,  Jr.,  of  Summer- 
ville, South  Carolina,  formerly  of 
Charleston  and  South  Charleston,  died 
on  October  1 at  his  home.  He  was 
65. 

Doctor  Davis  was  an  orthopedic  sur- 
geon and  was  on  the  staff  at  Thomas 
Memorial  Hospital  in  South  Charles- 
ton from  1973  until  his  retirement  in 
September.  In  1983,  he  was  named 
President  of  the  hospital’s  staff,  and 
served  on  the  board  of  trustees.  He 
also  maintained  a private  practice  in 
South  Charleston. 

Doctor  Davis,  born  in  Louisville, 
Kentucky,  was  graduated  from  Fur- 
man University,  and  received  his 
M.  D.  degree  in  1943  from  the  Medi- 
cal College  of  Virginia. 

He  did  his  postgraduate  work  at 
Grady  Memorial  Hospital  in  Atlanta 
and  at  Veterans  Administration  Medi- 
cal Center  in  Martinsburg.  He  also 
completed  postgraduate  work  at  Tem- 
ple University,  New  York  University 
and  Northwestern  University. 

Doctor  Davis  was  a Fellow  of  the 
American  College  of  Surgeons  and  the 
American  Academy  of  Orthopaedic 
Surgeons. 


He  was  a member  of  the  Kanawha 
Medical  Society,  West  Virginia  State 
Medical  Association  and  American 
Medical  Association. 

Surviving  are  the  wife,  Mrs.  Claire 
Conley  Davis;  a son,  Thomas  Davis 
of  Roanoke,  Virginia,  and  a sister, 
Mrs.  Doris  Rogdon  of  Nashville, 
Tennessee. 


GEORGE  M.  LYON,  M.  D. 

Word  recently  was  received  by  The 
Journal  of  the  death  of  Dr.  George  M. 
Lyon,  formerly  of  Huntington,  on 
May  5 in  Delray  Beach,  Florida.  He 
was  90. 

A pediatrician,  Doctor  Lyon  was 
President  of  the  Cabell  County  Med- 
ical Society  in  1940-41. 

He  was  Chairman  of  the  WVSMA 
Committee  on  Postgraduate  Clinic  Ed- 
ucation, 1936-42;  Chairman  of  the 
Section  on  Pediatrics,  Southern  Med- 
ical Association,  1942;  member  of  the 
Joint  Committee  on  Health  Problems, 
American  Medical  Association  and 
National  Education  Association,  1940- 
50  (Chairman,  1949-50);  Fellow, 
American  College  of  Physicians,  and 
Fellow,  American  Academy  of  Pedi- 
atricians. 

A Navy  veteran  of  World  War  II, 
Doctor  Lyon  was  a member  of  a num- 
ber of  medical-military  groups,  and 
was  special  lecturer  to  the  Naval  Med- 
ical School  in  Bethesda,  Maryland. 

Born  in  Union  City,  Pennsylvania, 
he  was  graduated  from  Denison  Uni- 
versity. and  received  his  M.  D.  degree 
in  1920  from  Johns  Hopkins. 

Doctor  Lyon  was  an  honorary  mem- 
ber of  the  Cabell  County  Medical  So- 
ciety, West  Virginia  State  Medical 
Association  and  American  Medical 
Association. 


JOSEPH  S.  MAXWELL,  M.  D. 

Dr.  Joseph  S.  Maxwell  of  Orlando, 
Florida,  formerly  of  Fairmont,  died 
on  September  9 in  Orlando.  He  was 
94. 

An  ophthalmologist.  Doctor  Max- 
well was  one  of  the  founders  of  the 
Union  Rescue  Mission  in  Fairmont. 
At  one  time,  he  and  his  late  wife  were 
Presbyterian  missionaries  to  Ethiopia. 
They  retired  to  Florida  in  1970. 

Born  in  Beaver  Falls,  Pennsylvania, 
he  was  graduated  from  Muskingum 
College,  and  received  his  M.  D.  degree 


in  1919  from  the  University  of  Pitts- 
burgh. 

Doctor  Maxwell  was  an  honorary 
member  of  the  Marion  County  Medi- 
cal Society,  West  Virginia  State  Medi- 
cal Association  and  American  Medical 
Association. 

Survivors  include  three  daughters, 
Mrs.  Robert  Harmeling  of  Orlando, 
with  whom  he  made  his  home;  Mrs. 
Gordon  Marshall  of  Edenvale,  South 
Africa,  and  Mrs.  Malcolm  Vandevort 
of  Kittaning,  Pennsylvania;  and  one 
son,  Dr.  James  H.  Maxwell  of  Colo- 
rado Springs. 


ROSS  E.  NEWMAN,  M ,D. 

Dr.  Ross  E.  Newman  of  Beckley,  a 
surgeon,  died  on  September  17  in  a 
local  hospital.  He  was  80. 

Doctor  Newman,  born  in  Dugspur, 
Virginia,  served  two  terms  on  the 
West  Virginia  Board  of  Medicine,  and 
was  a member  of  the  staff  at  Beckley 
Hospital  and  Wyoming  General  Hos- 
pital in  Mullens. 

A Fellow  of  the  American  College 
of  Surgeons,  he  was  a member  of  OH9 
Regional  Health  Council,  the  Wyom- 
ing County  Medical  Society,  West 
Virginia  State  Medical  Association 
and  American  Medical  Association. 

Survivors  include  the  wife,  Mrs. 
Claudeis  Newman;  a daughter,  Mrs. 
Claudeis  Selby  of  Los  Angeles;  three 
brothers.  Roby  Newman,  Pulaski,  Vir- 
ginia; Wert  Newman,  Beckley,  and 
Price  Newman,  Danville,  Virginia, 
and  a sister,  Elva  Newman  of  Beckley. 


RUTH  PHILLIPS  TROTTER,  M.  D. 

Dr.  Ruth  Phillips  Trotter,  Morgan- 
town pediatrician,  died  on  August  24 
at  her  home.  She  was  64. 

Born  in  Johannesburg,  South  Afri- 
ca, Doctor  Phillips  was  graduated 
from  Mt.  Holyoke  College,  and  receiv- 
ed her  M.  D.  degree  in  1948  from 
Johns  Hopkins  Llniversity. 

She  interned  at  Vancouver  General 
Hospital  in  Vancouver,  British  Co- 
lumbia, Canada,  took  a residency  in 
pediatrics  at  the  Harriet  Lane  Home, 
Johns  Hopkins  Hospital,  and  then 
spent  three  years  in  pediatric  oncology 
at  the  Children’s  Cancer  Research 
Foundation  (“Jimmy  Fund”)  at  Har- 
vard University. 

(Continued  on  Page  xxii) 
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GROUP  INSURANCE  SPONSORED 
BY  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION  FOR 
MEMBERS  AND  THEIR  EMPLOYEES 


McDonough  Caperton  Shepherd  Association  Group  ad- 
ministers group  insurance  at  a substantial  savings  for 
members,  their  families,  and  their  employees  on  behalf  of  the 
West  Virginia  State  Medical  Association. 


McDonough 

Caperton 

Shepherd 

Association 

Group 


Our  Group  Plans  include 

• Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  income  up  to  $500  a week  when  you 
are  disabled. 

• $1,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1,000,000  per  person.  Choice 
of  deductibles  ($100-$250-$500-$1 ,000).  Employees  are  eligible. 

• Hospital  Money  Plan 

Pays  up  to  $100  a day  when  you  or  a family  member  is  hospital- 
ized. 

• Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for  spouses,  and  $10,000 
for  children.  Employee  may  apply  for  up  to  $100,000. 

• $100,000  Accidental  Death  & Dismemberment  Insurance 

Around  the  clock  protection  — 24  hours  a day . . . 365  days  a year 
. . . worldwide. 

• Office  Overhead  Disability  Plan 

Pays  your  office  expenses  up  to  $5,000  per  month  while  you  are 
disabled. 

• Professional  Liability  Insurance 


SEND  THE  COUPON  BELOW  OR  CALL  TOLL-FREE  1-800-642-3088 


Please  send  me  more  information  about  the  plan(s)  I have  checked  which  are  endorsed  by  the  West  Virginia 
State  Medical  Association. 


Name 


Address 


City/State 


Zip 


Business  Telephone 


□ Long  Term  Disability  Income  Protection 

□ $1 ,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & Dismemberment  In- 
surance 

D Office  Overhead  Disability  Plan 

□ Professional  Liability  Insurance 


Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 


County  Societies 


CABELL 

The  Cabell  County  Medical  Society 
met  on  September  12. 

The  WVSMA  Key  Contact  program 
was  explained  by  Dr.  Bruce  A.  Rat- 
cliff, President. 

Several  possible  health  care  delivery 
plans  which  could  be  implemented  by 
the  Society  were  discussed  at  length. 
A committee  will  be  appointed  to 
make  a recommendation  to  the  So- 
ciety.— Tara  Sharma,  M.  D.,  Secre- 
tary.   

FAYETTE 

The  Fayette  County  Medical  So- 
ciety met  on  September  4 at  Mont- 
gomery General  Hospital. 

The  guest  speaker  was  Dr.  Ed- 
mundo  E.  Figueroa,  Charleston  car- 
diologist, who  gave  an  excellent  pres- 
entation on  “Rheumatic  Valvular  Dis- 
ease.” — Saghir  R.  Mir,  M.  D.,  Sec- 
retary / T reasurer . 


MINGO 

The  Mingo  County  Medical  Society 
met  on  September  11  at  Williamson 
Memorial  Hospital. 

Dee  Crabtree  of  Charleston, 
WVSMA  Manager  of  Government  Re- 
lations, was  the  guest  speaker.  She 
discussed  the  legislative  and  other 
plans  of  the  State  Association,  stress- 
ed the  importance  of  political  involve- 
ment, encouraged  WESPAC  member- 
ship and  the  growth  of  our  new  county 
auxiliary,  and  covered  the  state  mal- 
practice insurance  crisis. — Diane  E. 
Shafer,  M.  D.,  Secretary /Treasurer. 


WESTERN 

Dr.  Mahendra  Patel,  Charleston 
pulmonary  disease  specialist,  was 
guest  speaker  for  the  Western  Medical 
Society  on  September  10  in  Spencer 
at  Roane  General  Hospital. 

Doctor  Patel  gave  a comprehensive 
and  practical  review  of  C.O.P.D.  and 
its  treatment. 

The  Society  approved  a motion  to 
invite  the  State  Insurance  Commis- 
sioner to  a meeting  to  discuss  the 
problems  rural  doctors  have  with  mal- 
practice insurance. — Ali  H.  Morad, 
M.  D.,  Secretary. 


STATEMENT  REQUIRED  BY  THE  ACT  OF 
OCTOBER  23,  1962;  SECTION  4369,  TITLE  39, 
UNITED  STATES  CODE  SHOWING  THE 
OWNERSHIP,  MANAGEMENT  AND  CIRCULA 
TION  OF  THE  WEST  VIRGINIA  MEDICAL 
JOURNAL. 

The  West  Virginia  Medical  Journal  is  published 
monthly  at  4307  MacCorkle  Avenue,  S.  E.,  Charles 
ton,  West  Virginia  25304. 

The  names  and  addresses  of  the  publisher,  editor 
end  managing  editor  are:  Publisher,  the  West 

Virginia  State  Medical  Association,  Box  4106, 
Charleston,  WV  25364;  Editor,  Stephen  D.  Ward, 
M.  D.,  The  Wheeling  Clinic,  Wheeling,  WV 
26003;  and  Managing  Editor,  Mr.  Custer  B. 
Holliday,  Box  4106,  Charleston,  WV  25364. 

The  known  bond  holders,  mortgages,  and  other 
security  holders  owning  or  holding  one  per  cent 
or  more  of  total  amount  of  bonds,  mortgages  or 
other  securities  are:  None. 

The  average  number  of  copies  each  issue  during 
preceding  twelve  months  are:  (A)  Total  number 

of  copies  printed:  2,778  (B  1)  Paid  circulation 
through  dealers  and  carriers,  street  vendors  and 
counter  sales:  None;  (B  2)  Paid  circulation 

through  mail  subscriptions:  2,166;  (C)  Total  paid 
circulation:  2,166;  (D)  Free  distribution  by  mail, 
carrier,  or  other  means:  528,  (E)  Total  distribu- 
tion: 2,694;  (F  1)  Office  use,  left-over  un- 

accounted, spoiled  after  printing:  84;  (F  2)  Copies 
distributed  to  news  agents,  but  not  sold:  None; 

end  (G)  Total  2,778. 

I certify  that  the  statements  made  by  me  above 
are  correct  and  complete. 

(Signed)  Custer  B.  Holliday, 
Managing  Editor 

OBITUARIES — Continued 

Doctor  Phillips  married  Dr.  Robert 
Trotter,  Morgantown  ophthalmologist, 
in  1956,  and  came  to  Morgantown  in 
1961  where  she  practiced  pediatrics 
for  a brief  period  while  associated 
part-time  with  the  Department  of  Ped- 
iatrics at  West  Virginia  University 
School  of  Medicine. 

Later  she  became  a full-time  faculty 
member  and  was  made  Associate  Pro- 
fessor of  Pediatrics  in  1969.  She  re- 
tired from  the  faculty  June  30,  1985. 

Doctor  Phillips  was  a member  of 
the  Monongalia  County  Medical  So- 
ciety and  the  West  Virginia  State 
Medical  Association. 

Surviving  in  addition  to  the  hus- 
band are  two  brothers,  Dr.  John 
Phillips,  Professor  of  Radio  Astrono- 
my at  the  University  of  California, 
and  Dr.  James  Phillips,  a nuclear 
physicist  at  Los  Alamos,  New  Mexico. 


Language  Recovery 

Language  deficits  are  reduced  more 
rapidly  and  more  completely  than  are 
cognitive  deficits  in  patients  with  sub- 
cortical stroke,  according  to  a study 
in  the  October  Archives  of  Neurology. 


Need  A 
Temporary 
Physician? 

You  can  take  time  off 
while  your  practice 
keeps  working! 

Lease  CompHealth 
physicians  for  your 
vacations,  CME’s  or  for 
supplementary  help. 

★ 

Want  Free  Time 
While  You 
Practice 
Medicine? 

Join  CompHealth’s 
Locum  Tenens 
Physician  Group. 

★ 

For  further  information 
about  temporary  coverage 
or  locum  tenens  practice 
opportunities, 
call: 

412/741-3310 

*jg  CompHealth 

A Physician  Group 

★ 

WILSON  ROSS, 
Regional  Administrator 

114  Centennial  Avenue 
Sewickley,  PA  15143 
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The  Eye  and  Ear  Clinic  of  Charleston,  Inc. 

1306  Kanawha  Boulevard,  East  • P.  O.  Box  2271 
Charleston,  WV  25328  • Phone  (304)  343-4371 

Toll  Free:  1-800-642-3049 


A 35-BED  HOSPITAL 

ACCREDITED  BY  JCAH 
AND  APPROVED  BY  MEDICARE  & MEDICAID 

OPHTHALMOLOGY 

OTOLARYNGOLOGY 

HEAD  & NECK  SURGERY 


A New  Commitment  to  Quality  Care  . . . Every  Day! 


Eye,  Ear,  Nose  & Throat 


Physicians  & Surgeons  of  Charleston,  Inc. 


(Formerly  A Division  of  the  Eye  & Ear  Clinic  of  Charleston,  Inc.) 

1306  KANAWHA  BOULEVARD,  EAST  • P.  O.  BOX  3107 
CHARLESTON,  WV  25331  • PHONE:  (304)  343-4371 
Toll  Free:  1-800-642-3049 


OPHTHALMOLOGY 

Milton  J.  Lilly,  Jr.,  M.D. 
Robert  E.  O’Connor,  M.D. 
Moseley  H.  Winkler,  M.D. 
Samuel  A.  Strickland,  M.D 
James  W.  Caudill,  M.D. 


E.E.N.T. 

John  A.  B.  Holt,  M.D. 


OTOLARYNGOLOGY 
HEAD  AND  NECK 
SURGERY 

Romeo  Y.  Lim,  M.D. 

Nabil  A.  Ragheb,  M.  D. 

R.  Austin  Wallace,  M.D. 


(ALL  PHYSICIANS  ARE  BOARD  CERTIFIED) 


CATARACT  SURGERY  (INTRAOCULAR  LENSES) 
RETINAL  & VITREOUS  SURGERY 
CORNEAL  TRANSPLANTS 
OPHTHALMIC  PLASTIC  SURGERY 
FLUORESCEIN  ANGIOGRAPHY 
KRYPTON/ARGON  LASER  PHOTOCOAGULATION 
STRONTIUM  90  BETA  IRRADIATION 
ORTHOPTICS 

ULTRASOUND  (A  & B SCAN) 


HEAD  AND  NECK  SURGERY 
MAXILLO-FACIAL  PLASTIC  SURGERY 
RECONSTRUCTIVE  SURGERY 
ENDOSCOPY 

COs  LASER  AND  DERMATOLOGICAL  ARGON  LASER 

SPEECH  THERAPY 

AUDIO  VESTIBULAR  LABORATORY 

ALLERGY 
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There  are  lots  of  ways  to  make  money.  But  there's 
really  only  one  way  to  keep  it.  And  make  it  grow. 

You  have  to  have  a plan.  An  investment  plan. 

The  only  problem  is,  planning  takes  a lot  of  time. 

And  let's  face  it,  after  working,  throwing  a meal  together, 
reading  the  paper,  playing  with  the  kids,  walking  the  dog, 
and  mowing  the  lawn . . . who  has  time  left  over  to  spend 
thinking  about  investments? 

We  do.  Because  that's  our  job. 

At  Parker/Hunter,  whether  you  have  a little 
money  or  a lot,  the  first  thing  we  do  is  help  you  develop 
an  investment  plan.  A plan  to  help  you  keep  the  money  you 
make . . . and  make  more  from  the  money  you  keep. 

A plan  that  establishes  goals  and  objectives  that 
make  sense  for  you.  And  only  you. 

Then,  it's  on  to  the  fun  part. 

Because  once  we  know  where  you  want  to  go, 
we  can  help  you  make  the  right  investment  decisions  to 
put  you  where  you  ought  to  be. 

Get  started  today  with  a phone  call  or  visit  to  your 
local  Parker/Hunter  office. 

Have  we  got  plans  for  you. 

PARKER/ HUNTER 

We  just  might  he  the  most  important  part 
of  your  investment  portfolio. 

Clarksburg:  304/624-7444  ,WV  Toll  Free  800/352-8070 

Morgantown.  304/296-9133,  WV  Toll  Free  800/352-2519 

Parkersburg:  304/422-8405,  WV  Toll  Free  800/642-1984 


Introducing  TIPS 

The  Total  Information 
For  Physicians  System 

A COMPLETE  MEDICAL  OFFICE 
MANAGEMENT  SYSTEM 


OUR  COMMITMENT/ 

YOUR  SOLUTION 

THE  MCDONOUGH  CAPERTON 
INSURANCE  GROUP  has  always 
been  responsive,  productive  and 
innovative.  No  other  privately- 
owned  insurance  company  has 
grown  so  much  to  meet  the  needs 
of  clients,  insureds  and  now,  pro- 
viders of  health  care  services. 

PRICE  PERFORMANCE 

At  McDonough  Caperton  Systems 
we  have  a strategy  that  works.  We 
have  combined  superior  technology 
and  proven  programming  to  create 
the  most  efficient  and  practical 
medical  office  management  system 
available  to  a group  or  an  individual 
practice.  We  selected  the 
IBM  A/T  personal  computer 
because  of  its  dependability,  great 
storage  capacity,  and  unequaled 
responsiveness.  Our  Software  is 
TIPS  (Total  Information  for  Phys- 
icians) and  was  selected 
because  of  the  engineered  re- 
search which  created  it  and  the 
incredible  benefit  it  gives  the  user. 
TIPS  provides  the  user  with  a 
custom  system,  a choice  of  function 
levels,  and  a choice  of  investment 
costs.  To  these  we  add  total  hard- 
ware and  software  support  for  the 
life  of  the  system.  It’s  a simple 
strategy  that  works  and  is  working 
with  individual  and  group  practices 
in  West  Virginia  and  across  the 
United  States. 


Personal 

Computers 


The  comprehensive  clinical  and 
management  solution  for  today’s 
doctor  features: 

• Patient  Past  History/Lab  Results/ 
Treatment  Information 

• Statistical  Retrieval  and  Analysis  of 
Medical  Information 

• Patient  Billing  Preparation 

• Aged  Account  Information 

• Complete  Financial  and  Management 
Reporting 

• Insurance  Forms  Preparation 

• Scheduling  Functions 

• Hospital  Census 

• Electronic  Claims  Submission 

• Word  Processing 

• Tailoring  by  Specialty 

• “Password”  Security  Protection 

• Remote  access,  including  master 
ON/OFF  capability. 

A COMPLETE  SYSTEM 

In  addition  to  the  IBM  Personal 
Computer  and  TIPS  software,  we 
install  the  printer  of  your  choice 
with  draft  and  letter  quality  print, 
a fast  modem  for  telephone  data 
transmission  and  access  to  medical 
and  financial  services.  We  install 
your  system  with  a structured  train- 


ing program  for  your  office  staff 
and  ongoing  customer  support. 

We  also  include  an  onsite  service 
contract  plus  a special  telephone 
response  line  available  during 
business  hours. 

FILL  OUT  YOUR  LAST 
CLAIM  FORM 

Just  as  direct  communication 
between  people  is  preferred  for 
accuracy,  computer-to-computer 
communication  reduces  the 
potential  for  errors  and  delays. 
Electronic  submission  of  claims  to 
more  than  one  payor  is  possible 
with  TIPS  using  phone  line  trans- 
mission or  floppy  diskette.  You 
may  also  purchase  a stand  alone 
electronic  claims  submission 
package  independent  of  the  office 
management  program  and  still 
receive  claims  payment  within 
10  days. 

For  More  Information: 

Call  us  at  1-800-344-5139  or  at 
346-0611  in  Charleston.  We’re 
your  systems  analyst  and  welcome 
your  questions.  Our  job  is  to  help 
you  reduce  your  paperwork,  in- 
crease your  productivity  and 
improve  your  cash  flow. 


McDonough 

Caperton 

Systems 


P.  O.  Box  1551 
Charleston,  W.  Va.  25326 
Bradley  E.  Layne,  Pres. 


Physicians  & Health 

Professionals 


Physicians  and  health  professionals:  Examine 
career  opportunities  in  Air  Force  health  care.  You’ll 
have  access  to  the  most  advanced  technology  and 
developments  in  medicine.  Your  colleagues  will  be 
highly  respected  professionals.  And  you  will  have 
numerous  opportunities  for  career  growth. 

We  can  offer  you  a guaranteed  income,  challenging 
assignments  and  a perfect  balance  between  work 
time  and  free  time. 

To  find  out  more  about  Air  Force  medicine,  contact: 


Clarksburg 
SSgt.  Monty  Self 
296-4139 


Charleston 

Capt.  George  Berberich 
121  Wyck  St.,  Suite  307C 
Richmond,  VA  23225 


A great  way  of  life. 


We’ve 
made  a 
career 
out  of 
retirement 
planning, 
so  yon  don’t 
have  to 


Did  you  know  that  one-half  of  your 
Social  Security  can  be  taxed  if 
your  adjusted  gross  income  plus 
interest  from  tax-exempt  bonds 
exceeds  $25,000  or  $32,000  for 
married  couples? 

. . . that  pension  payouts  are 
generally  taxed  as  ordinary 
income;  however,  lump  sum 
distributions  receive  special  tax 
treatment? 

. . . that  a Flexible  Trust  is  one 
of  the  most  versatile  means  ever 
devised  for  preserving  and 
protecting  financial  independence 
- and,  you  don’t  need  to  be  a 
millionaire  to  get  one,  and  you 
don’t  need  to  tie  up  your  money? 

Well  those  are  just  a few  of  the 
things  that  affect  how  you  plan 
your  retirement,  and  a few  of  the 
ways  the  Retirement  Planning 
Experts  at  The  National  Bank  of 
Commerce  can  help  you  create 
your  own  security  - retirement 
security  that  can  help  you  feel 
more  secure  right  now. 

Yours  will  be  among  the  most 
affluent  generations  ever  to  retire. 


And  your  generation  has  more 
retirement  planning  options  than 
ever  before,  too. 

So  take  advantage  of  the 
knowledge  and  experience  The 
National  Bank  of  Commerce  offers 
in  helping  you  soundly  invest  for 
retirement  the  money  you’ve  earned 
during  your  career. 

Keeping  up  with  all  the 
legislation  affecting  retirement 
planning  would  force  you  to  make 
a career  out  of  it.  So  trust  the 
experts  who  have.  Help  yourself 
to  some  helpful  advice  on  living 
trusts  and  other  estate  planning 
methods  available  from  The 
National  Bank  of  Commerce. 


The  National 
Bank  of 
Commerce. 


Setting 

The 

Pace 

For 

Your 

Better 

Tomorrows 


Trust  Division  348-4535 
One  Commerce  Square 
Charleston,  WV  25322 

Member  FDIC 


Neurologist  — a physician  specializing  in  neurology. 

Orthopedist  — a physician  specializing  in  orthopedics. 

Pediatrician  — a physician  specializing  in  pediatrics. 

ALPHA  ASSOCIATES  — a West  Virginia  architectural  and 
engineering  firm  specializing  in  medical  facilities  including 
the  new  WVU  Hospital. 

G3 

[JylJ  ALPHA  ASSOCIATES,  IflCORPORATED 

ARCHITECTURE  • ENGINEERING  • DESIGN 

P.O.  Box  1250  209  Prairie  Ave.,  Suite  209 
Morgantown,  WV  26505  304-296-8216 


EYE  PHYSICIANS  AND  SURGEONS 

Richard  C.  Rashid,  M.D.  Muhib  S.  Tarakji,  M.D. 


"Specializing  in  Family  Eye  Care" 


Cataract  Surgery 


Laser  Surgery 


Pediatric  Vision  Care 


Dry  Eye  Specialists 


415  Morris  Street,  Suite  100,  General  Medical  Pavilion,  CHARLESTON,  W V 25301 
424  Division  Street,  SOUTH  CHARLESTON,  WV  25309 
Telephone:  (304)  768-7371  • Toll-free  (in  WV)  1-800-642-EYES 


HIGHLAND  HOSPITAL 

56TH  & NOYES  AVE.,  S.E. 
CHARLESTON,  W.  VA.  25304 
925-4756 


MEDICAL  STAFF 

ADULT  PSYCHIATRY 


Charles  C.  Weise,  M.  D.  925-2159 

Thomas  S.  Knapp,  M.  D.  768-1212 

Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  Jr.,  M.  D.  925-0349 

Lee  L.  Neilan,  M.  D.  925-0349 

Edmund  C.  Settle,  Jr.,  M.  D.  . 925-0624 

Gina  Puzzuoli,  M.  D.  925-6914 

John  P.  MacCallum,  M.  D.  925-6966 

Sid  Lerfald,  M.  D.  925-0004 

Elma  Bernardo,  M.  D.  768-1212 

Steve  Kissinger,  M.  D.  925-6966 

CHILD  PSYCHIATRY 

Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  Jr.,  M.  D.  925-0349 

John  P.  MacCallum,  M.  D.  925-6966 


Psychiatric  treatment  for  the  emotionally 
disturbed  children  ages  5 to  13  now  avail- 
able in  new  children’s  pavilion.  Separation 
maintained  from  adult  psychiatric  care 
unit.  Now  available  also:  primary  psychi- 
atric care  for  older  adults  in  separate  unit. 
All  programs  offer: 

• Crisis  Intervention 

• Group  Therapy 

• Psychotherapy 

• Activities  & Recreational  Therapies 

• Skilled  Attention  to  Family,  Marital,  and 
Individual  Emotional  Problems 

• Special  Care  for  the  Acutely  Disturbed 
Patient 

• Staffed  by  Qualified  Psychiatrists  and 
Medical  Consultants 

• Schooling  Provided  on  Children’s  Pa- 
vilion 

• Serving  the  Community  for  Over  30 
Years 
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Among  so  many  once-daily 
antihypertensives, 
only  one  can  offer  so  much*** 


© 1985  Ayerst  Laboratories 


Introducing 

The  standout 


_ Once-daily  _ _ 

InderideLA 


The  world’s  leading  beta  blocker 
and  diuretic-fbr  once-daily 
convenience  without  compromise 


When  selecting  other  once-daily  agents,  physicians  may  have  to  compromise 
either  their  choice  of  beta  blocker  or  diuretic.  With  INDERIDE®  LA,  physicians 
have  the  agents  most  widely  prescribed  worldwide— INDERAL®  and  hydro- 
chlorothiazide—with  the  convenience  of  once-daily  dosage. 

24-hour  blood  pressure  control  with  the 
broad  benefits  of  INDERAL  (propranolol  HCI) 

The  controlled-release  delivery  system  of  INDERIDE  LA  provides  24-hour  beta 
blockade  and  the  broad  cardiovascular  benefits  of  INDERAL  with  a single  daily 
dose.  Compliance  is  enhanced  because  once-daily  administration  fits  easily  into 
patients?  daily  routines. 

Plus  standard-release  hydrochlorothiazide, 
the  thiazide  of  choice  for  comfortable 
morning  diuresis 

Hydrochlorothiazide  is  the  world’s  most  widely  prescribed  antihypertensive 
diuretic.  When  taken  in  the  morning,  INDERIDE  LA  provides  comfortable 
morning  diuresis.  Each  dosage  strength  of  INDERIDE  LA  contains: 

-one  of  the  three  most  widely  prescribed  dosage  strengths  of  INDERAL®  IA— 

80  mg,  120  mg,  or  160  mg  and 

—an  established,  effective  daily  dose  of  standard-release  hydrochlorothiazide— 


» 


Once-daily 

INDERIDE  L A 


Convenience  without  compromise 
One  capsule-Once  daily 


♦The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 


V 


80/50  120/50 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 

INDERIDE " LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and 


HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

No  455 — Each  INDERIDE®  LA  80/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA)  80  mg 

Hydrochlorothiazide  50  mg 

No  457 — Each  INDERIDE®  LA  120/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA)  120  mg 

Hydrochlorothiazide  50  mg 

No  459 — Each  INDERIDE®  LA  160/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA)  160  mg 

Hydrochlorothiazide  50  mg 


INDERIDE  LA  is  indicated  in  the  management  of  hypertension 

This  fixed-combination  drug  is  not  indicated  for  initial  therapy  of  hypertension.  If 
the  fixed  combination  represents  the  dose  titrated  to  the  individual  patient’s  needs, 
therapy  with  the  fixed  combination  may  be  more  convenient  than  with  the  separate 
components. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®): 

Propranolol  is  contraindicated  in  1)  cardiogenic  shock.  2)  sinus  bradycardia  and  greater  than 
first  degree  block,  3)  bronchial  asthma.  4)  congestive  heart  failure  (see  WARNINGS)  unless  the 
failure  is  secondary  to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide: 

Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®): 

CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  supporting  circulatory 
function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in  overt  congestive 
heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of 
failure  who  are  well  compensated,  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic 
blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patients  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice  If  propranolol  therapy  is  interrupted 
and  exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy 
and  take  other  measures  appropriate  for  the  management  of  unstable  angina  oectoris. 
Since  coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above 
advice  in  patients  considered  at  risk  of  having  occult  atherosclerotic  hea&^isease  who  are 
given  propranolol  for  other  indications 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clir|cal  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  fallowed  by  an  exacbrbcmon  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which  after  propranolol,  the  tachycardia  was-feptaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  mapr  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

Nonalleraic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL.  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous 
elevation  of  blood  pressure 
Hydrochlorothiazide: 

Thiazides  should  be  used  with  caution  in  severe  renal  disease  In  patients  with  renal  disease 
thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal  function,  cumulative  effects 
of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipi- 
tate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®): 

GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function  Propranolol  is  not  indicated  for  the  treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as  reser- 
pme,  should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity, 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 


CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised 
when  propranolol  is  administered  to  a nursing  mother 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide: 

GENERAL  Periodic  determination  of  serum  electrolytes  to  detect  possible  electrolyte  im- 
balance should  be  performed  at  appropriate  intervals 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia 
Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the  patient  is 
vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis  may  also 
influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps,  muscular  fatigue, 
hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea  and 
vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present 
or  during  concomitant  use  of  corticosteroids  or  ACTH 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements,  such  as  foods  with  a high  potassium  content 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypo- 
natremia may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatremia  is 
life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy  of  choice  • 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  m diabetic  patients  may  be  increased,  decreased  or  unchanged 
Diabetes  mellitus  which  has  been  latent  mayi^ecome  manifest  during  thiazide  administration 
If  progressive  renal  impairment  becomes  evident  consider  withholding  or  discontinuing 
diuretic  therapy  " J 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calciumexcretionis decreased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland 
with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  pro- 
longed thiazide  therapy.  The  con imol  con  plications  of  hyperparathyroidism,  such  as  renal 
lithiasis.  bone  resorption,  and  peptic  uiqe^ion  have  not  been  seen  Thiazides  should  be 
discontinued  before  carrying  ounests  tor^rarathyroid  function 

DRUG  IN^p^^^^f^Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarme 
The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is 
not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 

PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in 
‘Cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed 
against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  laundice. 
thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS 
Propranolol  hydrochloride  (INDERAL®): 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension. paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia:  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium.  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  coniunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipa- 
tion, laundice  (intrahepatic  cholestatic  laundice),  pancreatitis,' sialadenitis 

Central  Nervous  System  Dizziness  vertigo,  paresthesias,  headache,  xanthopsia 
Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis)  fever,  respiratory  distress,  including  pneumonitis,  anaphylactic 
reactions 

Other  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm,  weakness,  restless- 
ness, transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced 
or  therapy  withdrawn 
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THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  232-3600  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B L.  VanPelt,  M.  D. 

P.  R Hedges.  M.  D. 

J.  Holloway,  M D 

M.  J.  Lohne,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  O.  (New  Martinsville) 
Cardiovascular 

R N Lewis,  M.  D (St.  Clairsville) 

A.  M Valentine,  M.  D 
W E Noble,  M.  D 
Gastroenterology 
T.  E.  Chvasta,  M.  D 
L R.  Cain,  M.  D. 
Hematology/Oncology 
C.  A.  Vasquez,  M.  D 
Nephrology /Hypertension 
D L.  Latos,  M.  D. 

M.  H Drews,  M.  D 
T G Kenamond,  M.  D 
Pulmonary 
C.  J.  Begley,  M.  D. 

T.  V,  Burke,  M.D 
GENERAL  SURGERY 
C D Hershey,  M D. 

E C Voss,  M.  D. 

J H.  Mahan.  M.  D (St.  Clairsville) 

R.  L.  Cross,  M.  D.  (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford,  M D 
ORTHOPEDICS 

E L.  Barrett,  M D 
R.  S.  Glass,  M.  D. 


UROLOGY 

D C.  Trapp,  M.  D. 

B.  M.  McCuskey,  M.  D. 

GYNECOLOGY 

R.  W.  Leibold,  M.  D. 

R.  T.  Brandfass,  M.  D. 

OBSTETRICS 

T.  A.  Athari,  M.  D. 

J.  W.  Campbell,  M.  D. 

C.  V.  Porter,  M.  D. 

R.  A.  Porterfield,  M D. 

(St.  Clairsville) 

OPHTHALMOLOGY 
W.  F.  Park,  M.  D. 

M.  E.  Nugent,  M.  D. 

R.  V.  Pangilinan,  M.  D 
H.  S.  Berlin,  M.  D. 

OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 
W.  A Tiu,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

R A Porterfield,  M.  D 
(St.  Clairsville) 

G L.  Cholak,  M.  D (St.  Clairsville) 

E.  L.  Coffield,  M.  D.  (New  Martinsville) 
NEUROSURGERY 

F.  J.  Payne,  M.  D 
NEUROLOGY 

H.  L.  Kettler,  M.  D. 

S.  G.  Christopher,  M.  D 
W.  Zyznewsky,  M.  D. 

J.  G.  Tellers,  M.  D. 

S.  Govindan,  M.  D. 

Neuropathology 
S Govindan,  M.  D 


PSYCHIATRY 

S.  D.  Ward,  M.  D. 

D H Smith,  M.  D 

D.  P.  Hill,  M.  D. 

J.  G.  Tellers,  M.  D. 

Pediatric  Psychiatry 

V.  Stein,  M.  D. 

ANCILLARY  SERVICES 
Optical 

W E.  Schul,  Optician 

Speech  Therapy/ Audiology 
J.  P.  Frum,  M.  S.,  S P A. 
Biofeedback  Laboratory 
M.  G.  Simon,  P.  A. 
Electrology/Cosmetlc  Therapy 
J.  E.  Beserock,  R.  E. 

TECHNOLOGISTS 

Electrocardiography 

B.  Maguire,  R.  N. 

B.  Muklewicz,  R.  N. 

Electroencephalography 

J.  Stone,  R.  N.,  CMET 

J.  Green,  R N 

Roentgenology 

E.  Forester,  R T 

PULMONARY  DIAGNOSTICS  LAB 

R.  Kordack,  R.  T. 

K.  Bauer,  R.  N. 


INTRODUCING  THE  BURROUGHS  B25. 

THE  MICRO  COMPUTER 
THAT  GROWS  WITH  YOUR  BUSINESS. 

Buying  a computer  is  a lot  like  hiring  an  employee.  You  need  one  that 
can  produce  a lot  now  and  even  more  in  the  future. 

Take  the  B25.  It’s  modular,  so  when  you  need  more  memory  or  storage, 
you  simply  snap  on  more  modules. 


Another  feature  that  allows  the  B25  to  grow  with 
you  is  its  ability  to  network.  You  just  add  work- 
stations and  people  will  be  able  to  share  the  same 
data  and  memory  at  the  same  time. 

You  can  also  share  peripherals  — like  printers. 
Which  means  several  workstations  can  be  linked  to 
one  printer  so  many  people  can  use  it. 

THE  PHYSICIAN  OFFICE  ACCOUNTING  SYSTEM 
BENEFITS  YOUR  PRACTICE  BY  PROVIDING: 

Quick  access  to  timely,  accurate  information 
through  high-resolution  computer  screens,  printed 
reports  and  immediate  updating.  Flexibility  through 
user-defined  system  parameters,  print  and  report 
options.  Financial  control  through  extensive  report- 
ing. On-line  inquiry  and  automation  of  routine  office 
tasks  to  minimize  clerical  duties.  Improved  cash 
flow  through  automatic  generation  of  charge  tickets, 
insurance  bills,  demand  bills  and  statements. 

Whitman  Computer 
Systems , Inc . 

BURROUGHS  B25  DEALER 

Alicia  Lewis  Terri  Whitman,  President 

Sales  Representative  P.  O.  Box  47008 

P O.  Box  8477  St.  Petersburg,  FL  33707 

South  Charleston,  WV  25303 
(304)  744-4231 

MS-DOS  is  a trademark  of  Microsoft  Corporation. 

CP/M  is  a registered  trademark  of  Digital  Research,  Inc. 


THE  QUESTION  ISN'T  WHO'S  BIGGER.  IT'S  WHO'S  BETTER. 
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JAMES  T.  SPENCER,  JR.,  M.D. 

ROGER  P.  NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  F.A.C.S. 
F.  THOMAS  SPORCK,  M.D.,  F.A.C.S. 
CHARLES  D.  CRIGGER,  M.D. 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIG,  PH.D. 
GARY  HARRIS,  PH.D. 


EAR,  NOSE  SC  THROAT  ASSOCIATES 
OF  CHARLESTON,  INC. 


HEAD  AND  NECK  MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 

FACIAL  PLASTIC  AND 

RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


1314  VIRGINIA  ST.,  EAST  — P.O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 


Openings  At 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 

In  Internal  Medicine  To  Associate  With 

Radiology: 

Internal  Medicine: 

Family  Practice: 

Halberto  G.  Cruz,  M.  D. 

Karl  J.  Myers,  Jr.,  M.  D. 

Charles  L.  Arnett,  M.  D. 

Wm.  A.  SanPablo,  M.  D. 

R.  Gregory  Juckett,  M.  D. 

Pathology: 

James  A.  Arnett,  M.  D. 

Fulvio  Franyutti,  M.  D. 

Pediatrics: 

Surgery: 

E.  G.  Kreider,  M.  D. 

Contact:  E.  G.  Kreider,  M.  D. 

J.  W.  Woodford,  M.  D. 

Dentistry: 

Telephone:  (304)  457-2800 

Boyd  R.  Wickizer,  M.  D. 

Glenn  B.  Poling,  D.  D.  S. 

WV  (800)  346-2800 

SAINT  MARY'S  HOSPITAL 

2900  First  Avenue  — Huntington,  WV  25701  — Telephone:  304-526-1234 

Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed,  Sub- 
stance Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 


Medical  Staff  Members 


R.  A.  Edwards,  M.  D.  697-7036 

K.  M.  Fink,  M.  D 525-8191 

R.  W.  Hibbard,  M.  D.  697-4752 

F.  Hoback,  M.  D 697-7036 

D.  H.  Webb,  M.  D 697-7955 


J.  Corcella,  M.  D.  525-7851 

J.  V.  Ottaviano,  M.  D.  525-7851 

L.  C.  Smith,  M.  D 697-7036 

M.  M.  Bateman,  M.  D.  526-0580 

R.  A.  Kayser,  M.  D 526-0580 
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Classified 


MD  ANST  BC  seeking  a position:  full-time, 
extended  locum  tenens,  however  sharing 
a full-time  with  a colleague  is  most  de- 
sirable. Experienced  E R physician,  tak- 
ing the  ABEM,  active  ACLS  is  seeking  a 
position  in  moderate  volume  ER  with  some 
trauma.  Reply  to  J E D,  2401  Bay  Blvd. 
#C,  Indian  Rocks  Beach,  Fla.  33535 
(813)  595-2969. 


MARIETTA,  OHIO  — Emergency  Depart- 
ment directorship  and  staff  position  avail- 
able at  200  bed  facility.  Board  certification 
or  Board  eligibility  in  Emergency  Medicine 
or  primary  specialty  preferred.  Contact: 
Emergency  Consultants,  Inc.,  2240  S.  Air- 
port Road,  Traverse  City,  Ml  49684;  or  call 
1-800-253-1795,  in  Michigan  1-800-632- 
3496. 


“BECKLEY,  WV  — Come  join  our  con- 
genial Emergency  Room  Group.  Must 
have  experience  and  also  have  A.C.L.S. 
and  A.T.L.S.  Subcontractor  status  with 
malpractice  provided.  Opportunity  to  earn 
in  excess  of  $100,000  yearly.  Successful 
candidate  must  be  flexible  in  scheduling, 
personable  and  have  excellent  public  re- 
lations and  communication  skills.  Contact 
Tony  Kelly,  MD,  1000  Overlook  Drive 
Beckley,  WV  25801." 


WEEKLY  SEMINARS  — Most  major  ski 
resorts,  Disney  World,  Nassau  (Bahamas) 
and  aboard  sailboats  in  the  Virgin  Islands 
and  a Mississippi  paddlewheeler.  CDE 
accredited.  Medical-legal  and  financial 
management  topics.  Fee  $175.  Current 


Concept  Seminars  (Since  1980).  3301 

Johnson  Street,  Hollywood,  FL  33021. 
Telephone  (800)  428-6069.  In  Florida  (305) 
966-7690. 


FAMILY  PRACTITIONER  needed  to  join 
a private  community  oriented  Family  Prac- 
tice in  summer  1986  located  in  small  city/ 
semi-rural  area  of  WV.  Send  inquiries  or 
CV  to  Joseph  Golden,  MD,  P.O.  Box  1304, 
Sophia,  WV  25921  or  call  304-683-4304 
(days)  or  304-253-5409  (nights). 


PHYSICIAN  DIRECTOR  NEEDED  — Six 

County  Health  Department:  The  Mid-Ohio 
Valley  Health  Department  is  seeking  a 
qualified  physician  for  the  position  of  Phy- 
sician Director.  The  position  combines 
chief  executive  and  clinical  responsibility. 
The  Department  is  an  innovative  approach 
to  local  health  services,  consolidating  the 
efforts  of  six,  formerly  separate  offices.  A 
qualified  applicant  will  be  licensed,  or 
eligible,  to  practice  medicine  in  West  Vir- 


ginia and  have  three  years  of  responsible 
experience  in  health  administration.  A 
Masters  degree  is  preferred  and  may  sub- 
stitute for  one  year  of  experience.  Salary: 
$50,000  minimum.  Send  resume  to:  Mr. 
David  Rice,  M.P.H.,  Assistant  Administrator, 
Mid-Ohio  Valley  Health  Department,  211 
Sixth  Street,  Parkersburg,  WV  26101, 
(304)  485-7374.  EOE. 


FOR  SALE 

Hewlett-Packard  Phased  Array  Two- 
Dimensional  Echocardiograph  with  strip 
writer  (recorder). 

Purchased  October  1,  1981.  "Upgrad- 
able" to  current  Series  “F”  by  Hewlett- 
Packard  for  approximately  $12,000.00. 

Machine  is  in  good  working  order  but 
should  be  upgraded. 

Selling  price  can  be  negotiated. 

Call  412-963-9328  evenings  only. 

THE  GREGG  MEDICAL  CORP. 

Two  Allegheny  Center 
Pittsburgh,  PA  15212 


WVA- MARS 


WEST  VIRGINIA  MEDICAL  ACCESS/REFERRAL  SYSTEM 


A toll-free,  VITAL  LINK  between  YOU  and  the  W.V.U. 
Medical  Center  staff. 

For  Health  Care  Professionals  only. 

With  one  call,  MARS  enhances  your  practice  by  accessing  current, 
expert  information  on: 

* consultations  * WVU  Hospital  Services 

* admissions  * patient  information 

West  Virginia  University  School  of  Medicine 
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Eye  Care  >V7P|1|  Stephen  P.  Cassis,  M.D. 

Associates  Inc  \JMi 


SURGICAL  CARE 
AND  TREATMENT 
FOR  DISEASES 
OF  THE  EYE 

311  Laidley  Street,  Suite  102 
Charleston,  WV  25301 


CATARACT  REMOVAL 


INTRAOCULAR  LENS  IMPLANT 


SURGICAL  CORRECTION  FOR 
NEARSIGHTEDNESS 


LASER  SURGERY  & THERAPY 


CORNEAL  TRANSPLANTS 


PERMANENT  COSMETIC 
EYELINER 


4430  Kanawha  Turnpike 
24  HOUR  South  Charleston,  WV  25309 


344-3937  ANSWERING  SERVICE  768-0068 

CALL  TOLL  FREE  8:00  A.M.  - 5:00  P.M.  (800)  344-3993 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"8 


: . . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance 

Sleep  Laboratory  Investigator 
Pennsylvania 


W w. . . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day 


Psychiatrist 

California 


. . appears  to  have 
the  best  safety  record  of  any 


of  the 


benzodiazepines  ft 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 

DALMANE 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 

15-mg/30-mg 
capsules 


References:  1.  Kales  J,  etal . Clin  Pharmacol  Ther  72  691- 
697,  Jul-Aug  1971  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
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Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  77rer 27  355-361 , 

Mar  1977. 


flurazepam  FICI/Roche(w 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep.  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI; 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy.  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation.  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving).  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported;  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  1 5 mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia.  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants. Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g , 
excitement,  stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients:  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI 

Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 


#1  FOR  SLEEP 

After  more  than  1 5 years  of  use,  it's  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. '-8  And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.79  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  product  information  on  reverse  side 


DALMANE 

flurazepam  HCI/Roche  © 

sleep  that  satisfies 


Copyright  © 1985  by  Roche  Products  Inc.  All  rights  reserved. 
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Rehabilitation  Institute 


When  it's  time  to  call  for  critical  cardiology  services 
for  your  patients,  make  the  choice  many  physicians, 
hospitals  and  clinics  in  the  Pittsburgh  Area  so  often 
make.  Choose  CRI  . . . Cardiac  Rehabilitation  Institute. 

Choose  CRI  for  the  widest  range  of  cardiology  services: 

• Non-invasive  peripheral  vascular  and 
echocardiography  imaging 

• Electrocardiography 

• Nuclear  cardiology  and  stress  testing 

• Holter  monitoring 

Choose  CRI  for  professional  expertise  and  capabilities. 

Trained  and  board  certified  cardiologists,  cardiovascular 
nurses  and  medical  technologists  use  state-of-the-art 
equipment,  advanced  technologies  and  proven  methods 
to  administer  and  interpret  cardiological  tests  and 
procedures.  CRTs  considerable  experience  and 
advanced  capabilities  get  you  highly  accurate  test 
results  quickly  ...  so  you’re  never  in  doubt  and 
left  waiting. 

Choose  CRI  for  convenience.  Completely  equipped 
mobile  units  staffed  by  trained  technologists  bring  CRTs 
capabilities  and  expertise  practically  to  your  doorstep 
and  there's  never  a compromise  in  quality.  And  now 
CRI  offers  complete  nuclear  cardiology  services  in  a 
specially  equipped  40-foot  mobile  unit . . . the  only 
mobile  unit  of  this  type  in  the  United  States  approved 
and  licensed  by  the  Nuclear  Regulatory  Commission. 

Choose  wisely.  Choose  CRI  for  complete,  professional, 
accurate  cardiology  services,  tests  and  procedures. 

Cardiac  Rehabilitation  Institute 

5438  Centre  Avenue,  Shadyside,  Pittsburgh  15232. 
412/682-6201. 


ONCE  AGAIN, 
VOUIODDNT  LEAVE 
WELL  ENOUGH 

ALONE. 


Most  people  would  be  happy 
to  build  a car  with  an  average  life 
expectancy  of  15.6  years* 

But  Volvo  engineers  are 
harder  to  satisfy  than  most  peo- 
ple. That’s  why,  for  1986,  they’ve 
made  improvements  in  the  Volvo 
240.  Improvements  that  include 
heated  front  seats,  more  com- 
prehensive rust  proofing  and  a 


re-styled  body  aimed  at  bringing 
the  aerodynamics  of  the  240  to 
a new  low. 

Which  is  another  reason  why 
its  high-time  you  stopped  by  our 
Volvo  showroom  for  a test  drive. 

* Based  on  an  actuarial  analysis  of  the  1983-1984  U.S. 
Registration  Data  conducted  by  Ken  Warwick  & 
Associates.  Due  to  many  factors  including  mainte- 
nance, driving  conditions  and  habits,  your  Volvo  may 
not  last  as  long.  Then  again,  it  may  last  longer.  Sum- 
mary available  at  your  Volvo  dealer. 


THE  VOLVO  240 


See  VOLVO  at  TAG  GALYEAN 

1010  Washington  St.  East  — Heart  ’O  Town  Holiday  Inn 
Telephone  344-1776 


'86  Volvos  come  with  a 3-year  limited  warranty  that  puts  no  limit  on  mileage.  See  your  Volvo  dealer  for  terms  and  conditions.  © taas  volvo  north  America  corporation 


“Time  is  what  we  want  most, 
hut  what  alas! 
we  use  it  worst ...” 

William  Penn 


MAKE  THE  RIGHT  CHOICE 

If  you  have  been  inundated  with  a morass  of  numbers, 
concepts,  and  technical  jargon  in  the  microcomputer 
marketplace,  it’s  time  to  make  the  right  choice. 

One  important  difference  separates  L/F  Technologies 
from  all  the  rest — solutions.  Computers  should  be  made 
to  work  for  people.  They  should  free  some  time  for  you 
to  concentrate  on  what  you  do  best:  think,  create,  pro- 
vide services  and  most  importantly — practice  medicine. 

The  computer  systems  that  allow  you  to  do  that  the 
fastest  (time  is  money),  and  the  most  cost-effective  way 
(money  is  money)  are  made  by  L/F  Technologies. 


CHARLESTON  DATA  SYSTEMS 

“The  largest  supplier  of  computerized  practice  management  systems  to 
West  Virginia  physicians  with  the  following  benefits:” 

. INCREASED  PRODUCTIVITY  • HIGH  RELIABILITY  AND  SERVICE 

• IMPROVED  CASH  FLOW  • OBSOLESCENCE  PROTECTION 

• REDUCED  OPERATING  EXPENSES  • FIVE  YEAR  GUARANTEE 

• SIMPLICITY  OF  OPERATION  • TAX  SAVINGS 


For  additional  information  call  (304)  744-2583 
or  contact  us  directly  at:  325  6th  Ave.,  So.  Charleston,  WV  25303 
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McDonough  Caperton  Insurance  Group’s  new  corporate  office  building,  located  in  Charleston,  West  Virginia,  houses  over  150 
employees  and  serves  as  the  home  base  for  all  McDonough  Caperton  Insurance  Group  activity.  McDonough  Caperton  Insurance 
Group  also  maintains  office  facilities  in  eight  cities  throughout  West  Virginia,  Ohio,  Pennsylvania  and  Kentucky. 


McDonough 

Caperton 

Insurance 

Group 


Uniquely  capable  . . . Professionally  competent  . . . 

Serving  others  . . . Through  excellence. 


providing  a broad  range 
of  insurance  and  financial  services 
to  the  business  community, 
associations,  institutions, 
and  individuals. 


Among  the  10  Largest  Privately  Owned  Insurance  Brokers  in  the  United  States. 


Corporate  Headquarters:  One  Hillcrest  Drive,  East,  P.O.  Box  1551,  Charleston,  WV  25326.  Telephone:  (304)  346-0611. 
With  offices  in:  Beckley,  Charleston,  Fairmont,  Parkersburg,  Wheeling,  Pittsburgh,  Cleveland  and  Lexington,  KY. 
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STRENGTH 


. “and  you 
thought  youd 
gone  as  far  as 
you  could  go. ”j 


INTRODUCING 
One  Financial  Place.™ 

Where  your  success  is  just 
the  start  m3  point. 

Your  position  in  life  is  enviable.  But  you 
face  complex  financial  decisions.  And.  find 
yourself  asking  if  there  is  somewhere  to  go 
for  help. 

There  is. 

One  Financial  Place,  the  Financial  and 
Trust  Services  Group  of  Kanawha  Valley  Bank. 

A group,  unlike  any  other  in  West  Virginia, 
designed  exclusively  for  the  successful,  like 
yourself,  who  seek  a single  comprehensive 
source  of  financial  information  and  assistance. 

At  One  Financial  Place  we  can  help  you 
make  the  most  ofyour  success  by  offering 
you  a personalized  relationship  based  on 
strategies  that  reflect  your  attitudes  and 
objectives.  Asset  and  investment  manage- 
ment, financial  planning,  trust  administration, 
retirement  planning  and  other  specialties  to 
suit  your  needs.  We  operate  quickly,  indepen- 
dently and  objectively  to  keep  you  in  control 
ofyour  finances. 

Ifyou  want  to  turn  financial  opportunities 
into  profitable  realities,  call  One  Financial 
Place  at  (304)  348-7081. 

One  Financial  Place.  Where  success  is  just 
the  beginning. 


©Kanawha Yfolley  Bank 

A One  Valley  Bank 

Box  I 793  • Charleston.  WVA  2 5326  • Member  FDIC 
THREE  CONVENIENT  LOCATIONS 

Downtown.  One  Valley  Square  at  Summers  and  Lee  ( 304-348  7000) 
Kanawha  City.  57th  8.  MacCorkle  at  Kanawha  Mall  ( 304-  348-  1177) 
West  Charleston.  Patrick  Street  and  Hills  Plaza  ( 304  348  I 450) 
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Parker/ Hunter  answers  the  question: 

What  could  be 
better  than  money 
in  the  bank? 


How  about  a vacation  home? 

A sailboat?  Or  an  annuity  that  pays  you 
tax-deferred  interest? 

At  Parker/Hunter,  we  think  everybody  should 
keep  some  money  socked  away.  After  all,  there's  nothing 
more  comforting  than  money  in  the  bank. 

But  there  are  lots  of  things  to  do  with  your 
money  that  can  be  more  rewarding.  And  some  of  them 
are  just  as  safe. 

Besides  tax-deferred  annuities,  there  are  money 
market  funds,  mutual  funds,  stocks  and  bonds,  to  name 
just  a few. 

But  before  we  recommend  any  of  them  to  you,  we 
get  to  know  you.  lo  understand  what  your  needs  are.  What 
your  goals  are.  What  kind  of  person  you  are. 

Then,  and  only  then,  can  we  put  together  an 
investment  plan  with  the  right  balance  of  security  and 
growth  potential  tor  you. 

A plan  to  help  you  do . . . whatever  you  plan  to  do. 

Whether  it's  putting  kids  through  college.  Or 
retiring.  Or  even  sailing. 

And  what  could  be  better  than  that? 

Let's  get  started  today.  Call  — or  just  drop 
by  — your  local  Parker/Hunter  office. 

PARKER/ HUNTER 

We  just  might  be  the  most  important  part 
of  your  investment  portfolio. 

Clarksburg:  304/624-7444, WV  Toll  Free  800/352-8070 
Morgantown:  304/296-9133,  WV  Toll  Free  800/352-2519 
Parkersburg:  304/422-8405,  WV  Toll  Free  800/642-1984 

P.irker/I  lunter  Incorporat'd 
Member  New  York  Sloc  k Exchange,  Inc  Membe  r SI  PC 


Among  so  many  once-daily 
antihypertensives, 
only  one  can  offer  so  much*.. 


© 1985  Ayerst  Laboratories 


_ Once-daily  _ _ 

InderideLA 


The  world’s  leading  beta  blocker 
and  diuretic-for  once-daily 
convenience  without  compromise 


& 


When  selecting  other  once-daily  agents,  physicians  may  have  to  compromise 
either  their  choice  of  beta  blocker  or  diuretic.  With  INDERIDE®  LA,  physicians 
have  the  agents  most  widely  prescribed  worldwide— INDERAL®  and  hydro- 
chlorothiazide-with  the  convenience  of  once-daily  dosage. 

24-hour  blood  pressure  control  with  the 
broad  benefits  of  INDERAL  (propranolol  HCI) 

The  controlled-release  delivery  system  of  INDERIDE  LA  provides  24-hour  beta 
blockade  and  the  broad  cardiovascular  benefits  of  INDERAL  with  a single  daily 
dose.  Compliance  is  enhanced  because  once-daily  administration  fits  easily  into 
patient^  daily  routines. 

Plus  standard-release  hydrochlorothiazide, 
the  thiazide  of  choice  for  comfortable 
morning  diuresis 

Hydrochlorothiazide  is  the  world’s  most  widely  prescribed  antihypertensive 
diuretic.  When  taken  in  the  morning,  INDERIDE  LA  provides  comfortable 
morning  diuresis.  Each  dosage  strength  of  INDERIDE  LA  contains: 

-one  of  the  three  most  widely  prescribed  dosage  strengths  of  INDERAL®  LA- 
80  mg,  120  mg,  or  160  mg  and 

—an  established,  effective  daily  dose  of  standard-release  hydrochlorothiazide- 
50  mg 


Once-daily 

INDERIDELA 


Convenience  without  compromise 
One  capsule-Once  daily 


♦The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR  ) 

INDERIDE  R LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 


No  455— Each  INDERIDE®  LA  80/50  Capsule  contains: 


Propranolol  hydrochloride  (INDERAL® 

LA) 

80 

mg 

Hydrochlorothiazide 

50 

mg 

No  457— Each  INDERIDE*  LA  120/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL® 

LA) 

120 

mg 

Hydrochlorothiazide 

50 

mg 

No  459— Each  INDERIDE®  LA  160/50  Capsule  contains. 

Propranolol  hydrochloride  (INDERAL® 

LA) 

160 

mg 

Hydrochlorothiazide 

50 

mg 

INDERIDE  LA  is  indicated  in  the  management  of  hypertension 

This  fixed-combination  drug  is  not  indicated  for  initial  therapy  of  hypertension.  If 
the  fixed  combination  represents  the  dose  titrated  to  the  individual  patient's  needs, 
therapy  with  the  fixed  combination  may  be  more  convenient  than  with  the  separate 
components. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL5): 

Propranolol  is  contraindicated  in  1)  cardiogenic  shock.  2)  sinus  bradycardia  and  greater  than 
first  degree  block,  3)  bronchial  asthma.  4)  congestive  heart  failure  (see  WARNINGS)  unless  the 
failure  is  secondary  to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide: 

Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®): 

CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  supporting  circulatory 
function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in  overt  congestive 
heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of 
failure  who  are  well  compensated,  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic 
blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore,  when  discontinuance  of  propranolol  is  planned,  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition,  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patients  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice  If  propranolol  therapy  is  interrupted 
and  exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy 
and  take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris 
Since  coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above 
advice  in  patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are 
given  propranolol  for  other  indications 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL.  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  more  difficult  to 
adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous 
elevation  of  blood  pressure 
Hydrochlorothiazide: 

Thiazides  should  be  used  with  caution  in  severe  renal  disease  In  patients  with  renal  disease 
thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal  function,  cumulative  effects 
of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipi- 
tate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®): 

GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function  Propranolol  is  not  indicated  for  the  treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as  reser- 
pme,  should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity, 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 


B3  S 


80/50  120/50 


CARCINOGENESIS.  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigemc  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug. 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised 
when  propranolol  is  administered  to  a nursing  mother 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established. 
Hydrochlorothiazide: 

GENERAL  Periodic  determination  of  serum  electrolytes  to  detect  possible  electrolyte  im- 
balance should  be  performed  at  appropriate  intervals 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia 
Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the  patient  is 
vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis  may  also 
influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst 
weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps,  muscular  fatigue, 
hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea  and 
vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present 
or  during  concomitant  use  of  corticosteroids  or  ACTH 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg.  increased  ventricular  irritability).  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements,  such  as  foods  with  a high  potassium  content 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutiona!  hypo- 
natremia may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water 
restriction  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatremia  is 
life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy  of  choice  • 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration 
If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland 
with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  pro- 
longed thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such  as  renal 
lithiasis.  bone  resorption,  and  peptic  ulceration  have  not  been  seen  Thiazides  should  be 
discontinued  before  carrying  out  tests  for  parathyroid  function 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarme 
The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is 
not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 

PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in 
cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed 
against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice 
thrombocytopenia  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS 
Propranolol  hydrochloride  (INDERAL®): 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  Bradycardia:  congestive  heart  failure,  intensification  of  A V block,  hypo- 
tension. paresthesia  of  hands:  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue:  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances:  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium.  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis:  erythematous  rash:  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported. 

Miscellaneous  Alopecia,  LE-like  reactions:  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence: and  Peyronie’s  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipa- 
tion, jaundice  (intrahepatic  cholestatic  jaundice):  pancreatitis:' sialadenitis 

Central  Nervous  System  Dizziness,  vertigo,  paresthesias:  headache  xanthopsia 
Hematologic:  Leukopenia,  agranulocytosis;  thrombocytopenia,  aplastic  anemia 
Cardiovascular.  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash:  urticaria,  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis),  fever,  respiratory  distress,  including  pneumonitis,  anaphylactic 
reactions 

Other . Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm,  weakness,  restless- 
ness. transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced 
or  therapy  withdrawn 
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Ayerst. 


AYERST  LABORATORIES 
New  York,  NY  10017 


Elcomp...the  best  medical  office 
computer  system  is  now  even 
better  with  the  Flexible  Package™ 


Would  you  treat  only  the  symptoms,  if  you  knew 
there  was  a proven  cure? 


It’s  hard  to  cure  chronic  ailments 
like  runaway  accounts  receivable, 
backlogged  claim  processing,  poor 
collection  ratio — by  treating  only  the 
symptoms.  The  Flexible  Package 
from  Elcomp  Systems,  combined 
with  Data  General’s  Desktop  Gener- 
ation computers,  has  been  a proven 
cure  for  more  than  500  physicians 
since  1978. 

The  Flexible  Package  is  modular, 
which  means  you  can  tailor  the 
system  to  fit  your  practice’s  specific 
needs  without  any  programming 
changes.  We  will  train  your  staff  in 
the  operation  of  your  system,  and 
show  you  how  your  practice  can 
most  benefit  from  all  the  features  in 
your  Flexible  Package. 


The  Flexible  Package  cure  for 
medical  office  ailments: 

• Improved  cash  flow  through 
advanced  collection  methods  and 
delinquency  reporting 

• Account  Inquiries — demographic, 
insurance,  and  financial  information 
at  a touch 

• Accounts  Receivable  and  Man- 
agement Reports,  whenever  you 
need  them 

• Instantaneous  retrieval  of  patients’ 
procedures  and  diagnoses 

• Appointment  Scheduler,  to  help 
organize  your  day 

• Automatic  preparation  of  recall 
letters 

• Flexibility  to  design  your  own 
reports  with  the  Report  Generator 

• and  many  more  benefits. . . 


Elcomp  Systems  can  supply  the 
cure  for  your  practice  management 
ailments.  The  treatment  is  singular 
and  straightforward— to  give  you 
hardware,  software,  training,  and 
after-purchase  support  as  one 
package. 

Focus  on  curing  your  office  problems, 
not  just  relieving  the  symptoms. 

Call  Elcomp  today— you’ll  never 
feel  better. 


i w Data  General 


EUEI1F  systems,  iis. 


1101  Forbes  Avenue,  Pittsburgh,  PA  15219 
(800)  441-8386 


Physicians  & Health 
Professionals 


Physicians  and  health  professionals:  Examine 
career  opportunities  in  Air  Force  health  care.  You’ll 
have  access  to  the  most  advanced  technology  and 
developments  in  medicine.  Your  colleagues  will  be 
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This  report  describes  the  West  Vir- 
ginia State  Hemophilia  Program  from 
1981  to  July,  1984.  One  hundred  and 
thirty-three  patients  were  registered 
with  the  program.  Sixty-seven  per 
cent  of  those  registered  have  hemo- 
philia A,  21  per  cent  have  hemo- 
philia B,  eight  per  cent  have  von 
Willebrand’s  disease,  and  four  per 
cent  have  other  coagulation  deficien- 
cies. These  patients  are  seen  at  one 
of  three  comprehensive  hemophilia 
centers  located  in  Charleston,  Hun- 
tington and  Morgantown.  Thirty - 
eight  patients  are  on  home  therapy. 
Ten  per  cent  of  patients  have  had 
clinical  hepatitis  and  four  per  cent 
have  inhibitors.  Treated  patients  are 
now  hospitalized  an  average  of  only 
one  to  three  days  per  patient  per  year. 

As  a result  of  this  program,  many 
hemophiliacs  in  this  state  have  an 
improved  quality  of  life  with  in- 
creased opportunities  for  education, 
employment,  and  recreation. 


In  1981,  the  West  Virginia  Legisla- 
ture established  a hemophilia  pro- 
gram for  the  care,  treatment,  and 
other  assistance  of  all  persons  in  this 
state  suffering  from  hemophilia  and 
other  inherited  coagulation  disorders. 
This  report  reviews  and  summarizes 
the  demographic,  medical,  and  finan- 
cial data  obtained  from  July,  1981,  to 
July,  1984. 

Scope  of  the  Services 

The  West  Virginia  Statewide  He- 
mophilia Program  consists  of  the  fol- 
lowing components:  First,  any  person 
living  in  the  state  with  the  disease  or 
related  coagulation  disorders  is  eligi- 
ble to  register  with  the  program.  Sec- 
ond, the  provision  for  Factors  VIII 
and  IX  concentrate  exists  for  home 
therapy  or  outpatient  use.  Third,  com- 
prehensive hemophilia  centers  are 
located  in  Charleston,  Huntington 
and  Morgantown.  These  centers  pro- 
vide supervised  home  therapy  pro- 
grams as  well  as  blood  products  pro- 
vided through  the  Department  of 
Health.  These  centers  also  provide 
multi-discipline  clinics  where  each 
patient  is  evaluated  at  least  once  year- 
ly by  each  of  the  following  specialists: 
hematologist,  orthopedic  surgeon,  den- 
tist, physical  therapist,  psychiatrist, 
social  worker,  and  medical  geneticist. 
Fourth,  an  advisory  committee  com- 

TABLE 1 — Registered  Patient  Population 


posed  of  persons  with  hemophilia, 
physicians,  members  of  the  West  Vir- 
ginia Legislature,  and  representatives 
of  provider  agencies  meets  at  least 
once  a year  to  evaluate  the  program 
and  suggest  changes  for  implementa- 
tion. Fifth,  information  and  educa- 
tional services  for  hemophiliacs, 
health  care  providers,  and  the  public 
are  provided. 

The  program  is  administered  by  the 
West  Virginia  Department  of  Health’s 
Office  of  Community  Health  Services, 
Division  of  Preventive  Health  and 
Epidemiology. 

Methods  of  Evaluation  - Reporting 

Persons  are  evaluated  at  least  an- 
nually at  one  of  the  three  comprehen- 
sive hemophilia  centers.  Standardiz- 
ed reporting  forms  are  utilized  for 
recording  frequency  and  sites  of 
bleeding,  complications,  blood  prod- 
uct usage,  and  outcome  data.  Coagu- 
lation studies  are  performed  on  all 
patients  to  confirm  the  diagnosis  of 
hemophilia  and  to  determine  base-line 
Factor  VIII  or  IX  levels.  Routine 
liver  function  tests,  tests  for  the  hep- 
atitis B antigen  (HBsAg),  and  a 
screening  test  for  Factor  VIII  or  IX 
inhibitors  are  performed  at  least 
yearly. 

Each  center  provides  the  West  Vir- 
ginia Department  of  Health  with  in- 
formation about  1 ) the  population 
served,  2)  types  of  services  rendered. 

3 ) complications  of  therapy  including 
a list  of  deaths  which  occurred,  and 

4)  the  effectiveness  of  therapy  as 
judged  by  the  number  of  days  hos- 
pitalized and  days  missed  from  school 


Severe 

Moderate 

Mild 

Unknown 

TOTAL 

Factor  VIII 

41 

22 

21 

5 

89 

Factor  IX  

3 

4 

8 

13 

28 

Von  Willebrand’s  Disease  A. 

— 

— 

— 

— 

11 

Others  B ..  

— 

— 

— 

— 

5 

A There  are  probably  many 

more  individuals  with  mild  von  Willebrand’s  Disease 

in  West 

Virginia  but  only  11  patients 

were  registered  between  1981-1984. 

I!  Includes  deficiencies  of  Factors  VII  (1),  X (1),  and  those  with  unknown  deficiencies  (3). 
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or  work  because  of  bleeding  or  other 
reasons. 

For  classification  purposes,  sever- 
ity of  disease  is  determined  by  Fac- 
tor VIII  or  IX  levels  performed  by  a 
one-stage  clotting  assay  based  on  the 
APTT.  “Severe”  includes  those  pa- 
tients with  a factor  VIII  or  IX  level 
of  < one  per  cent;  moderate,  two  to 
five  per  cent,  and  mild,  > five  per  cent. 

Results 

Patient  Population  (Table  1).  Dur- 
ing the  first  year,  74  patients  with 
hemophilia  A and  B and  von  Wille- 
brand’s  disease  (VWD)  were  enrolled 
in  the  program.  By  July,  1984,  the  en- 
rollment had  increased  to  133  pa- 
tients. Eighty-nine  (67  per  cent)  — 
41  severe,  22  moderate.  21  mild,  five 
unknown — have  classic  hemophilia  A. 
28  (21  per  cent)  have  factor  IX  de- 
ficiency or  hemophilia  B,  11  (eight 
per  cent)  have  VWD,  and  five  (four 
per  cent)  have  deficiencies  of  other 
coagulation  factors  or  are  unknown. 
Thirty-one  of  the  133  patients  (23.4 
per  cent)  have  no  known  affected  re- 
latives. 

Geographic  Location.  Thirty-five  of 
55  counties  in  West  Virginia  are  rep- 
resented. Ninety-eight  of  the  133  pa- 
tients (74  per  cent)  are  registered  at 
one  of  the  three  comprehensive  cen- 


ters. Forty-seven  (48  per  cent)  are 
seen  at  West  Virginia  LIniversity 
(WVU),  Morgantown;  28  (28  per 
cent)  at  Charleston  Area  Medical  Cen- 
ter (CAMC),  and  23  (24  per  cent)  at 
Huntington.  Thirty-five  (26  per  cent) 
patients  are  not  registered  at  one  of 
the  three  centers  or  are  registered  out 
of  state  (e.g.,  Ohio). 

Thirty-eight  patients  are  on  home 
therapy  (14  at  WVU.  10  at  CAMC, 
eight  at  Huntington,  and  six,  others). 

Age  Distribution  (Table  2).  Forty- 
three  of  89  patients  with  hemophilia 
A and  16  of  28  patients  with  hemo- 
philia B are  less  than  20  years  old. 
Fourteen  patients  are  over  the  age  of 
50,  nine  of  whom  have  hemophilia  A; 
three  have  hemophilia  B,  one  has 
VWD,  and  one  has  not  been  specifi- 
cally diagnosed.  All  but  two  of  those 
patients  have  mild  disease.  The  mean 
age  of  all  patients  is  25.3  years,  with 
an  age  range  of  less  than  one  to  87 
years. 

Product  Usage  (Table  3).  The 
total  usage  of  Factor  VIII  concentrate 
increased  progressively  from  1981  to 
1984  due  to  the  increased  number  of 
registrants.  Factor  IX  concentrate  use 
has  increased  in  past  years  due  to  an 
increased  number  of  Factor  IX-defi- 
cient  patients  registered  in  the  pro- 


TABLE 2 — Age  Distribution  of  Registered  Patients 


Age  Range  Factor  VIII  Deficiency  Factor  IX  Deficiency  VWD  Other 


(XR)  Number  % Number  % Number  % 

To  10  21  23  7 25  1 9 

10-20  22  25  9 32  7 64 

20-30  15  17  2 7 2 18  2 

30-40  18  21  5 18  - 2 

40-50  4 4 2 7 - 

50-60  3 3 14- 

Over  60  6 7 2 7 1 9 1 

TOTAL  89  100  28  100  11  100  5 


TABLE  3 — West  Virginia  State  Hemophilia  Program:  Blood  Products  Distributed 
Yearly  from  Fiscal  Year  1981  through  July  1984 

Bags 

Fiscal  Number  Number  Units  Number  Units  Cryopre-  Blood  Total * 

Year  Recipients  Factor  VIII  Factor  IX  cipitate  Product  Cost  Cost 

1981- 82  6 29,022  0 0 $ 2,466.88  $ 2,506.92 

1982- 83  28  436,543  5,120  65  38,321.36  38,806.79 

1983- 84  46  916,028  73,020  578  98,476.96  100,927.83 

TOTAL  1,386,713  73,020  643  $139,265.20  $142,241.54 


°Includes  postage  and  administration  supplies 


gram,  and  to  use  for  a patient  with  a 
Factor  VIII  inhibitor.  Blood  product 
cost  and  total  cost  have  increased 
yearly  due  to  an  increased  number  of 
registrants.  There  has  been  an  in- 
creased use  of  cryoprecipitate  over  the 
past  year,  possibly  because  of  the  in- 
creased concern  of  transmission  of 
AIDS  with  Factor  VIII  concentrate. 
Almost  all  users  of  this  product  were 
under  six  years  of  age. 

Description  of  Bleeding  Episodes 

For  patients  with  hemophilia  A and 
B.  approximately  60  per  cent  of  all 
hemorrhages  reported  were  hemar- 
throses,  whereas  30  per  cent  of  report- 
ed hemorrhages  were  soft  tissue.  The 
remaining  (<  10  per  cent)  were 
mouth,  genitourinary,  or  intracranial 
( only  one  patient  during  the  reporting 
period). 

Complications  of  Therapy 

During  the  reporting  period,  clini- 
cal hepatitis  (90  per  cent  of  cases, 
non-A,  non-B  hepatitis)  with  jaundice 
was  noted  in  15  patients.  In  the  71 
patients  from  whom  a hepatitis  profile 
was  obtained,  41  had  antibodies  to 
both  Hepatitis  B surface  and  core  anti- 
gen. Five  patients,  all  with  hemo- 
philia A,  have  an  inhibitor.  Hyper- 
sensitivity reactions  to  cryoprecipitate 
or  Factor  VIII  or  IX  concentrate — 
i.e.,  urticaria,  pruritus,  etc.  — were 
noted  in  11  patients.  One  patient 
suffered  a frank  anaphylactic  reaction. 
There  were  two  deaths  during  the 
reporting  period.  One  patient  was  a 
74-year-old  male  with  a six  per  cent 
Factor  VIII  level  who  died  of  meta- 
static colon  adenocarcinoma.  The 
other  patient  was  a 35-year-old,  white 
male  with  severe  hemophilia  A who 
died  of  acquired  immune  deficiency 
syndrome. 

Outcome  Data 

During  the  reporting  period,  pa- 
tients with  both  hemophilia  A and  B 
averaged  only  one  to  three  days  of 
hospitalization  for  bleeding  per  pa- 
tient per  year.  In  those  treated  pa- 
tients in  whom  it  was  assessed,  the 
number  of  days  per  patient  lost  from 
school  or  work  due  to  bleeding  ranged 
from  zero  to  18,  with  an  average  of  15. 

Discussion 

The  Hemophilia  Program  has  made 
it  possible  to  obtain  valuable  informa- 
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tion  about  the  demographic  and  med- 
ical characteristics  of  hemophiliacs 
living  in  West  Virginia.  Our  data 
relating  to  age,  prevalence,  severity 
of  disease,  and  complications  are 
similar  to  those  reported  from  other 
state  hemophilia  programs.1  In  West 
Virginia,  43  per  cent  of  patients  with 
hemophilia  A,  and  48  per  cent  of  pa- 
tients with  hemophilia  B were  less 
than  20  years  old.  Based  on  a popula- 
tion of  almost  two  million  (945,000 
males  and  89  patients  with  hemophilia 
A),  the  prevalence  of  factor  VIII  de- 
ficiency is  approximately  one  out  of 
10,000.  Patients  with  hemophilia  A 
outnumber  those  with  hemophilia  B 
by  a ratio  slightly  greater  than  3:1. 
Approximately  10  per  cent  of  patients 
had  clinical  hepatitis,  and  four  per 
cent  have  inhibitors.  Adverse  immedi- 
ate reactions  to  therapy  are  infre- 


quent. Treated  patients  are  hospital- 
ized an  average  of  only  one  to  three 
days  per  patient  per  year. 

The  total  blood  product  cost  for  the 
reporting  period  was  $139, 265. 20 — 88 
per  cent  of  which  was  used  for  home 
therapy.  Although  this  cost  might  ap- 
pear extreme,  about  two  thirds  of  the 
total  cost  to  provide  blood  products 
was  reimbursed  by  private  insurance 
or  government  health  care  programs. 
This  program  therefore  has  helped  re- 
duce the  cost  to  third-party  payers 
because  our  charges  are  less  than  most 
pharmacies.  In  addition,  few  would 
argue  that  home  therapy  has  spared 
many  hemophiliacs  countless  hours  in 
transit  and  in  waiting  rooms,  hence 
the  increased  morbidity  from  delayed 
treatment.  Previous  studies  by  Le- 
vine2 and  by  Smith3  et  al.  have  clearly 
demonstrated  decreased  medical  costs 


due  to  decreased  number  of  hospital 
days  and  visits  to  hospital  facilities. 
Likewise,  the  number  of  days  lost 
from  school  or  work  were  significantly 
less  with  home  therapy  in  these  two 
studies. 

In  summary,  as  a result  of  this  pro- 
gram, many  hemophiliacs  in  this  state 
have  an  improved  quality  of  life  with 
increased  opportunities  for  education, 
employment  and  recreation. 
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1985  Van  Liere  Memorial  Student  Research 
Convocation,  WVU  School  Of  Medicine 


The  1985  Van  Liere  Memorial 
Research  Convocation  for  stu- 
dents in  the  West  Virginia  Univer- 
sity School  of  Medicine  was  held 
on  March  28.  These  yearly  convo- 
cations enable  students  in  the 
School  of  Medicine  to  present  the 
results  of  their  research  activities 
in  competition  for  the  Edward  J. 
Van  Liere  Award  and  other  prizes. 

The  Van  Liere  Award,  consisting 
of  a plaque  and  a check  for  $200, 
was  established  in  1965  by  the 
action  of  the  faculty  of  the  School 
of  Medicine  to  recognize  the  re- 
search efforts  of  the  students  and 
to  honor  the  late  Dr.  Edward  J. 
Van  Liere,  who  served  as  Chair- 
man of  the  Department  of  Physi- 
ology from  1921-1955  and  as  Dean 
of  the  School  of  Medicine  from 
1935-1961. 


The  competition  is  organized  in- 
to two  categories — the  Van  Liere 
Award  Competition  and  the  Grad- 
uate Student  Research  Competi- 
tion, the  former  category  open 
only  to  students  presenting  data 
from  research  done  by  them  as  un- 
dergraduate or  medical  students. 

Twenty-six  students  participated 
in  the  1985  Convocation,  11  in  the 
Van  Liere  Competition  and  15  in 
the  Graduate  Student  Research 
Competition. 

The  winner  of  the  Van  Liere 
Award  this  year  (the  twenty-first) 
was  Douglas  F.  Milam,  a third-year 
medical  student.  The  first  runner-up 
and  winner  of  a check  for  $100  was 
Jerilyn  K.  Ribovich,  Medicine  II, 
and  the  second  runner-up  and  win- 


ner of  a check  for  $50  was  Walter 
Pofahl,  Medicine  I. 

The  first  prize,  a check  for  $200, 
in  the  Graduate  Student  Research 
Competition  was  awarded  to  K.  S. 
Ice.  This  year  there  was  a tie  for 
second  place,  and  so  no  third-place 
prize  was  awarded.  The  winners  of 
the  second-place  prizes,  checks  for 
$100,  were  Christopher  R.  Prostko 
and  Reuben  A.  Cohen. 

The  Publication  of  the  abstracts 
of  the  winning  presentations  in 
The  West  Virginia  Medical  Journal 
constitutes  an  important  and  greatly 
appreciated  recognition  of  the  re- 
search efforts  of  our  students. 

W.  E.  Gladfelter,  Ph.  D. 

Chairman,  Van  Liere  Memorial 
Research  Convocation  Committee 

(Continued  on  Next  Page) 
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Effect  Of  Global  Ischemia 
On  Hypertrophic  Rat  Myocardium 
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Clinical  experience  has  indicated  that 
patients  with  marked  left  ventricu- 
lar hypertrophy  often  do  not  tolerate 
cardiac  surgery  as  well  as  non-hyper- 
trophic  individuals.  In  this  experi- 
ment, hypertrophic  rat  hearts  were 
subjected  to  conditions  similar  to 
those  encountered  peri-operativelv 
during  cardiac  surgery.  The  ischemic- 
isolated  working  rat  heart  model  that 
we  have  developed  was  used  to  quan- 
tify cardiac  performance.  Fifteen 
spontaneously  hypertensive  rats  and 
15  normotensive  matched  controls 
were  assigned  to  two  experimental 
groups.  The  hypertensive  animals  had 
a mean  systolic  pressure  of  210+9 


mmHg  compared  with  130  + 5 mmHg 
for  the  normotensive  controls. 

In  the  first  experiment,  five  hyper- 
tensives and  five  controls  were  assayed 
to  determine  their  relative  degree  of 
myocardial  hypertrophy.  Myocardial 
protein  content  was  measured  by  the 
Bradford  spectrophotometric  assay. 
Cellular  DNA  content  per  unit  of  wet 
tissue  weight  was  evaluated  using  the 
ethidum  bromide  fluorometric  method 
described  by  Karsten  and  Wollen- 
berger.  The  hypertensive/control  pro- 
tein per  unit  wet  tissue  weight  was 
1.01  while  the  hypertensive/control 
DNA  ratio  was  0.52.  These  results 
indicate  that  the  hypertensive  hearts 
were  hypertrophic  relative  to  the  con- 
trols. 

The  second  experiment  evaluated 
pre-ischemic  and  post-ischemic  cardi- 


ac performance  using  the  isolated 
working  rat  heart  model.  Hearts  from 
10  hypertensive  rats  and  10  controls 
were  removed  and  isolated  in  vitro. 
Aortic  flow,  heart  rate,  systolic  pres- 
sure and  dP/dt  were  measured  con- 
tinuously for  45-minute  periods  before 
and  after  ischemia.  Preload  and  after- 
load remained  constant.  The  ischemic 
insult  consisted  of  30  minutes  at  37 
degrees  C without  coronary  perfusion 
following  infusion  into  the  aortic  root 
of  a single  20-ml  dose  of  20mM  po- 
tassium in  Krebs-Henseleit  buffer. 
Cardiac  performance  was  expressed 
as  a fraction  of  pre-ischemic  aortic 
flow  recovered  after  ischemia.  Frac- 
tional revovery  of  aortic  flow  follow- 
ing ischemia  was  0.62  + 0-09  anc[ 
0.76+0.09  (mean  + standard  devi- 
ation I in  hypertrophic  and  non-hyper- 
trophic  controls,  respectively.  This 
difference  is  significant  to  p<0.01. 
Hypertrophic  rat  hearts  are  apparent- 
ly at  greater  risk  than  non-hypertro- 
phic  controls  to  experience  decreased 
performance  following  ischemic  insult. 


Effect  Of  Aminoglycosides,  Ticarcillin  And  Imipenem  Alone 
And  In  Combination  Against  Resistant  Pseudomonas  aeruginosa 


JERILYN  K.  RIBOVICH 

Medicine  II,  McKeesport,  Pennsylvania 
RASHIDA  A.  KHAKOO,  M.  D. 


Multi -resistant  P.  aeruginosa  isolates 
from  patients  pose  therapeutic 
problems.  The  objective  of  the  pres- 
ent study  was  to  determine  if  com- 
bination of  antimicrobials  despite  in 
vitro  resistance  to  either  or  both 
agents  would  demonstrate  enhanced 
efficacy.  Six  clinical  isolates  of  P. 
aeruginosa  were  examined.  The  num- 
ber of  strains  resistant  to  the  anti- 
microbials studied  were:  zero-imipe- 
nem,  five-gentamicin,  four-tobramy- 
cin, two-amikacin,  and  four-ticarcillin. 
The  effect  of  antimicrobials  singly  and 


in  combination  was  examined  by  the 
kill-curve  technique  at  two,  four,  and 
six  hours.  Antimicrobials  were  added 
at  their  respective  minimum  bacteri- 
cidal concentration  or  at  achievable 
serum  concentrations  for  resistant 
strains.  Significantly  enhanced  kill- 
ing of  resistant  P.  aeruginosa  oc- 
curred at  four  and  six  hours  using  a 
combination  of  aminoglycoside  with 
ticarcillin  or  imipenem  as  compared 
to  the  single  drug  to  which  the  isolate 
was  resistant.  Significantly  enhanced 
killing  was  also  noted  using  the  com- 
bination of  aminoglycoside  and  ticar- 
cillin for  one  of  three  strains  resistant 
to  both  agents.  No  significant  in- 
crease in  killing  of  ticarcillin-sensitive 


or  resistant  strains  was  demonstrated 
using  the  combination  of  imipenem 
and  ticarcillin  as  compared  to  imipe- 
nem alone. 

Combination  antimicrobial  therapy 
may  be  effective  for  multi-resistant  P. 
aeruginosa  isolates.  Despite  in  vitro 
resistance  to  a specific  antimicrobial, 
the  combination  of  that  antimicrobial 
at  achievable  serum  concentration  and 
an  antimicrobial  agent  from  a differ- 
ent class  may  produce  enhanced  kill- 
ing. The  use  of  ticarcillin  and  imipe- 
nem offers  no  increased  benefit  over 
imipenem  alone.  Correlation  of  in 
vitro  data  with  in  vivo  data  gathered 
in  experimental  models  would  be  im- 
portant. 


262  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


Stimulation  Of  In  Vitro 
Macrophage-Mediated  Cytotoxicity 


WALTER  POFAHL 
Medicine  I,  Huntington 

R.  JACK  NEFF,  Ph.D. 
Nashville,  Tennessee 


Corynebacterium  parvum  ( C.  par- 
vum)  is  a stimulator  of  the  in 
vitro  macrophage  response  to  several 
tumor  cell  lines.  The  aim  of  this  study 
was  to  compare  C.  parvum  and  an 
EL-4  membrance  preparation  as  stim- 
ulators of  the  in  vitro  macrophage- 
mediated  cytotoxic  response  to  the 
EL-4  lymphoma  cell  line. 

Male  and  female  C57BL/6  mice 
were  injected  intraperitoneally  with 
either  1.4  mg  of  formalinized  C.  par- 


vum or  30ug  of  an  EL-4  membrane 
preparation  (EL-4mpl.  Two  weeks 
later,  macrophages  were  harvested 
from  the  peritoneal  cavities  and  plated 
at  a concentration  of  2xl05  per  cm2. 
Viable  EL-4  cells  were  then  added  at 
a macrophage  to  EL-4  ratio  of  one  to 
one.  Cultures  were  incubated  in  five- 
per  cent  CCL  at  37C.  Cytotoxicity 
was  assayed  after  48  and  72  hours 
using  a trypan  blue  dye  exclusion  as- 
say. Percent  cytotoxicity  was  used  to 
express  the  percentage  of  EL-4  cells 
“killed”  by  the  macrophages;  this 
figure  was  corrected  for  the  spontane- 
ous death  of  EL-4  cells. 

The  cytotoxic  activity  of  C.  parvum- 
treated  macrophages  was  15.0  per 


cent  / 14.3  per  cent  ( male /female 
harvests)  after  48  hours  and  rose  to 
28.0/33.2  per  cent  ( male/female) 
after  72  hours.  After  48  hours, 
neither  EL-4mp-treated  nor  untreated 
macrophages  exhibited  any  cytotoxic 
activity.  By  72  hours,  the  per  cent 
cytotoxicity  elicited  by  macrophages 
treated  with  EL-4mp  increased  to 
19.0/21.5  per  cent  ( male /female). 
The  cytotoxic  activity  of  untreated 
macrophages  rose  to  7.4/6. 1 per  cent 
( male /female)  by  72  hours. 

Macrophages  harvested  from  male 
and  female  mice  showed  similar  cyto- 
toxic responses.  Untreated  macro- 
phages showed  a low  intrinsic  level  of 
cytotoxic  activity.  Treatment  with  C. 
parvum  caused  the  largest  stimulation 
of  macrophage-mediated  cytotoxicity, 
while  EL-4mp-treated  macrophages 
showed  only  intermediately  enhanced 
levels  of  tumor  cytotoxic  activity. 


Properties  Of  Voltage-Dependent 

Calcium  Channels  In  Rabbit  Aorta  Following 

Induction  Of  Supersensitivity  With  Reserpine 


K.  S.  ICE 
Morgantown 
J.  S.  FEDAN,  Ph.D. 


Treatment  of  rabbits  with  reserpine 
( 0.3  mg/kg,  i.p.,  x 3 days)  induces 
a nonspecific  increase  in  sensitivity 
(i.e.,  supersensitivity)  of  aortic 
smooth  muscle  to  Ca2+  and  to  a vari- 
ety of  contractile  agents.  This  type  of 
supersensitivity  has  been  attributed, 
in  part,  to  an  increase  in  the  perme- 
ability of  the  depolarized  plasma 
membrane  to  Ca2  + . Reserpine  treat- 
ment resulted  in  1.4-  and  1.3-fold  in- 
creases in  sensitivity  of  the  aorta  to 
Ca2  + (in  a KU -depolarizing  solution) 
and  to  K + , respectively,  thus  support- 


ing the  proposal  that  Ca2+  influx  is 
increased  in  supersensitive  tissues. 

I evaluated  the  hypothesis  that 
smooth  muscle  cells  become  more 
permeable  to  Ca2+  following  reser- 
pine treatment  due  to  alterations  in 
voltage-dependent  calcium  channels 
(VDCs)  located  within  the  plasma 
membrane.  Isometric  contractions  of 
aortic  strips  to  Ca2+  were  obtained  in 
the  absence  and  presence  of  nitrendi- 
pine (2-20  nM),  a VDC  antagonist. 
The  apparent  affinity  of  nitrendipine 
for  VDCs  was  unaffected  by  reserpine 
treatment  ( 1.2  nM  and  0.8  nM  for 
aorta  from  untreated  and  treated  rab- 
bits, respectively)  as  assessed  by  a 
modified  Schild  analysis. 


In  binding  experiments  using  sub- 
cellular  membranes,  reserpine  treat- 
ment had  no  effect  on  Kjy  (0.247  nM 
in  untreated  vs.  0.250  nM  in  treated 
rabbits)  or  on  Bmax  (45.0  fmoles/ 
mg  in  untreated  vs.  43.6  fmoles/mg  in 
treated  rabbits)  values  for  PN(  + ) 
200-110,  a VDC  antagonist. 

While  supersensitivity  of  aortic 
smooth  muscle  may  involve  an  in- 
crease in  membrane  permeability  to 
Ca  + 2,  we  conclude  that  it  is  not  asso- 
ciated with  an  alteration  in  the  affinity 
of  VDCs  for  specific  antagonists  or 
with  a change  in  the  total  number  of 
VDCs  located  in  the  membrane. 
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Changes  In  Hepatic  Glucose-6-Phosphate  Dehydro- 
genase Messenger  RNA  Levels  In  Response  To  Diet 


CHRISTOPHER  R.  PROSTKO 
Runnemede,  New  Jersey 


■phe  reaction  catalyzed  by  the  en- 
zyme  glucose-6-phosphate  dehydro- 
genase ( G6PD ) is  the  rate-limiting 
step  of  the  pentose  phosphate  pathway 
and  is  subject  to  nutritional  and 
hormonal  regulation  in  the  liver.  An 
important  function  of  this  reaction  is 
the  generation  of  reducing  equivalents 
in  the  form  of  NADPH  which  are 
used  in  the  biosynthesis  of  fatty  acids. 
When  fasted  rats  are  refed  a high  car- 
bohydrate diet,  G6PD  enzyme  activity 
and  relative  rate  of  synthesis  are  ele- 
vated 10-fold. 


In  order  to  elucidate  the  mech- 
anisms underlying  this  dietary  induc- 
tion of  G6PD,  we  sought  to  generate 
molecular  probes  for  the  specific  mes- 
senger RNA  (mRNA)  encoding  this 
enzyme.  Since  G6PD  mRNA  is  rela- 
tively low  in  abundance,  polysome  im- 
munoadsorption  was  used  to  purify 
the  specific  mRNA  nearly  20,000-fold. 
Purified  G6PD  mRNA  was  used  to 
prepare  a cDNA  library,  and  several 
cloned  DNAs  were  identified  by  hy- 
brid selected  translation  which  are 
complementary  to  G6PD  mRNA.  The 
largest  of  these  is  about  830  nucleo- 
tide base  pairs  (bp),  and  together  the 
overlapping  clones  represent  about 
one  half  of  the  mature  cytosolic  mes- 
sage which  is  2.3  Kb  on  Northern 


blot  analysis.  The  recombinant  plas- 
mids were  used  in  dot  blot  assays  as 
hybridization  probes  to  measure 
G6PD  mRNA  concentrations  in  fasted 
and  fasted /carbohydrate  refed  ani- 
mals. The  data  show  that  the  dietary 
induction  of  G6PD  enzyme  activity 
is  paralleled  by  a commensurate  in- 
crease in  G6PD  mRNA.  This  increase 
accounts  for  the  observed  stimulation 
in  the  rate  of  protein  synthesis. 

These  results  led  to  the  conclusion 
that  nutritional  regulation  of  G6PD 
occurs  primarily  at  a pretranslational 
step.  Current  studies  using  isolated 
nuclei  are  attempting  to  determine  if 
the  mRNA  induction  is  due  to  an  in- 
crease in  transcription  of  the  G6PD 
gene. 


Mapping  trpE  Gene  Of  Leptospira  biflexa 
serovar  patoc  By  Transposon  Mutagenesis 


REUREN  A.  COHEN 
Morgantown 
DAVID  B.  YELTON,  Ph.D. 


The  organization  of  the  genes  for 
tryptophan  biosynthesis  is  known 
for  many  prokaryotes  and  some  eu- 
karyotes. We  are  investigating  the 
trpE  region  in  Leptospira.  Yelton 
(1984)  constructed  a plasmid  con- 
taining a 6.0  kbp  fragment  of  L. 
biflexa  DNA  which  complements  a 
trpE  deletion  mutation  in  Escherichia 
coli  JA221.  This  plasmid  was  muta- 
genized  with  Transposon  5 (Tn5). 
Tn5  inserts  into  DNA  at  random  loca- 


tions disrupting  the  coding  region  of 
the  gene  into  which  it  inserted.  It  also 
confers  upon  the  cell  the  ability  to 
grow  in  the  presence  of  kanamycin. 
Following  transposition  with  Tn5,  the 
plasmids  were  used  to  transform  E. 
coli  JA221  to  ampicillin-resistance 
(AmpR)  and  kanamycin-resistance 
(KanR).  The  transformants  were 
checked  for  their  ability  to  grow  on 
medium  lacking  tryptophan  but  con- 
taining ampicillin  and  kanamycin. 
Plasmid  DNA  was  extracted  from 
each  transformant,  digested  with  re- 
striction endonucleases,  and  electro- 
phoresed  through  agarose  gels. 

Analysis  of  the  resulting  electro- 


phoretic pattern  revealed  the  position 
of  the  Tn5  insertion.  The  ability  of 
the  AmpR-KanR  colonies  to  grow  on 
medium  lacking  tryptophan  revealed 
whether  Tn5  had  inserted  into  the 
trpE  coding  region  of  the  plasmid.  By 
combining  these  two  types  of  data,  a 
physical  and  genetic  map  of  the  L. 
biflexa  serovar  patoc  trpE  region  was 
constructed.  The  trpE  region  of  Lep- 
tospira occupied  2.8  kbp  of  DNA 
compared  to  other  sequenced  trpE 
genes  which  occupy  1.5  kbp  of  DNA. 
The  central  location  of  the  trpE  region 
in  the  cloned  Leptospira  DNA  argues 
for  the  inclusion  of  a promoter  within 
this  region. 
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Chronic  myelogenous  leukemia  is 
characterized  by  a stable  phase  follow- 
ed by  an  aggressive,  usually  fatal 
phase.  It  involves  basically  all  the 
hematopoietic  elements,  implying  the 
maturational  defect  is  at  the  level  of 
the  stem  cell  as  indicated  by  the  pres- 
ence of  the  Philadelphia  chromosome 
as  well  as  clonal  analysis.  Recent  evi- 
dence has  suggested  that  rearrange- 
ment of  cellular  oncogenes  may  play  a 
role  in  the  expression  of  the  malig- 
nancy. Beneficial  treatment  of  the 
chronic  phase  has  been  long  establish- 
ed. Trials  utilizing  bone  marrow 
transplantation  to  prevent  the  onset  of 
the  aggressive  phase  as  well  as  trials 
utilizing  intensive  chemotherapy  for 
the  terminal  phase  are  under  way. 

Chronic  myelogenous  leukemia  is  a 
unique  hematopoietic  malignancy 
characterized  by  an  insidious  onset 
and  an  aggressive  terminal  phase.  Al- 
though the  many  studies  in  the  disease 
have  not  led  to  new,  successful  ther- 
apies in  its  treatment  as  of  yet.  they 
have  revealed  new  insights  into  the 
biology  of  malignancy  and  the  normal 
regulation  and  structure  of  the  hema- 
topoietic system. 

Clinical  Features 

Chronic  myelocytic  leukemia  is 
most  commonly  encountered  in  middle 
age  with  a peak  between  the  ages  40- 
49,  according  to  some  studies.1 

There  appears  to  be  a gradual  in- 
crease in  incidence  with  age,  with  a 
slight  predominance  in  males.  There 
has  been  a slight  decrease  in  the  inci- 
dence of  the  disease  over  the  last  20 


years  in  both  the  white  and  non-white 
populations.  The  reason  for  this  de- 
creasing incidence  is  not  clear.2 

Ionizing  radiation  has  been  asso- 
ciated prominently  with  the  etiology 
of  chronic  myelogenous  leukemia. 
There  was  a marked  increase  in  the 
rate  of  chronic  myelogenous  leukemia 
in  Hiroshima  survivors  in  the  low- 
dose  region  but  no  increase  was  ob- 
served in  the  Nagasaki  survivors;3  this 
difference  was  attributable  to  the  in- 
creased amount  of  neutron  radiation 
in  the  Hiroshima  bomb.  In  addition, 
thymic  radiation  has  been  associated 
with  an  increased  incidence  of  chronic 
myelogenous  leukemia.4 

The  stable  phase  of  chronic  myelo- 
genous leukemia  is  characterized  by 
marked  splenomegaly,  greater  than  10 
cm  below  the  left  costal  margin  in  the 
majority  of  patients,  and  an  increase 
in  all  the  hematopoietic  elements  in 
both  the  peripheral  blood  and  bone 
marrow.  There  is  a marked  increase 
in  the  peripheral  leukocyte  count  with 
a minimal  elevation  of  the  immature 
forms  ( myeloblasts  and  promyelo- 
cytes) and  a significant  elevation  of 
metamyelocytes.5 

A very  substantial  increase  in  the 
number  of  granulocytes  in  the  peri- 
pheral blood  is  a characteristic  feature. 
In  a series  of  120  patients,  the 
mean  initial  leukocyte  count  was 
231  x 109/L  with  the  highest  value 
750  and  the  lowest  25  x 109/L.  In 
only  11  cases  was  the  leukocyte  count 
below  100  x 109/L.  Eosinophil  and 
basophil  polymorphonuclear  cells  are 
nearly  always  present.  A progressive 
basophilia  appearing  during  the 
course  of  the  disease  may  herald  the 
onset  of  the  accelerated  phase.6  A 
moderate  increase  in  monocytes  is 
quite  common. 


Although  there  is  a characteristic 
increase  in  granulocytes,  the  function 
of  these  cells  is  markedly  abnormal. 
These  cells  demonstrated  decreased 
migration  utilizing  the  skin  window 
technique,  significant  decrease  in 
phagocytosis  of  India  ink  particles 
four  and  12  hours  following  skin  abra- 
sion, and  decreased  chemilumin- 
escence.7 

Mason  et  al.  documented  a marked 
increase  in  thrombocytosis  in  CML.8 
Of  their  111  previously  untreated 
cases,  71  (67  per  cent)  had  thromb- 
ocytosis (greater  than  450  x 109  plate- 
lets /L)  sometime  during  their  course. 
Of  the  71  cases,  56  had  a thrombocy- 
tosis at  the  time  of  diagnosis,  and  29 
developed  platelet  counts  of  over  one 
million.  This  late  development  of  a 
thrombocytosis  appeared  to  be  asso- 
ciated with  progression  to  the  terminal 
blastic  phase  of  the  disease.8  Although 
thrombohemorrhagic  complications 
are  rare  in  the  chronic  phase  of  CML, 
abnormal  platelet  function  has  been 
documented  in  a number  of  patients. 
Abnormalities  have  included  deficient 
aggregation  to  epinephrine,  adenosine 
diphosphate  and  collagen,  abnormal 
second  waves  of  aggregation,  defec- 
tive storage  pools  and  abnormal  arach- 
idonic  acid  metabolism.9 

Chromosome  Markers 

There  is  now  a vast  amount  of  clin- 
ical and  biochemical  evidence  sup- 
porting the  concept  that  CML  arises 
from  a single  malignant  clone,  most 
likely  one  of  the  multipotential  stem 
cells.  Approximately  90  per  cent  of 
cases  of  CML  have  a unique  karotypic 
marker  — the  Philadelphia  tPh1) 
chromosome  22-9  t (9:22)  (g34:gll) 
which  represents  a reciprocal  translo- 
cation between  chromosome  22  and  9. 
The  Ph1  chromosome  is  present  in 
most  bone  marrow  cell  metaphases 
and  has  been  demonstrated  in  baso- 
phils, nucleated  erythroid  cells,  plate- 
let precursors  and  macrophages  but 
not  in  marrow  or  skin  fibroblasts.10'16 
Studies  of  glucose-6-phosphate  dehy- 
drogenase (G-6-PD)  have  documented 
that  marrow  fibroblasts  are  not  mem- 
bers of  the  malignant  clone.  Investi- 
gating patients  with  X-linked  enzyme 
polymorphism  (A,B  variants)  of 
G-6-P-D  (black  heterozygous  females) 
provided  evidence  for  extreme  clonal 
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restriction  and,  most  likely,  mono- 
clonality  for  Ph1  positive  CML  and 
Ph1  negative  CML.1  G-6-P-D  stu- 
dies have  confirmed  the  monoclonal- 
ism  of  the  monocytes,  erythrocytes 
and  basophils  as  well  as  polymorpho- 
nuclear leukocytes  while  immunoglob- 
ulin studies  have  revealed  the  mono- 
clonal nature  of  the  lymphocytes.18 

Nowell  and  Hungerford  initially  de- 
scribed the  Philadelphia  chromosome 
in  seven  cases  of  CML.19  Detailed 
studies  of  specific  bands  by  various 
investigators  documented  the  involved 
sites  as  9g34  and  22gll-12. 19,20  Stu- 
dies in  identical  twins  have  revealed 
that  the  marker  is  acquired.22  In  ap- 
proximately 95  per  cent  of  the  CML 
patients,  the  deleted  portion  of  the 
Ph1  chromosome  is  translocated  onto 
the  terminal  portion  of  the  long  arm 
of  chromosome  9;  in  the  remaining 
five  per  cent  of  patients,  the  deletion 
attaches  to  another  chromosome. 
Every  chromosome  except  4,  5,  8,  18, 
20  and  Y has  been  involved. 

Karotypes  in  patients  with  CML  are 
divided  into  Ph1+  and  Ph1'".  The 
Ph1 ' cases  are  divided  into  Ph1"' 
with  normal  karotypes  and  those  with 
aneuploidy.  The  Ph1+  cases  are 
classified  into  four  groups:  those 

with  only  Ph1+  cells;  those  who  are 
mosaic  — having  Ph1+  and  Ph1- 
cells;  chromosomal  abnormalities  in 
addition  to  the  Ph1+  cells;  and  those 
who  develop  other  chromosome  ab- 
normalities in  addition  to  the  Ph1  + 
marker  during  the  course  of  their  dis- 
ease. About  70  to  80  per  cent  of  the 
Ph1  + CML  patients  acquire  chromo- 
somal abnormalities  in  addition  to  the 
Ph  + /“  marker  prior  to  or  during  the 
blastic  phase.22  Trisomy  8 is  the  most 
frequent  additional  abnormality  fol- 
lowed by  doubling  of  the  Ph1  chromo- 
some. 

Oncogenes 

Recently,  molecular  biologists  have 
implicated  oncogenes  in  the  patho- 
genesis of  the  disease.  V-oncogenes 
(V-oncs)  or  unique  transforming 
genes  initially  were  found  to  be  as- 
sociated with  retroviruses,  RNA 
viruses  which  in  addition  to  their 
genetic  material  have  incorporated  a 
host  genetic  sequence  which  has  the 
potential  of  tumor  induction.23  Nu- 
merous V-onc  genes  have  been  identi- 


fied. For  each  of  these  genes  there  is 
a corresponding  gene  in  the  cells  of 
many  vertebrate  species.  The  cellular 
genes  homologous  to  the  viral  on- 
cogenes are  designated  cellular  on- 
cogenes or  C-oncs.  It  has  been  hypo- 
thesized that  cellular  oncogenes  are 
normal  genetic  components  of  all 
vertebrate  cells  and  that  some  of 
these  cellular  genes  have  been  in- 
corporated into  retroviruses  in  the 
course  of  infection  in  the  past. 

The  ubiquitous  nature  of  cellular 
oncogenes  suggests  important  and 
critical  functions  within  cells.  These 
genes  may  play  a crucial  role  in  the 
regulation  of  cellular  proliferation  and 
differentiation.  The  functions  of  the 
cellular  oncogenes  remain  obscure 
but  clues  have  been  obtained  from  the 
study  of  protein  encoded  by  the  V-onc 
genes.  Many  of  the  proteins  are  pro- 
tein kinases  which  phosphorylate 
tyrosine  residues  in  proteins.23  These 


Treatment  of  the  chronic 
phase  of  CML  involves  the  use 
of  the  chemotherapeutic  agents 
busulfan  or  hydroxyurea;  both 
have  been  associated  with  in- 
creasing the  life  span  of  the 
patient  over  that  of  the  un- 
treated patient  (40  months  vs 
19  months ). 


phosphokinases  resemble  certain  nor- 
mal cell-membrane  hormone  receptors 
that  function  as  enzymes.  It  recently 
was  determined  that  two  of  the  normal 
C-oncs  in  man  were  located  at  or  near 
the  chromosome  bands  involved  in 
forming  the  t ( 9 : 2 2 ) translocation 
typical  of  CML.  Heisterkamp  and 
co-workers,24'2’  utilizing  techniques  of 
mouse-human  somatic  cell  hybridiza- 
tion, determined  that  the  normal 
human  homologue  of  the  transforming 
gene  of  the  Abelson  murine  leukemia 
virus  (c-abl)  was  located  on  chromo- 
some 9 at  band  g34.  deKlein  et  al. 
(1982)  and  Groffen  et  al.  demon- 
strated the  translocation  of  c-abl  on 
chromosome  9 to  the  ph1  chromo- 
some.26'2' 

Several  investigations  have  revealed 
that  translocation  of  the  c-abl  gene 
results  in  its  amplification.  In  ad- 
dition, a novel  9 kilobase  transcript 


product  is  formed  as  opposed  to  the 
usual  6 and  7 kilobase  transcripts. 
The  abnormal  protein  product  en- 
coded is  a tyrosine  protein  kinase  with 
markedly  increased  activity  over  that 
noted  in  normal  hemotopoietic  cells.28 
Whether  these  findings  are  simply 
epiphenomena  or  actually  intimately 
associated  with  the  etiology  of  the 
disease  remains  to  he  determined. 

Treatment 

Treatment  of  the  chronic  phase  of 
CML  involves  the  use  of  the  chemo- 
therapeutic agents  busulfan  or  hy- 
droxyurea; both  have  been  associated 
with  increasing  the  life  span  of  the 
patient  over  that  of  the  untreated 
patient  (40  months  vs  19  months). 
Splenectomy  and  aggressive  combina- 
tion chemotherapy  have  not  been 
beneficial.  Allogeneic  and  syngeneic 
bone  marrow  transplantation  are  being 
utilized  in  several  centers  to  treat 
patients  in  the  chronic  phase.  Since 
these  studies  have  only  been  con- 
ducted over  the  last  three  years,  it 
remains  to  be  determined  whether  this 
treatment  will  prolong  survival. 

The  blast  phase  of  CML  usually  has 
its  onset  approximately  three  and  one 
half  to  four  years  following  the 
presentation  of  the  chronic  phase.  It  is 
usually  heralded  by  the  symptoms  of 
fever  ( 67  per  cent ) , musculoskeletal 
pain  (48  per  cent),  abdominal  pain 
(33  per  cent),  weight  loss  (33  per 
cent),  and  malaise  (48  per  cent). 
There  is  usually  progressive  spleno- 
megaly, decreasing  hemoglobin  and 
platelet  counts  with  a progressively 
increasing  white  count.  The  peri- 
pheral blood  contains  an  increasing 
number  of  blast  forms.  Although  the 
blasts  are  most  commonly  myeloblasts 
(63  per  cent  of  the  cases),  lympho- 
blast transformation  is  present  in 
approximately  32  per  cent  of  the 
cases,  and  erythroblast,  monoblast 
and  megakaryoblast  transformation  in 
one  per  cent  of  the  cases  each.  The 
bone  marrow  is  markedly  hypercel- 
lular  with  markedly  decreased  mega- 
karocytes  and  diffuse  infiltration  of 
the  marrow  with  blast  forms. 

Although  the  results  of  treatment 
for  patients  in  established  blastic 
transformation  are  poor,  those  pa- 
tients in  whom  the  blastic  transforma- 
tion involves  acquisition  of  the  lymp- 
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hoblast  phenotype  ( terminal  trans- 
ferase and  common  acute  leukemia 
antigen  positive)  responded  to  vin- 
cristine and  prednisone  therapy  for 
greater  than  one-year  survival  in 
several  studies.  Aggressive  combina- 
tion chemotherapy  regimens  have 
been  utilized  in  those  patients  with  a 
transformation  to  the  myeloblast 
phenotype  but  only  a minority  of 
these  patients  will  gain  a partial  and 
short-lived  (months)  remission. 
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President’s  Page 


Policing  Our  Ranks 


One  of  the  recurring  questions  from 
our  critics  runs  something  like  this— 
“Why  are  you  asking  for  our  concern 
or  help  with  the  medical  liability 
issue  when  you  aren’t  doing  anything 
to  police  your  own  profession?” 

This  is  a “When  are  you  going  to 
stop  beating  your  mother-in-law?” 
question  with  a built-in  indictment 
and  conclusion.  It’s  unlikely  that  any 
answer  will  satisfy  the  questioner  who 
regards  physicians  as  free-wheeling 
entrepreneurs  without  any  regulatory 
checks  or  balances. 

As  a matter  of  fact,  few  professions 
are  as  tightly  controlled  as  medicine. 

The  licensing  examination  is  a very 
difficult  one  and  guarantees  a quite 
good  level  of  medical  knowledge  in 
the  basic  sciences  and  clinical  medi- 
cine. 

Hospital  staff  privilege  entails  re- 
view by  a tissue  committee,  utilization 
review  committee,  medical  records 
committee,  to  name  but  a few  of  the 
committees  which  monitor  our  staff 
membership. 


Increasingly,  we  are  required  to 
obtain  pre-admission  review  before  we 
can  admit  patients  and  a second 
opinion  before  we  can  operate  on 
them.  The  insurance  industry  care- 
fully monitors  the  appropriateness  of 
admission  of  our  patients  and  the 
quality  of  care.  The  West  Virginia 
Medical  Institute  applies  similar 
standards  to  Medicare  and  Medicaid 
patients. 

When  a medical  staff  or  a county 
society  or  the  licensing  board  decides 
to  take  action  against  an  errant 
physician,  he  or  she  often  contacts  a 
friendly  lawyer,  and  the  legal  process 
will  grind  on  for  months  without 
resolution.  In  the  meantime,  the  phy- 
sician continues  to  practice  medicine. 

Despite  all  this,  we  are  adding 
additional  control  measures  this  year. 
First,  we  will  be  supporting  changes 
in  the  Medical  Practice  Act  to  enhance 
the  Board  of  Medicine’s  ability  to 
cope  with  physician  violators.  We  also 
will  be  supporting  an  increase  in  the 
board’s  budget  to  add  investigators 
and  other  personnel. 


Secondly,  the  new  constitution  and 
by-laws  provides  for  a Judicial  Com- 
mission to  help  in  resolving  ethical 
matters  which  reach  the  State  Associ- 
ation level. 

Finally,  the  Impaired  Physicians 
Committee  will  be  developing  a 
protocol  to  assist  in  managing  physi- 
cians with  drug  or  alcohol  problems. 

The  medical  profession  is  unregu- 
lated? Unpoliced?  Stuff  and  non- 
sense! 


David  Z.  Morgan,  M.  D.,  President 
West  Virginia  State 
Medical  Association 
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Editorials 


On  Forming  A PPO 


The  WVSMA  made  a bit  of  history 
on  November  3,  1985,  when  the 
House  of  Delegates  in  special  session 
approved  the  formation  and  start-up 
of  a statewide  PPO.  West  Virginia  is 
the  first  state  in  the  nation  in  which  a 
medical  association  has  opted  to  de- 
velop a PPO  on  a statewide  basis. 

It  was  the  decision  of  WVSMA’s 
leadership  and  House  that  steps  must 
be  taken  to  help  members  deal  with 
the  myriad  of  alternative  health  care 
delivery  mechanisms  being  erected  in 
the  state.  Physicians  feel  pressure  to 
participate  in  such  mechanisms 
through  the  threat  of  greatly  diminish- 
ed numbers  of  patients  should  they 
fail  to  participate.  Hospitals  are 
squeezed  by  the  DRG  system  and  in 
turn  put  pressure  on  physicians  to 
create  demand  for  hospital  facilities 
through  increased  volume  of  patients 
with  short  hospital  stays.  Health  care 
conglomerates  across  the  nation  buy 
up  hospitals  and  run  them  with  high 
dollar  efficiency  and  modest  regard 
for  patient  welfare. 

PPOs  are  being  developed  by  em- 
ployers and  hospitals  as  well  as  by 
other  entrepreneurs.  In  each  case,  the 
benefits  are  designed  to  accrue  to  the 


employer  or  the  hospital  which  creates 
the  PPO.  Physicians,  in  the  process, 
are  manipulated  to  everyone’s  advan- 
tage but  their  own.  Through  establish- 
ment of  their  own  PPO,  physicians 
can  help  shape  their  own  destiny,  be 
of  assistance  to  their  patients,  and 
save  dollars  for  those  who  must  pay 
the  bill. 

Patients  know  that  their  doctor  is 
the  only  advocate  they  have  or  even 
need  in  the  medical  care  system.  Hos- 
pitals, insurers  and  other  institutions 
have  little  real  interest  in  individual 
patients  and  their  problems.  We  don’t 
mean  to  imply  that  there  are  not  car- 
ing individuals  working  in  hospitals, 
but  the  corporate  hospital,  whether  it 
be  non-profit  or  for-profit,  must  oper- 
ate as  a business  entity.  It  has  an 
obligation  to  keep  its  head  above 
water,  to  maintain  a steady  patient 
flow,  to  operate  efficiently,  and  to  con- 
tain costs  with  an  eye  to  the  “bottom 
line.” 

Insurance  companies  are  in  busi- 
ness to  make  money,  not  to  lose  it. 
Insurers  see  patients  not  as  suffering 
humans  but  as  premium  income  from 
which  must  be  subtracted  dollars  to 
pay  for  health  care  costs.  Likewise, 


the  insurer  doesn’t  care  if  the  insured 
patient  has  a gallbladder  problem  or 
a kidney  stone  or  a coronary.  Only 
the  physician  really  cares  about  the 
patient  as  a fellow  human  being  and, 
sadly,  it  is  often  the  physician  who  is 
publicly  faulted  for  not  caring  enough 
or  for  not  showing  enough  compas- 
sion. 

The  newly-established  medical  asso- 
ciation PPO  will  enable  West  Virginia 
physicians  to  negotiate  the  best  possi- 
ble deal  for  patients  and  employers  in 
a framework  which  gives  control  to 
physicans  rather  than  to  a hospital  or 
employer  PPO. 

WVSMA  members  will  be  hearing  a 
great  deal  more  about  this  PPO  plan 
in  the  coming  weeks  and  months. 
Every  member  should  seriously  con- 
sider joining. 

That  decision  will  have  long-lasting 
consequences.  It  will  certainly  affect 
the  future  practice  of  medicine  in 
West  Virginia.  We  think  physicians 
are  best  equipped  to  make  important 
decisions  involving  medical  care.  We 
have  made  those  decisions  in  the  past 
and  have  done  so  rather  well.  We 
should  plan  on  doing  it  in  the  future. 


Cost  Effective  Or  Quality  Care:  Which  Shall  It  Be? 


The  title  of  the  article  was  “The 
Role  of  Echocardiography  in  Cost- 
Effective  Health  Care.”  This  was  the 
latest  in  a series  of  reports  submitted 
to  my  editorial  office  with  the  phrase 
“cost-effective  health  care.”  It  is  evi- 
dently fashionable  to  scrutinize  cur- 
rent diagnostic  and  therapeutic  mod- 
alities for  their  “cost  effectiveness.” 
Is  this  recent  fad  simply  a rash  to  use 
an  eye-catching  phrase  (such  as  the 


sadly  over-used  word,  parameters),  or 
does  it  portend  an  orientation  toward 
new  priorities  in  the  management  of 
patients? 

I submit  that  a cost-effective  ap- 
proach may  be  appropriate  for  office 
management  or  industrial  technology, 
but  it  is  unacceptable  when  applied 
to  patient  care.  If  the  clinician  makes 
his  therapeutic  decisions  on  the  basis 
of  “the  most  cost-effective”  drug  or 


medical  device,  is  the  patient  aware 
that  he  or  she  may  be  receiving  sec- 
ond-rate medical  care?  Informed  con- 
sent has  become  a moral  and  legal 
necessity.  This  process  of  self-deter- 
mination permits  the  patient  to  parti- 
cipate in  final  choices  of  treatment. 
Yet  many  current  recommendations, 
which  include  cost  effectiveness  as  a 
decisive  force  in  decision  making,  fail 
to  include  the  patient  in  ultimate 
choices. 

The  current  annual  budget  for 
health  care  is  $325  billion  and  we  are 
told  this  is  a financial  burden  that 
our  republic  cannot  tolerate.  Socio- 
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logists  and  financial  planners  have 
suggested  that  hospital  administrators, 
government  agencies,  and  third-party 
payers  work  together  to  ameliorate 
this  crisis.  We  earnestly  hope  that  the 
medical  profession  will  be  called  upon 
in  key  consultative  roles  to  assist  in 
any  modifications  of  medical  care. 
The  participation  of  the  physician, 
however,  as  a consultant  to  the  gov- 
ernment is  a vastly  different  relation- 
ship than  the  individual  clinician’s 
decision  to  withhold  treatment  on  the 
basis  of  cost.  The  physician  estab- 
lishes with  each  patient  a moral  con- 
tract to  provide  the  best  possible  care 
that  is  available  based  upon  his/her 
current  knowledge.  This  moral  con- 
tract does  not  permit  unilateral  de- 
cisions by  the  practitioner  to  choose  a 
particular  test  or  drug  because  it  is 
“almost  as  good,  but  cheaper.”  As- 
sumption of  such  a judgmental  role  is 
in  conflict  with  the  very  basic  philos- 
ophy of  a distinguished  profession. 
If  society  determines  that  there  must 
he  rationing  of  health  care,  then  it  is 
the  responsibility  of  society  to  estab- 
lish those  laws  which  will  be  carried 
out  by  all  citizens,  including  members 
of  the  medical  profession. 


Some  countries  now  enforce  arbi- 
trary rules  based  upon  age,  which 
limit  access  to  kidney  dialysis  or  ad- 
mission to  intensive  care  units.  We 
hope  that  the  citizens  in  these  coun- 
tries are  aware  of  the  fact  that  the 
individual  practitioner  has  not  altered 
his/her  relationship  with  the  patient, 
but  that  these  are  administrative  de- 
cisions imposed  upon  an  entire  so- 
ciety. Only  in  this  way  can  the  trust 
of  patients  be  maintained  so  that  they 
will  recognize  that  it  is,  today  as  al- 
ways, the  clinician’s  desire  and  re- 
sponsibility to  offer  the  best  conceiv- 
able medical  care  that  society  permits. 

The  medical  profession  willingly 
acknowledges  that  it  will  have  to  re- 
view medical  practices  in  terms  of  the 
urgent  need  to  enconomize.  Duplica- 
tion of  facilities,  the  practice  of  defen- 
sive medicine,  and  unnecessary  sur- 
gery are  indeed  indefensible  and  these 
errors  must  be  corrected.  However, 
there  are  ways  to  economize  without 
jeopardizing  the  quality  of  care  and 
it  is  the  physician’s  responsibility  to 
participate  in  such  studies.  At  no 
time,  however,  should  the  clinician  ac- 
cept the  philosophy  that  the  medical 
profession  may  compromise  its  his- 
toric pledge  to  maintain  quality  of 


care  regardless  of  cost.  Fiscally  sound 
medical  care  need  not  be  inferior  care. 
Indeed,  in  some  instances,  the  most 
cost-effective  choices  also  offer  the  fin- 
est quality  in  medical  management. 
However,  cost  should  be  only  one  of 
the  considerations  in  medical  decision- 
making and  of  a lesser  priority  than 
excellence. 

I hope  that  the  phrase  “cost  effec- 
tive” will  not  appear  in  medical  litera- 
ture in  the  months  ahead.  I prefer 
titles  such  as  “providing  quality  care 
more  economically.”  It  is  entirely 
correct  and  currently  appropriate  to 
engage  in  studies  that  determine 
whether  a particular  drug,  test  or  med- 
ical device  is  more  economical  but 
equally  as  good  as  the  agent  or  test 
to  which  it  is  compared.  We  cannot 
do  more  than  this  as  individual  prac- 
titioners. Physicians  should  refuse  to 
inherit  the  wind  of  patient  anger  when 
such  dismay  is  more  correctly  related 
to  governmental  decisions  or  corpor- 
ate interests.  — Guest  editorial  from 
Archives  of  Internal  Medicine,  No- 
vember, 1985,  and  Chest,  December, 
1985,  by  Alfred  Soffer,  M.  D.,  Editor- 
In-Chief,  Archives  of  Internal  Medi- 
cine. 


Our  Readers  Speak 


Patient  Praises  Charles  Town  Doctor 


Re:  Jules  F.  Langlet,  M.D.,  F.A.C.S. 

206  West  Liberty  Street 

Charles  Town,  West  Virginia  25414 

Doctor  Langlet  is  a dedicated,  pro- 
fessional practicing  physician  who 
carefully  reviews  and  studies  the 
progress  in  the  science  of  medicine 
and  the  AMA  publications  in  his 
expertise. 

We  carefully  selected  Doctor  Lang- 
let to  be  our  family  doctor  as  he  pro- 
vided a second  opinion  and  does  not 
hesitate  to  check  his  decisions.  I am 
permanently  disabled  and  require 
scheduled  and  programmed  medical 
checkups.  We  require  medical  facili- 
ties in  our  home  for  sleep,  sitting  and 


working.  Since  I cannot  use  public 
transportation  facilities,  our  (auto) 
vehicles  require  special  equipment. 
Doctor  Langlet  provided  reports  to  the 
West  Virginia  Department  of  Motor 
Vehicles  to  obtain  the  special  parking 
permits  for  disabled  persons. 

Doctor  Langlet  works  with  physical 
therapy  departments  at  City  Hospital, 
Martinsburg,  and  Jefferson  Memorial 
Hospital.  Ranson,  to  help  me  recover 
from  the  unleashed  dog  incidents.  He 
w'orks  with  the  staff  doctors  of  the 
Jefferson  Memorial  Hospital.  He  care- 
fully prescribes  medications  and  diet 
and  has  provided  reports  for  restruct- 
uring my  Jewett  back  brace,  x-rays, 
DDS,  otologist,  orthopedist,  neurol- 


ogist, Johns  Hopkins  clinics,  and  staff 
doctors  as  required.  He  has  been 
wonderful,  fully  explaining  the  treat- 
ments, and  follows  and  checks  my 
progress. 

His  office  staff  are  wonderful;  they 
work  as  a team  to  help  YOU,  their 
patient.  This  is  exceptional  and  I 
sincerely  wish  to  report  this  to  the 
West  Virginia  State  Medical  Associa- 
tion with  copy  to  the  AMA  head- 
quarters in  Chicago. 

If  you  have  any  questions,  please 
advise. 

John  M.  Carson,  Sr. 

P.  0.  Box  190 

Charles  Town,  West  Virginia  25414 
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General  News 


Of  House  Held  In  Charleston 


Special  Session 

Delegates  Give  Nod 
To  Legislative  Plan, 

Dues  Increase  And  PPO 

“This  is  the  year  to  jump  through 
the  window,”  said  WVSMA  President 
David  Z.  Morgan,  M.  D.,  at  the  be- 
ginning of  the  historic  special  session 
of  the  Association’s  House  of  Dele- 
gates on  November  3. 

Doctor  Morgan  was  referring  to  the 
urgency  of  securing  tort  reform  leg- 
islation in  1986  but  delegates  — in 
terms  of  commitment  — did  “jump 
through  the  window”  by  adopting  a 
promotional  action  plan  to  obtain 
professional  liability  relief,  and  by 
approving  a statewide  Preferred  Pro- 
vider Organization  (PPO)  to  be  oper- 
ated through  a non-profit  subsidiary 
of  the  WVSMA. 

Both  actions  came  during  what 
was  the  first  special  session  of  the 
House  ever  held,  with  80  of  162  possi- 
ble delegates  present  at  the  Charleston 
Marriott. 

In  adopting  the  legislative  action 
plan,  the  House  unanimously  approv- 
ed a two-year  $50  dues  increase  to 
finance  the  tort  reform  effort.  The 
dues  increase  is  to  “sunset”  in  two 
years. 


The  promotional  campaign  for  the 
1986  session  of  the  state  Legislature 
is  expected  to  cost  approximately 
$125,000,  or  $70  per  member,  with  an 
additional  funding  need  in  1987  seen. 

Presented  by  Doctor  Leckie 

The  action  plan  was  presented  to 
delegates  by  Dr.  Jack  Leckie  of  Hun- 
tington, Chairman  of  the  WVSMA 
Task  Force  on  Professional  Liability, 
and  Mike  Willard  of  Willard  and 
Arnold  Communications,  Inc.,  Charles- 
ton, WVSMA  public  relations  consul- 
tants. 

Doctor  Leckie  discussed  promotion- 
al activities  which  will  be  coordinated 
with  other  groups  in  approaching  the 
Legislature  and  presented  through  the 
news  media. 

“Not  a week  will  go  by  that  we  will 
not  be  out  front  with  this  issue,”  he 
stated. 

Willard  reported  the  results  of  the 
malpractice  experience  survey  of 
WVSMA  members  as  of  that  time, 
with  approximately  1,000  responses 
having  been  received.  Of  that  num- 
ber, he  said,  45  per  cent  of  the  re- 
spondents reported  they  had  been 
sued  for  malpractice.  Of  this  45  per 
cent,  70  per  cent  are  board  certified 
and  most  of  the  remaining  are  board 
eligible. 


PPO  Plan 

The  PPO  proposal  was  presented  by 
Dr.  Harry  S.  Weeks,  Jr.,  of  Wheeling, 
a member  of  the  WVSMA  PPO/IPA 
feasibility  study  committee,  and 
Woodford  L.  Burnette  of  Interactive 
Medical  Systems  (IMS),  North  Caro- 
lina-based management  firm. 

The  House  authorized  a $50,000 
loan  to  the  PPO  for  start-up  costs,  to 
be  repaid  from  administrative  fees 
charged  participants. 

“To  the  best  of  my  knowledge,  we 
are  the  first  state  medical  association 
in  the  country  to  start  a statewide 
PPO,”  said  Merwyn  G.  Scholten, 
WVSMA  Executive  Director,  follow- 
ing the  special  House  session. 

The  PPO,  to  be  known  as  Preferred 
Medical  Care  Network  of  West  Vir- 
ginia, will  contract  with  IMS  to  pro- 
vide the  initial  management,  market- 
ing and  start-up  functions.  The  new 
entity  is  expected  to  be  operational 
in  early  1986. 

The  House  was  given  an  explana- 
tion of  the  need  to  establish  a non- 
profit entity  and  board  to  direct  the 
PPO  as  well  as  an  idea  of  how  the 
system  would  function  in  terms  of 
negotiating  fees  on  an  individual- 
physician  basis. 
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sicians  who  agree  to  provide  care 
for  negotiated  fees  and  to  have 
their  services  subjected  to  utiliza- 
tion controls.  In  exchange,  em- 
ployers provide  economic  incen- 
tives to  employees  to  use  PPO 
physicians  . . . 

By  agreeing  to  belong  to  the 
PPO,  the  physician  should  ex- 
perience increased  patient  flow, 
and  at  least  hold  existing  patients 
who  might  otherwise  be  lost  to 
the  practice  if  they  sign  on  with 
a PPO. 

The  preadmission  certification  and 
utilization  review  programs  will  be 
sub-contracted  to  the  West  Virginia 
Medical  Institute. 


Definition  of  PPO 


Goals  Met  by  PPO 

The  committee  report  observed  that 
a PPO  structure  comes  the  closest  to 
meeting  WVSMA  goals,  which  are  to: 

• promote  high-quality  medical 
care 

• retain  the  patient’s  freedom  of 
choice  in  selecting  a physician 

• preserve  the  physician-patient  re- 
lationship 

• retain  the  fee-for-service  method 
payment 

• offer  an  economical  and  efficient 
mechanism  for  delivery  and  re- 
imbursement of  medical  services 

(Continued  on  Next  Page) 


What  is  a PPO?  As  extracted  from 
the  written  report  of  the  feasibility 
committee  which  was  distributed  prior 
to  the  House  session,  a PPO: 

...  is  viewed  as  an  economic 
agreement  between  health  care 
payors  and  health  care  providers. 
PPOs  are  arrangements  and 
should  not  be  viewed  as  organiza- 
tions per  se  . . . A PPO  is  formed 
for  the  purpose  of  providing 
quality  health  care  services  at 


“Getting  their  ducks  in  order”  before  the  special  session  of  the  WVSMA  House  on 
November  3 are,  from  left,  Merwyn  G.  Scholten,  Association  Executive  Director; 
President  David  Z.  Morgan,  M.  D.,  of  Morgantown;  Jack  Leckie,  M.  D.,  Huntington, 
Chairman  of  the  WVSMA  Task  Force  on  Professional  Liability,  and  Don  R.  Sensa- 
baugh,  Jr.,  Charleston,  the  Association’s  legal  counsel. 


WVSMA  delegates  register  for  the  special  session  of  the  House  on  Sunday, 
November  3,  in  Charleston  at  the  Marriott  Hotel.  Eighty  delegates  attended. 


IMS  will  provide  the  third-party 
claims  administration,  marketing  and 
profiling  services  once  the  program 
begins. 

PPO  Board 

The  PPO  board  of  directors  will 
consist  of  WVSMA  members  and  rep- 
resentatives of  industry  and  govern- 
ment. 

Burnette,  who  made  his  presentation 
at  the  request  of  the  WVSMA  Execu- 
itve  Committee,  explained  to  the 
House  that  the  Committee  decided 
against  an  IPA  or  HMO  because  these 
systems  generally  take  three  years  to 
win  approval  through  the  state  insur- 
ance department,  require  $5  to  $6 
million  in  initial  funding,  and  four 
to  five  years  to  show  a profit.  He 
stated  that  the  PPO  vehicle  can  evolve 
into  an  IPA  if  desired. 


reasonable  rates.  This  type  of  or- 
ganization is  formed  to  provide 
insured  or  self-funded  health 
benefits  on  a cooperative  basis 
between  providers  and  employ- 
ers. 

This  structure  offers  a proven 
method  of  controlling  health  care 
costs  by  using  “preferred”  phy- 
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Tort  Reform  Goals 

In  approving  the  professional  liabil- 
ity action  plan,  the  House  confirmed 
previously  stated  WVSMA  goals  for 
tort  reform:  improved  West  Virginia 
statute  of  limitations;  $250,000  cap 
on  non-economic  awards;  changes  in 
collateral  source  rule;  periodic  pay- 
ment schedule  for  awards  over 
$100,000;  revision  of  qualifications 
for  expert  witnesses;  elimination  of 
joint  and  several  liability;  recovery  of 
frivolous  action  suit  costs;  improve- 
ment of  hospital  and  physician  rec- 
ord keeping;  elimination  of  the  ad 
damnum  clause;  and  regulation  of  at- 
torney’s contingency  fee  arrange- 
ments. 


State  Child  Abuse  Fund 
Enlisting  Support 

The  administering  body  of  the  West 
Virginia  Children’s  Trust  Fund  to  help 
develop  child  abuse  prevention  pro- 
grams is  asking  state  citizens  for 
donations  or  to  use  the  tax  check-off 
system  for  contributions. 

Trust  fund  money  comes  from  indi- 
viduals and/or  organizations,  said  the 
administering  group,  the  West  Vir- 
ginia Commission  on  Children  and 
Youth.  The  commission  is  composed 
of  20  citizen  members  and  state 
officials. 

A taxpayer  receiving  a tax  refund 
from  West  Virginia  Personal  Income 
Tax  can  contribute  to  the  Trust  Fund 
by  using  the  check-off  on  the  tax 
form,  the  commission  suggested,  or 
can  make  a direct  contribution  if  no 
tax  refund  is  due. 

None  of  the  money  contributed  is 
used  for  operating  expenses,  the  com- 
mission emphasized,  adding  that  all 
money  collected  goes  for  funding  local 
programs. 

The  commission  said  tax-deductible 
contributions  can  be  made  at  any  time 
by  sending  a check  or  money  order 
payable  to  the  West  Virginia  Child- 
ren’s Trust  Fund,  c/o  West  Virginia 
Commission  on  Children  and  Youth, 
1900  Washington  Street,  East,  Charles- 
ton, West  Virginia  25305. 

For  additional  information,  call  the 
commission  at  (304)  348-0258. 

The  Trust  Fund  was  created  in 
1984  by  the  Legislature. 


Continuing 

Education 

Activities 


Here  are  the  continuing  medical  ed- 
ucation activities  listed  primarily  by 
the  Marshall  University  and  West 
Virginia  University  Schools  of  Med- 
icine for  part  of  1985  and  1986,  as 
compiled  by  Ernest  W.  Chick,  M.  D., 
MU  Interim  Director  of  Continu- 
ing Medical  Education;  Robert  E. 
Kristofco,  WVU  Assistant  to  the 
Dean/Continuing  Medical  Education, 
and  J.  Zeb  Wright,  Ph.D.,  coordinator, 
Continuing  Education,  Department  of 
Community  Medicine,  WVU  Charles- 
ton Division.  The  schedule  is  pre- 
sented as  a convenience  for  physicians 
in  planning  their  continuing  education 
program.  (Other  national,  state  and 
district  medical  meetings  are  listed  in 
the  Medical  Meetings  Department  of 
The  Journal.) 

The  program  is  tentative  and  sub- 
ject to  change.  It  should  be  noted 
that  weekly  conferences  also  are  held 
on  the  WVU  Morgantown,  Charleston 
and  Wheeling  campuses.  Further  in- 
formation about  CME  activities  may 
be  obtained  from:  Office  of  Continu- 
ing Medical  Education,  MU  School  of 
Medicine,  Huntington  25701;  Di- 
vision of  Continuing  Education,  WVU 
Medical  Center,  3110  MacCorkle  Ave- 
nue, S.  E.,  Charleston  25304;  Office 
of  Continuing  Medical  Education, 
WVU  Medical  Center,  Morgantown 
26506;  or  Office  of  Continuing  Med- 
ical Education,  Wheeling  Division, 
WVU  School  of  Medicine,  Ohio  Val- 
ley Medical  Center,  2000  Eoff  Street, 
Wheeling  26003. 

Marshall  University 

Dec.  14,  Marshall  Memorial  Sports 
Medicine  Conference:  A Program 
for  Primary  Care  Providers 

West  Virginia  University 

Dec.  6-7,  Charleston,  Advance  Car- 
diac Provider  Course 


Regularly  Scheduled  Continuing 
Education  Outreach  Programs 
from  WVU  Medical  Center/ 
Charleston  Division 

Bluejield , Bluefield  Community  Hos- 
pital, First-Floor  Conference  Room, 
3rd  Thursday,  Noon-2  P.  M.  — 
Dec. -Jan.  (vacation) 

Cabin  Creek,  Cabin  Creek  Medical 
Center,  Dawes,  2nd  Wednesday, 
8-10  A.  M.  — Dec.  11,  “Cancer 
Screening  at  the  Primary  Care 
Level,”  Alvin  L.  Watne,  M.  D. 

Gassaway,  Braxton  Co.  Memorial 
Hospital,  1st  Wednesday,  7-9  P.  M. 
— Dec.  4,  “Cancer  Screening  at 
the  Primary  Care  Level,”  Peter 
Raich,  M.  D. 

Jan.  (vacation) 

Madison,  Boone  Co.  Health  Dept.  — 
Conference  Room,  2nd  Tuesday, 
7-9  P.  M.  — Dec.  10,  “Early 
Recognition  of  Diabetic  Retino- 
pathy & Latest  Modalities  of  Treat- 
ment,” Moseley  H.  Winkler,  M.  D.* 
Jan.  (vacation) 

*A  special  program  co-sponsored 
by  the  WV  Diabetes  Assoc.  & par- 
tially funded  by  the  U.  S.  Centers 
for  Disease  Control. 

Oak  Hill,  Plateau  Vocational  Center 
I Oyler  Exit,  N 19)  4th  Tuesday, 
7-9  P.  M.  — Dec. -Jan.  (vacation) 

Summersville,  Summersville  Memorial 
Hospital,  6:30-8:30  P.  M.  — Dec. 
2,  “Urology  for  the  Primary  Care 
Physician,”  James  W.  Lane,  M.  D. 
Dec.  9,  “Update:  Office  Manage- 
ment of  Common  Orthopedic  Prob- 
lems,” Mike  Fidler,  M.  D. 

Jan.  (vacation) 

W elch , Stevens  Clinic  Hospital,  3rd 
Wednesday,  12  Noon-2  P.  M.  — 
Dec.  18,  Alzheimer’s  Disease,” 
Albert  Heck,  M.  D. 

Jan.  (vacation) 

Whitesville,  Raleigh-Boone  Medical 
Center,  4th  Wednesday,  11  A.  M.- 
1 P.  M.  — - Dec. -Jan.  (vacation) 

fVilliamson,  Williamson  Memorial 
Hospital,  1st  Thursday,  6:30-8:30 
P.  M.  — Dec.  5,  “Pharmacology  of 
Hypertension,”  Stephen  Grubb, 
M.  D. 

Jan.  (vacation) 
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Leukemia,  osteoarthritis,  acute 
myocardial  infarction,  and  angioplasty 
will  be  among  subjects  discussed  dur- 
ing the  19th  Mid-Winter  Clinical 
Conference,  the  Program  Committee 
announced. 

The  continuing  education  program, 
again  under  the  sponsorship  of  the 
WVSMA  and  Marshall  University  and 
West  Virginia  University  schools  of 
medicine,  will  begin  at  2 P.M.  on 
Friday,  January  24,  and  close  at  noon 
on  Sunday,  January  26. 

The  meeting  site  will  be  the  Charles- 
ton Marriott. 

Dr.  Anthony  J.  Bowdler,  Professor 
of  Medicine  and  Chief,  Section  of 
Hematology /Oncology,  MU  and  Vet- 
erans Administration  Medical  Center, 
Huntington,  will  speak  on  “The 
Chronic  Lymphoid  Leukemias:  Their 
Recognition  and  Management’  during 
the  opening  Friday  afternoon  session 
on  “Oncology.” 

Dr.  Kenneth  D.  Brandt  of  India- 
napolis, Indiana,  will  talk  on  “Biology 
of  Articular  Cartilage:  Implications 

for  Osteoarthritis”  during  the  Satur- 
day morning  session  on  “Problems  in 
Our  Aging  Population.”  Doctor 


Kenneth  D.  Brandt,  M.  D. 


Brandt  is  Professor  of  Medicine  and 
Head,  Rheumatology  Division;  and 
Director,  Indiana  University  Multi- 
purpose Arthritis  Center. 

“Current  Trends  in  the  Treatment 
of  Acute  Myocardial  Infarction”  will 
be  Dr.  Robert  J.  Marshall’s  topic  dur- 
ing the  Sunday  morning  session, 
“Symposium  on  the  Management  of 
Acute  Myocardial  Infarction.”  Doctor 
Marshall,  Huntington  cardiologist,  is 
Clinical  Professor  of  Medicine  (Car- 
diology) at  both  MU  and  WVU. 

Dr.  Stafford  G.  Warren,  also  speak- 
ing during  the  Sunday  morning  ses- 
sion, will  discuss  “Angioplasty.”  The 
Charleston  cardiologist  is  Clinical  Pro- 
fessor of  Medicine,  WVLT  Charleston 
Division. 

“Common  Problems  Encountered 
in  Office  Practice”  is  the  title  of  the 
Saturday  afternoon  session. 

CME  Credit,  Physicians’  Session 

The  conference  has  been  approved 
for  15  and  one  half  credit  hours  in 
Category  1 by  MET,  and  for  12  Pre- 
scribed hours  by  the  American 
Academy  of  Family  Physicians 
( AAFP ) , the  Program  Committee 
announced. 


“PPOs,  HMOs:  To  Go  or  Not  to 
Go”  will  be  the  discussion  topic  for  the 
Friday  evening  Physicians’  Session. 
The  speakers  will  be  James  C.  Crews, 
Charleston,  CAMC  President;  James 
W.  Heaton,  President,  Blue  Cross- 
Blue  Shield  of  West  Virginia,  Charles- 
ton, and  Harry  S.  Weeks,  Jr.,  M.  D., 
Wheeling,  Medical  Director,  West  Vir- 
ginia Medical  Institute,  Inc.,  Charles- 
ton. 

The  concurrent  Friday  evening 
public  session  will  be  entitled 
“Adolescent  Sexuality.”  Speakers  will 
be  Fran  Jackson,  Department  of 
Youth  Health  Services,  Memorial 
General  Hospital,  Elkins,  and  Jack  J. 
Smith.  M.  D.,  Associate  Professor  of 
Behavioral  Medicine  and  Psychiatry, 
WVU  Medical  Center,  Charleston  Di- 
vision. 

A cash  bar  to  meet  the  faculty,  as 
in  previous  years,  is  scheduled  follow- 
ing the  Eriday  afternoon  session. 

WESPAC  Dinner,  Exhibits 

On  Saturday  afternoon,  however, 
the  usual  cash  bar  is  being  replaced 
with  a 6 P.M.  reception,  followed  by 
a 7 P.M.  WESPAC  dinner  featuring 
a prominent  speaker  to  be  announced. 

The  WESPAC  dinner  will  be  a 
ticketed  affair. 

Commercial  exhibits  will  be  pres- 
ent during  the  1986  Conference  for 
the  first  time  in  the  history  of  the 
January  CME  event. 

Scientific  exhibits  will  be  con- 
tinued as  in  the  past. 

The  total  number  of  exhibits  will 
he  limited  to  about  25  or  30  because 
of  floor  space  limitations  at  the  con- 
ference site. 

Michigan  State  Post  Held 

Doctor  Bowdler,  who  came  to  MU 
in  1980  from  Michigan  State  Uni- 
versity where  he  was  Co-Principal, 
General  Hematology  Service,  Depart- 
ment of  Medicine,  received  his  medi- 
cal education  from  the  University  of 
London,  England. 

He  is  a member  of  the  Hemo- 
philia Advisory  Committee,  State  of 
West  Virginia;  Professional  Educa- 
tion Committee,  American  Cancer 
Society,  West  Virginia  Chapter;  and 
the  Medical  Advisory  and  Blood  Serv- 


Leukemia , Osteoarthritis , Myocardial  Infarction,  Angioplasty 

Indiana,  State  Speakers  Named 
For  1986  ‘Mid -Winter’  Conference 


274  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


Robert  J.  Marshall,  M.  D. 


ices  committees,  Tri-State  Regional 
Red  Cross  Blood  Center,  Huntington. 

Doctor  Bowdler  is  the  author  or 
co-author  of  37  scientific  articles, 
nine  reviews  and  textbook  contri- 
butions, and  13  abstracts. 

NIH  Osteoarthritis  Co-Chairman 

Doctor  Brandt  also  serves  as  Con- 
sultant in  Rheumatology  at  Indi- 
anapolis Veterans  Administration 
Medical  Center,  and  was  the  1984 
Carol-Nachman-Preis  Recipient  for 
work  on  “New  Basic  Research  and 
Methods  for  the  Investigation  of  the 
Effect  of  Anti-Rheumatic  Drugs  on 
Articular  Cartilage.” 

He  was  Co-Chairman  of  the  1985 
Workshops  on  Osteoarthritis,  Na- 
tional Institutes  of  Health,  and  is  a 
member  of  the  Medical  Advisory 
Board,  Indiana  Lupus  Foundation, 
Inc.;  the  Indiana  State  Board  of 
Health  Task  Force  on  Prevention  of 
Handicapping  Conditions,  Subcom- 
mittee on  Adults;  and  the  Editorial 
Board,  The  Journal  of  Laboratory  and 
Clinical  Medicine. 

Doctor  Brandt  received  his  M.  D. 
degree  in  1960  from  the  University 
of  Illinois,  interned  at  Los  Angeles 
County  General  Hospital  and  with  the 
U.  S.  Army  Medical  Corps,  and  com- 
pleted residencies  and  fellowships  at 
Boston  University  and  with  the  Na- 
tional Cystic  Fibrosis  Foundation 


Biochemistry  Section,  Kennedy  Insti- 
tute of  Rheumatology,  London,  Eng- 
land. 

He  is  the  author  or  co-author  of 
some  100  reviewed  papers,  107 
abstracts,  and  26  books,  chapters  and 
invited  papers. 

State  Governor,  Cardiology  Group 

Doctor  Marshall  is  a staff  member 
at  St.  Mary’s  and  Cabell  Huntington 
hospitals,  and  is  Director  of  the 
Cardiac  Catheterization  Laboratory 
at  St.  Mary’s. 

He  also  serves  as  Consultant, 
Bureau  of  Hearings  and  Appeals, 
Social  Security  Administration,  U.  S. 
Department  of  Health,  Education  and 
Welfare;  Consultant  Cardiologist,  Vet- 
erans Administration  Medical  Center, 
Huntington;  and  member  of  the  Ad- 
visory Committee,  Council  on  Circu- 
lation, American  Heart  Association. 

The  Ireland  native  is  Governor  for 
West  Virginia,  American  College  of 
Cardiology,  and  Regional  Governor 
for  the  Eastern  United  States,  Royal 
College  of  Physicians  of  Ireland. 

Doctor  Marshall,  who  received  his 
undergraduate  and  medical  education 
at  Queen’s  College  in  Belfast,  Ireland, 
held  teaching  appointments  at  WVU 
in  1961-1976. 

He  is  a Past  President  of  the  West 
Virginia  Heart  Association,  and  was 
Vice  President  of  the  American  Heart 
Association  in  1972-73. 


Stafford  G.  Warren,  M.  D. 


He  is  the  author  or  co-author  of 
three  monographs,  more  than  100 
abstracts,  and  some  65  scientific 
articles. 

CAMC  Posts 

Doctor  Warren  is  Medical  Director, 
Cardiac  Rehabilitation,  at  Charleston 
Area  Medical  Center  (CAMC),  Me- 
morial Division,  and  Medical  Director, 
CCU  and  MICU,  CAMC  Memorial 
Division. 

He  is  a staff  member  at  CAMC 
General  Division  and  a consulting 
staff  member  at  Herbert  J.  Thomas 
Memorial  Hospital  in  South  Charles- 
ton and  at  St.  Francis  Hospital  in 
Charleston. 

Currently  President  of  the  Ameri- 
can Heart  Association.  West  Virginia 
Affiliate,  Doctor  Warren  was  gradu- 
ated from  Davidson  College  in  North 
Carolina,  did  graduate  work  at 
Wesleyan  University  in  Connecticut, 
and  received  his  M.  D.  degree  in  1969 
from  the  L niversity  of  Rochester. 

He  interned  and  completed  resi- 
dencies at  LTniversity  Hospitals  of 
Cleveland,  and  was  a fellow  in  cardio- 
logy at  Duke  L^niversity  in  1972-74. 

Doctor  Warren  is  a co-author  of 
the  article,  “Coronary  Angioplasty — 
Current  Concepts,”  appearing  in  the 
August,  1985,  issue  of  American 
Family  Physician. 

Speakers  Announced  Previously 

Speakers  and  topics  announced 
previously  are: 

Friday  Afternoon  ( Oncology ) — 
“Chemotherapy  of  Common  Can- 
cers,” Peter  C.  Raich,  M.  D.,  Profes- 
sor of  Medicine  and  Chief,  Section  of 
Hematology /Oncology,  WVU,  Mor- 
gantown; “West  Virginia  Community 
Clinical  Oncology  Program  (CCOP): 
An  Update,”  Steven  J.  Jubelirer, 
M.  D.,  Medical  Director,  CAMC’s 
Cancer  Center,  and  Clinical  Associate 
Professor  of  Hematology /Oncology, 
WVU  Charleston  Division;  and 
“Screening  for  Cancer,”  David  P. 
Winchester,  M.  D.,  Associate  Pro- 
fessor of  Clinical  Surgery,  North- 
western Medical  School,  Evanston, 
Illinois; 

Saturday  Morning  ( Problems  in 
Our  Aging  Population)  — “Osteo- 
porosis,” Patience  H.  White,  M.  D., 
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Director,  Division  of  Rheumatology, 
and  Assistant  Professor  of  Medicine 
and  Child  Health  and  Development, 
The  George  Washington  University 
Medical  Center,  Washington,  DC;  and 
“Use  of  Estrogens  in  Post-Menopausal 
Women,  Bruce  S.  Chertow,  M.  D.. 
MU  Professor  of  Medicine  and  Chief, 
Section  of  Endocrinology  and  Meta- 
bolism, Department  of  Medicine;  and 
Chief,  Nuclear  Medicine,  VA  Medical 
Center,  Huntington; 

Saturday  Afternoon  ( Common 
Problems  Encountered  in  Office  Prac- 
tice) — “Acute  Asthma,”  L.  Blair 
Thrush,  M.  D.,  Clinical  Associate  Pro- 
fessor of  Allergy  and  Clinical  Im- 
munology, Department  of  Medicine, 
WVU  Charleston  Division;  and  “New 
Techniques  in  the  Management  of 
Urinary  Calculi,”  Stanley  J.  Kandzari, 
M.  D.,  WVU  Professor  of  Urology, 
Morgantown; 

Sunday  Morning  ( Symposium  on 
the  Management  of  Acute  Myocardial 
Infarction)  — “Thrombolysis  in 
Acute  Myocardial  Infarction,”  Robert 
C.  Touchon,  M.  D.,  MU  Associate 
Professor  of  Medicine. 

Registration  Information 

The  conference  registration  fee  is 
$75  for  WVSMA  members  and  $100 
for  non-members. 

For  advance  registration,  make 
checks  payable  to  West  Virginia 
State  Medical  Association  and  mail 
to  the  Association  at  P.  0.  Box  41.06, 
Charleston,  WV  25364. 

Group  rates  at  the  Marriott  are  $58 
for  a single  room  and  $66  for  a 
double.  Those  who  register  for  the 
conference  in  advance  with  the  As- 
sociation will  receive  from  WVSMA 
a postage-paid  Marriott  reservation 
request  card  specifically  designated 
for  Mid-Winter  Clinical  Conference 
registrants.  Reservations  must  be  re- 
ceived by  the  Marriott  by  January  2. 

Program  Committee 

The  members  of  the  Program  Com- 
mittee are  Drs.  William  0.  McMillan, 
Jr.,  Charleston,  Chairman;  Maurice 
A.  Mufson,  Huntington;  Joseph  T. 
Skaggs,  Charleston;  C.  Carl  Tully, 
South  Charleston;  Richard  G.  Starr. 
Beckley;  and  John  W.  Traubert,  Mor- 
gantown. 


More  information  concerning  re- 
maining speakers  and  conference 
details  will  be  provided  by  the  Pro- 
gram Committee  in  the  January  issue 
of  The  Journal. 


Annual  Meeting  Sites 
Decision  Postponed 

The  decision  on  future  meeting 
sites  for  WVSMA  annual  meetings 
was  postponed  until  January  by  Coun- 
cil at  its  fall  meeting  November  2 in 
Charleston. 

This  outcome  resulted  after  Council 
heard  a report  by  the  Annual  Meeting 
Evaluation  Committee,  the  major 
recommendations  of  which  were  that 
an  advance  registration  fee  of  $50  be 
started  for  the  1986  meeting,  and  that 
meeting  sites  be  as  follows:  The 

Greenbrier,  1986;  Charleston,  1987; 
The  Greenbrier,  1988,  and  Morgan- 
town (Lakeview),  1989. 

Council  voted  against  the  fee  pro- 
posal. 

In  a meeting  devoted  mostly  to  a 
legislative  action  plan  to  promote  tort 
reform  in  West  Virginia  and  the 
establishment  of  a statewide  preferred 
provider  organization  I PPO ) that 
would  become  a nonprofit  subsidiary 


of  WVSMA  (see  lead  story  in  the 
News  Section),  Council  took  other 
important  actions  including  the  pro- 
vision of  free  insurance  to  encourage 
the  use  of  seat  belts  for  WVSMA 
members  in  the  coming  year  pending 
final  arrangements. 

Under  the  plan,  $10,000  will  be 
paid  to  the  estate  or  designated 
beneficiary  of  a WVSMA  member 
killed  in  a motor  vehicle  accident 
while  wearing  a seat  belt. 

The  coverage  not  only  will  provide 
another  benefit  for  members  but  also 
will  serve  notice  of  WVSMA’s  support 
of  a mandatory  seat  belt  law  in  West 
Virginia  (see  story  on  this  and  other 
Council  actions  in  the  November  10 
issue  of  WESGRAM). 

The  following  physicians,  having 
been  nominated  previously  by  their 
respective  component  medical  soci- 
eties, were  approved  for  honorary 
membership:  Drs.  Thomas  J.  Hol- 

brook and  James  A.  Heckman,  both 
of  Huntington  (Cabell  County  Medi- 
cal Society). 

Approved  for  retired  membership 
was  Dr.  W.  A.  Cracraft  of  Charleston 
I Kanawha  I . 

In  other  actions,  Council:  adopted 
a policy  for  WVSMA  endorse- 
ments; considered  an  endorsement 


During  a break  in  the  11th  annual  Hal  Wanger  Family  Practice  Conference  at  West 
Virginia  University  Medical  Center,  Dr.  John  Traubert,  center,  enjoys  a reunion  and 
the  traditional  West  Virginia  apples  with,  from  left,  Drs.  Richard  Wisman,  Montgom- 
ery;  Carl  Liebig,  Petersburg;  Barry  Barrows,  Palm  Harbor,  Florida,  and  Philip  Hor- 
ner, Mannington,  all  graduates  of  the  WVU  School  of  Medicine  and  alumni  of  its 
family  practice  residency  program  which  he  heads. 
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proposal  from  Associated  Collectors  of 
West  Virginia;  elected,  after  accept- 
ing the  report  of  the  nominating  com- 
mittee, five  members  of  the  Judicial 
Commission  created  by  WVSMA’s 
new  constitution  and  bylaws  (names 
to  be  announced ) ; approved  the 
reappointment  of  Dr.  John  M.  Hart- 
man of  Charleston  to  another  seven- 
year  term  on  the  Publication  Commit- 
tee; and  approved  the  1986  WVSMA 
budget. 


Interim  Meeting  Of  AMA 
House  December  8-11 

The  1985  Interim  Meeting  of  the 
House  of  Delegates  of  the  American 
Medical  Association  will  be  held 
December  8-11  in  Washington.  DC. 

West  Virginia’s  delegates  to  the 
AMA  House  are  Drs.  John  B.  Markey 
of  Charleston  and  Harry  S.  Weeks, 
Jr.,  of  Wheeling,  with  Drs.  Joseph  A. 
Smith  of  Dunbar  and  Stephen  D. 
Ward  of  Wheeling  serving  as  Alter- 
nate Delegates. 

David  J.  Brailer,  a native  of  King- 
wood,  is  the  student  member  of  the 
AMA  Board  of  Trustees.  Brailer 
completed  his  fourth  year  in  the  West 
Virginia  University  School  of  Medi- 
cine this  year  but,  instead  of  taking 
his  degree  and  beginning  a residency, 
he  entered  a special  program  at  the 
University  of  Pennsylvania  School  of 
Medicine.  It  provides  a fifth  year  of 
advanced  clinical  training  and  re- 
search plus  additional  education  on 
selected  topics. 

The  official  call  for  the  meeting 
was  published  in  the  October  4 issue 
of  the  Journal  of  the  American  Medi- 
cal Association. 

The  371  delegates  will  represent 
state  medical  associations,  national 
medical  specialty  societies,  resident 
physicians,  medical  students,  medical 
schools,  hospital  medical  staffs,  the 
military  service  medical  units,  the 
U.  S.  Public  Health  Service,  and  the 
Veterans  Administration. 

Delegates  to  the  Interim  Meeting 
will  consider  a wide  variety  of  resolu- 
tions and  reports  dealing  with  all 
aspects  of  medical  science. 


Workers’  Comp  Limits 
Physical  Therapy  Charges 

Maximum  allowable  charges  for 
physical  therapy  have  been  established 
by  the  state  Workers’  Compensation 
Fund,  it  was  announced  by  Commis- 
sioner Mary  Martha  Merritt. 

The  maximum  charges,  effective 
January  1,  will  be  allowed  accord- 
ing to  the  time  involved  as  follows: 
one-10  minutes,  $11;  11-20  minutes, 
$20;  21-30  minutes,  $29;  31-40  min- 
utes, $38;  41-50  minutes,  $46;  51- 
60  minutes,  $55;  61-70  minutes,  $64, 
and  over  70  minutes,  by  report. 


Review  A Book 


The  following  books  have  been  re- 
ceived by  the  Headquarters  Office  of 
the  State  Medical  Association.  Med- 
ical readers  interested  in  reviewing 
any  of  these  volumes  should  address 
their  requests  to  Editor,  The  West 
Virginia  Medical  Journal , Post  Office 
Box  4106,  Charleston  25364.  We’ll 
be  happy  to  send  the  books  to  you, 
and  you  may  keep  them  for  your  per- 
sonal libraries  after  submitting  to  The 
Journal  a review  for  publication. 

Review  of  Medical  Physiology,  by 
William  F.  Ganong,  M.  D.  Price 
$22.50.  Lange  Medical  Publications, 
Los  Altos,  California  94022.  1985. 

Every  Womans  Health,  by  D.  S. 
Thompson,  M.  D.  Price  $19.95.  Dou- 
bleday & Company,  Inc.,  245  Park 
Avenue,  New  York,  New  York  10167. 
1985. 

Harper’s  Review  of  Biochemistry, 
by  David  W.  Martin,  Jr.,  M.  D.;  Peter 
A.  Mayes,  Ph.D.,  D.Sc.;  Victor  W. 
Rodwell,  Ph.D.,  and  Daryl  K.  Gran- 
ner,  M.  D.  Price  $24.50.  Lange  Med- 
ical Publications,  Los  Altos,  California 
94022.  1985. 


Urological  Officers 

Dr.  Rafael  Molina  of  Huntington 
has  been  elected  President  of  the 
West  Virginia  Urological  Society  for 
1986. 

Dr.  Rocco  Morabito,  also  of 
Huntington,  is  Secretary /Treasurer. 


New  Local  Society 
‘Off  To  Good  Start’ 

Dr.  Larry  C.  Rogers  of  Petersburg 
has  been  elected  President  of  the 
South  Branch  Valley  Medical  Society, 
WVSMA’s  newest  component  medical 
society. 

Other  officers  of  the  local  society, 
the  chartering  of  which  was  approved 
by  the  WVSMA  House  of  Delegates 
during  the  August  Annual  Meeting  in 
Charleston,  are  Drs.  Henry  G.  Taylor, 
Lranklin,  Vice  President,  and  Donald 
0.  Hindman,  Moorefield,  Secretary- 
Treasurer. 

The  new  society,  which  encom- 
passes Grant,  Hardy  and  Pendleton 
counties,  previously  was  a part  of  the 
Potomac  Valley  Medical  Society, 
which  now  is  composed  of  Hampshire 
and  Mineral  counties. 

Doctor  Rogers  said  local  physicians 
decided  to  form  the  South  Branch 
Valley  Medical  Society  because  of 
their  geographical  proximity  and 
sharing  of  patients  from  throughout 
the  valley.  He  noted  that  it  often  was 
difficult  for  South  Branch  Valley 
doctors  to  attend  the  Potomac  Valley 
meetings  in  Keyser. 

There  are  16  members  in  the  new 
society,  and  attendance  at  meetings 
has  averaged  60  per  cent. 

“I  see  this  as  a step  in  a positive 
direction."  Doctor  Rogers  said.  “I 
see  a greater  level  of  enthusiasm  in 
the  physicians  involved.  This  will 
benefit  local  residents  because  now 
we  have  a group  of  local  doctors 
meeting  every  other  month  who  share 
the  same  population  base.” 


NIH  Smokeless  Tobacco 
Conference  In  January 

A Consensus  Development  Con- 
ference on  Health  Implications  of 
Smokeless  Tobacco  Use  will  be  held 
by  the  National  Institutes  of  Health 
January  13-15  in  Bethesda,  Maryland. 

“With  the  increase  in  popularity  of 
snuff  and  chewing  tobacco,  the  Na- 
tional Institutes  of  Health  believes 
that  this  is  an  appropriate  time  to 
examine  this  issue,”  said  an  NIH 
spokesperson. 

(Continued  on  Next  Page) 
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NIH  consensus  development  con- 
ferences bring  together  medical  and 
dental  experts  and  others  to  review 
scientific  information  and  to  assess 
the  current  status  of  drugs,  devices 
and  procedures. 

Evidence  relating  to  the  health  im- 
plications of  smokeless  tobacco  use 
will  be  presented  by  experts  in  the 
field  and  evaluated  by  a panel  com- 
posed of  scientists,  medical  and  dental 
professionals,  clinical  investigators, 
and  public  representatives. 

A consensus  statement  is  written  by 
the  panel  addressing  a set  of  questions 
regarding  the  current  status  of  the 
issue  being  evaluated. 

To  register  or  to  obtain  further 
information,  contact  Barbara  Mc- 
Chesney,  Prospect  Associates,  Suite 
401,  2115  East  Jefferson  Street,  Rock- 
ville, Maryland  20852.  Telephone 
(301)  486-6555. 


14  Physicians  Join 
Marshall  Faculty 

Fourteen  new  physicians  have  join- 
ed the  Marshall  University  School  of 
Medicine  faculty,  including  the  re- 
gion’s first  specialist  in  trauma  sur- 
gery, Dr.  Kevin  J.  Farrell,  and  in 
electrophysiology  of  the  heart,  Dr. 
Prathap  Chandran. 

New  faculty  members,  by  depart- 
ment, are: 

SURGERY — Dr.  Rifaat  K.  Dagher, 
Professor;  Doctor  Farrell,  Associate 
Professor; 

PSYCHIATRY  — Dr.  Carl  Mc- 
Gahee,  Professor;  Anthony  J.  Plienis, 
Ph.D.,  Psychiatry; 

INTERNAU  MEDICINE  — Doctor 
Chandran,  Associate  Professor;  Dr. 
Uinda  Benson,  Assistant  Professor; 

FAMILY  AND  COMMUNITY 
HEALTH  — Dr.  Timothy  Corbett,  In- 
structor; Dr.  Michael  Kilkenny,  In- 
structor; Dr.  James  Kyle,  Assistant 
Professor;  Dr.  Marion  Mallory,  In- 
structor; 

PEDIATRICS— Dr.  Kathryn  Akin, 
Instructor. 

Doctors  Corbett,  Kilkenny,  Mallory 
and  Akin  have  temporary  appoint- 
ments as  part  of  the  practice  mode  of 
Marshall’s  Combined  Residency/ Prac- 
tice Program. 


Fewer  Auto  Deaths  Tied 
To  Seat  Belt  Use  Laws 

The  lives  of  more  than  400  motor- 
ists have  been  saved  in  states  with 
seat  belt  use  laws  in  effect,  counter- 
ing a nationwide  trend  towards  higher 
traffic  death  rates  in  1985,  according 
to  figures  released  by  state  agencies 
in  New  York,  New  Jersey,  Michigan 
and  Illinois. 

New  York  and  Michigan,  according 
to  Traffic  Safety  Now,  Inc.,  report 
that  28  per  cent  fewer  drivers  and 
passengers  have  died  since  laws  in 
each  of  those  states  have  been  in  ef- 
fect (January  1,  1985,  for  New  York 
and  July  1,  1985,  for  Michigan).  In 
Illinois,  where  the  law  has  been  in  ef- 
fect since  July  1,  but  has  been  en- 
forced only  since  August  1,  the  num- 
ber of  occupants  killed  in  traffic  ac- 
cidents has  dropped  27.9  per  cent  in 
August  and  September  compared  to 
the  same  two  months  in  1984.  New 
Jersey  has  reported  a 13-per  cent  de- 
cline in  traffic  fatalities  in  the  first 
four  months  that  the  state’s  law  has 
been  in  effect. 

WVSMA.  as  in  1985,  again  will  be 
supporting  legislation  in  1986  for 
mandatory  seat  belt  use  in  West  Vir- 
ginia. 

Figures  Confirm  Projections 

According  to  Elaine  Petrucelli,  Ex- 
ecutive Director  of  the  New  York 
State  Coalition  for  Safety  Belt  Use, 
the  New  York  figures  confirm  the  pro- 
jections of  seat  belt  use  law  advocates. 

“We  have  always  contended  that 
safety  belts  would  save  lives  if  motor- 
ists would  only  use  them,”  said  Pe- 
trucelli. “We  are  now  beginning  to 
see  the  kinds  of  data  which  support 
that  contention.  We  hope  that  it  con- 
vinces skeptics  of  the  wisdom  of  buck- 
ling up.” 

Nationally,  traffic  fatalities  in  all 
categories  were  up  4.1  per  cent  for 
the  first  five  months  of  1985  over  the 
same  period  for  1984.  according  to  a 
report  issued  by  the  State  of  New 
York  Governor’s  Traffc  Safety  Com- 
mittee. 


Medical  Meetings 


Dec.  5-6— Am.  College  of  Chemosurgery, 
Las  Vegas. 

Dec.  7-12— Am.  Academy  of  Dermatology, 
Las  Vegas. 

Dec.  8-11— Interim  Meeting,  AMA  House  of 
Delegates,  Washington,  DC. 

Dec.  12-15— National  Kidney  Foundation, 
New  Orleans. 

1986 

Jan.  13-15— Consensus  Development  Confer- 
ence on  Health  Implications  of  Smoke- 
less Tobacco  Use  (sponsored  by  NIH), 
Bethesda,  MD. 

Jan.  23-25— Neurosurgical  Society  of  the  Vir- 
ginias, Hot  Springs,  VA. 

Jan.  24-26— 19th  Mid-Winter  Clinical  Con- 
ference, Charleston. 

Feb.  2-7— Am.  College  of  Medical  Imaging, 
Lake  Tahoe,  NV. 

Feb.  20-25— Am.  Academy  of  Orthopaedic 
Surgeons,  New  Orleans. 

Feb.  21-23— Va.  Chapter,  Am.  Academy  of 
Pediatrics;  Va.  Pediatric  Society,  Wil- 
liamsburg. 

March  5-9— Am.  Medical  Student  Assoc., 
Washington,  DC. 

March  9-13— Am.  College  of  Cardiology, 
Atlanta. 

March  15-18— Southeastern  Surgical  Con- 
gress, Louisville,  KY. 

March  22-26— Am.  Academy  of  Allergy  & 
Immunology,  New  Orleans. 

April  3-6— Am.  College  of  Preventive  Medi- 
cine, Atlanta. 

April  14-18— Am.  Roentgen  Ray  Society, 
Washington,  DC. 

April  27-May  3— Am.  Academy  of  Neurolo- 
gy, New  Orleans. 

May  5-8— Am.  College  of  Obstetricians  & 
Gynecologists,  New  Orleans. 

May  7-9— Am.  Society  for  Artificial  Internal 
Organs,  Anaheim,  CA. 

May  11-14— Am.  Thoracic  Society,  Kansas 
City,  MO. 

May  11-16— Am.  Society  of  Colon  & Rectal 
Surgeons,  Houston. 

May  29-June  1— VA  Society  of  Ophthalmol- 
ogy, Norfolk. 

Aug.  11-16— 119th  Annual  Meeting,  WV 
State  Medical  Assoc.,  White  Sulphur 
Springs. 


278  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


NOW  WHEN  YOU  ENTER 
THE  WORLD  OF 
BMW  SPORTS  SEDANS, 
YOU  CAN  BRING 
YOUR  ENTIRE  FAMILY. 

Typically,  2-door  sports  sedans  have  been  the  exclusive  province 
of  drivers  with  no  real  use  for  the  backseat. 

The  new  BMW  4-door;  3-Series  sports  sedans  have  opened  their 
doors  to  a more  diverse  group:  those  who  desire  exhilarating  perform- 
ance, but  have  something  special  to  put  in  the  backseat— a family. 

If  youd  like  to  test-drive  one  of  our  new  4-door  BMW's,  bring  your 
entire  family  to  visit  us. 


© 1985  BMW  of  North  America  Inc  The  BMW  trademark  and  logo  are  registered 


Harvey  Shreve,  Inc. 

ROUTE  60,  WEST  ST.  ALBANS  722-4900 


WVU  Medical 
Center  News 


Compiled,  from  material  furnished  by  the 
Medical  Center  News  Service,  Morgantown, 
W.  Va. 


Colon  Cancer  In  Japan, 
U.S.  Being  Compared 

What  causes  polyps  or  growths  in 
the  colon  that  can  lead  to  colon  can- 
cer, as  happened  to  President  Reagan? 
Is  the  disease  in  Japan,  where  it  is 
still  rare,  the  same  as  in  the  United 
States ? 

WVU’s  Alvin  L.  Watne,  M.  D., 
hopes  to  have  an  answer  soon  to  the 
second  question,  and  that  answer  may 
eventually  help  solve  the  first  riddle. 

Doctor  Watne,  Chief  of  Surgery, 
recently  returned  from  Japan  where 
he  did  cancer  research  at  a medical 
university  in  Nagoya  for  six  months 
under  an  international  fellowship. 

Cells  Appear  Damaged 

Doctor  Watne,  the  Charleston  Foun- 
dation Professor  of  Cancer  Research 
at  WVU,  and  his  colleagues  have  long 
been  engaged  in  studies  of  both  soli- 
tary polyps  and  polyposis  coli — multi- 
ple polyps  in  the  colon— which  can 
develop  into  cancer. 

“We’ve  found  in  our  patients  that 
certain  cells  in  the  colon  wall  appear 
to  be  damaged  and  we  believe  that 
people  who  develop  tumors  have  lost 
the  ability  to  repair  the  cells  prop- 
erly,” he  said.  “We’re  also  trying  to 
find  the  specific  changes  that  cell  walls 
and  polyps  undergo  in  becoming  can- 
cerous.” 

While  the  disease  is  relatively  rare 
in  Japan,  Doctor  Watne  worked  with 
35  patients  and  confirmed  polyposis 
coli  in  two  of  them.  He  sent  tissue 
samples  back  to  his  WVU  laboratory 
and  to  collaborators  at  Creighton  Uni- 
versity and  Atlantic  University  in 
Florida. 


He  is  working  with  Henry  Lynch, 
Chair  of  the  Department  of  Preventive 
Medicine  at  Creighton  and  a consul- 
tant on  President  Reagan’s  colon  can- 
cer, and  the  laboratory  of  James  Hart- 
mann at  Florida  Atlantic  University. 

“What  we  want  to  find  out  is 
whether  tumor  tissue  from  the  Ja- 
panese patients  has  acted  in  the  same 
way  as  shown  in  our  earlier  studies 
with  patients  in  this  country,”  Doctor 
Watne  said. 

Process  of  Disease  Development 

“These  studies  should  help  us  un- 
derstand the  process  by  which  the 
disease  develops  — the  abnormality, 
the  deficiency.  If  we  can  find  that, 
we’ll  be  closer  to  working  on  a way  to 
interrupt  the  disease  process. 

“It  will  also  provide  a basis  for 
showing  whether  the  Japanese  disease 
is  the  same  as  ours.  Since  almost  all 
Americans  have  been  subjected  to 
rather  similar  environments  over 
many  years,  we  can’t  always  tell  now 
what  is  normal  and  what’s  abnormal. 
So  the  Japanese  group  represents  a 
control  population  for  comparison 
purposes,”  he  said. 

Doctor  Watne  noted  that  cancer  is 
the  leading  cause  of  death  in  Japan, 
with  stomach  cancer  still  the  number 
one  type  although  declining.  Colon 
cancer  has  increased  500  per  cent  in 
recent  years  as  more  Japanese  adopt 
a Western-style  diet  but  the  overall 
percentage  is  still  small. 


Use  Of  Gamma  Interferon 
In  Kidney  Cancer  Eyed 

The  Urology  Department  has  re- 
ceived funding  from  an  international 
medical  research  firm  to  evaluate 
gamma  interferon  in  treating  advanc- 
ed kidney  cancer. 


Department  Chair  Donald  L. 
Lamm,  M.  D.,  said  the  study  is  being 
sponsored  by  Bio-Gen  Medical  Re- 
search of  Cambridge,  Massachusetts, 
and  Geneva,  Switzerland. 

Interferons  are  naturally  produced 
proteins  which  inhibit  viruses,  de- 
crease tumor  cell  growth  and  modu- 
late the  immune  response.  They  have 
been  found  to  inhibit  the  growth  of  a 
variety  of  human  tumors. 

Doctor  Lamm  said  gamma  inter- 
feron, also  called  immune  interferon, 
appears  to  be  more  potent  against 
some  cancers  than  alpha  (leukocyte) 
or  beta  (fibroblast)  interferon. 

To  be  eligible  for  the  new  treat- 
ment, patients  must  have  advanced 
carcinoma  of  the  kidney  not  previous- 
ly treated  with  other  medications.  The 
usefulness  of  interferon  treatment  is 
to  be  compared  with  standard  hor- 
monal treatment. 

Patients  interested  in  the  study 
should  be  referred  by  their  physicians 
to  Doctor  Lamm  or  Dr.  Stanley  Kand- 
zari  at  the  WVU  Medical  Center. 


Ophthalmology-Pediatrics 
Specialist  On  Staff 

Daniel  J.  Karr  has  been  appointed 
Assistant  Professor  of  Ophthalmology 
and  Pediatrics.  He  is  one  of  the  few 
physicians  in  the  country  to  specialize 
in  both  those  areas. 

Doctor  Karr,  a graduate  of  the  Uni- 
versity of  Miami  School  of  Medicine, 
completed  three-year  residencies  in 
both  pediatrics  and  ophthalmology  at 
the  University  of  Washington,  and  a 
fellowship  in  pediatric  ophthalmology 
at  the  University  of  Iowa. 

Doctor  Karr  also  received  a degree 
in  psychology  from  Florida  Presby- 
terian College. 


XIV  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


Interpretive  Electrocardiograp 


• Save  money  on  initial  purchase-priced  50%  to  60% 
less  than  similar,  but  more  bulky,  competitive  products 

• Use  it  wherever  you  need  it— small  enough  and  portable 
enough  to  use  anywhere  in  the  office,  or  take  it  right 

to  the  patient’s  bedside,  all  with  no  sacrifice  in 
diagnostic  capability 

• Reduce  paper  wasted  through  false  starts-LCD  display 
shows  actual  waveforms  for  each  lead,  easy  to  see  if 
lead  is  improperly  connected 


• Completely  portable  for  use  in  any 
location-can  be  used  without  a power 
outlet  or  during  power  failures  because  it 
can  be  battery  operated 

• Transmits  data  direct  to  physician’s  office 
for  overread  via  phone  modem 

• Review  and  comparison  on  previous  ECGs  easily 
accomplished-unit  stores  up  to  20  ECGs 


11800  Coakley  Circle,  Rockville,  Maryland  20852 


• Provides  more  comprehensive  data-analyzes  10  full 
seconds  of  data  from  all  12  leads  simultaneously, 
rather  than  just  3 at  a time 

V 


E500  electrocardiograph  analysis  cart 

• Much  smaller  in  size  and  weight  than 
competitive  carts— system  weighs  only  65  lbs 

• Assured  patient  safety  with  isolation  built 
into  system 

• Produces  crisp,  clear  reports  with  a high- 
resolution  plotter 

LEWIS  MEDICAL  INSTRUMENTS  INC. 


E500-3-channel,  12-lead 
interpretive  electrocardiograph 


/ 


/ 


Burdick  (301)984-6112  (301)444-7977  (215)922-4966  (804)644-8024  (919)848-4333 


MU  School 
Of  Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  University  Relations,  Marshall 
University. 


Academic  Affairs  Dean 
To  Take  Post  January  2 

William  P.  Bristol,  M.  D.,  has  been 
named  Associate  Dean  for  Academic 
Affairs  for  the  MU  School  of  Medi- 
cine, Dean  Lester  R.  Bryant,  M.  D., 
has  announced. 

Doctor  Bristol  is  a Professor  of 
Pediatrics  at  Mercer  University  School 
of  Medicine  in  Macon,  Georgia,  where 
he  has  also  served  as  Dean.  Currently 
he  is  on  sabbatical  leave,  working  on 
a master’s  degree  in  business  adminis- 
tration at  Mercer.  He  will  assume  his 
full-time  duties  at  Marshall  January  2. 

“We  are  fortunate  indeed  to  have 
attracted  someone  of  Bill  Bristol’s 
qualifications  and  experience  to  Mar- 
shall,” Doctor  Bryant  said.  “In  addi- 
tion to  his  administrative  experience, 
he  has  special  expertise  which  will 
greatly  benefit  our  school  in  the  areas 
of  rural  health  care  and  in  the  busi- 
ness aspects  of  medicine.” 

Rural  Focus  Liked 

Doctor  Bristol  said  the  school’s 
focus  on  primary  care  for  rural  areas 
strongly  influenced  his  decision  to 
come  to  Marshall.  “I  have  had 
throughout  my  career  a strong  interest 
in  rural  health,  and  that  was  my  pri- 
mary reason  for  joining  the  faculty  at 
Marshall,”  he  said. 

Before  going  to  Mercer  in  1981, 
Doctor  Bristol  served  as  Assistant 
Dean  at  the  LTniversity  of  North 
Dakota  School  of  Medicine  and  the 
Michigan  State  University  College  of 
Human  Medicine.  He  also  was  Co- 


ordinator for  Health  Care  Education 
for  Medical  Care  Development,  Inc., 
in  Augusta,  Maine,  where  he  was  pro- 
gram director  for  rural  community 
health  centers. 

He  is  a trustee  of  the  American 
Rural  Health  Association,  a Fellow  of 
the  American  Academy  of  Pediatrics, 
and  a member  of  the  Society  of  Teach- 
ers of  Family  Medicine  and  the  Na- 
tional Rural  Health  Care  Association. 

Doctor  Bristol  earned  the  M.D.  de- 
gree from  the  University  of  Michigan 
Medical  School  in  1965,  and  served 
his  internship  and  residencies  at  Bron- 
son Methodist  Hospital  in  Kalamazoo, 
Michigan,  and  Denver  (Colorado) 
Children’s  Hospital. 


Doctor  Rankin  Scholar 
Program  Representative 

Gary  0.  Rankin,  Ph.D.,  Interim 
Chairman  of  Pharmacology,  was  chos- 
en as  the  first  faculty  member  to  rep- 
resent Marshall  in  its  “Meet  the 
Scholar  Program.” 

Doctor  Rankin  was  cited  as  a “per- 
fect example  of  academic  excellence” 
at  Marshall  by  MU  President  Dale  F. 
Nitzschke.  According  to  Selection 
Committee  Chairman  Christopher  Dol- 
metsch.  Doctor  Rankin  thoroughly  met 
the  criteria  of  outstanding  achieve- 
ment, research  and  scholarship. 

Since  coming  to  Marshall  in  1978, 
Doctor  Rankin  has  twice  been  named 
Professor  of  the  Year  by  medical  stu- 
dents. He  also  received  the  1984-85 
Excellence  in  Teaching  Award,  and 
was  named  the  Outstanding  Research- 
er of  the  Year  by  Marshall’s  chapter 
of  Sigma  Xi,  scientific  research  hon- 
orary. 


Program  Helps  Children 
To  Conquer  Obesity 

Overweight  children  are  learning  to 
conquer  obesity  through  Marshall’s 
newly  expanded  “P.E.P.”  exercise 
program,  headed  by  Dr.  Colette 
Gushurst,  Director  of  the  Pediatric 
Obesity  Clinic. 

P.E.P.  — Pediatric  Exercise  Pro- 
gram — - is  open  to  any  overweight 
child  age  5 to  18.  The  thrice-weekly 
fitness  sessions,  with  aerobic  workouts 
and  sports  activities,  are  supplement- 
ed by  special  board  games  and  coun- 
seling which  help  children  learn  about 
diet  and  nutrition. 

“We  hope  to  show  the  children  that 
activity  isn’t  just  good  for  you — it’s 
fun,  too,”  Doctor  Gushurst  said. 
“We’re  aiming  toward  changing  life- 
style habits — for  example,  watching 
less  TV,  taking  the  stairs  instead  of 
the  elevator,  and  eating  healthier 
foods  . . .” 


Grad  Student  Earns  First 
Ph.D.  In  Co-op  Program 

Graduate  student  Terriann  Crisp 
has  successfully  defended  her  doctoral 
dissertation,  making  her  the  first  MET 
student  to  earn  a Ph.D.  degree  through 
Marshall’s  biomedical  sciences  grad- 
uate program. 

The  program  is  a cooperative  effort 
of  Marshall  and  West  Virginia  Uni- 
versity, which  actually  grants  the  di- 
ploma. Marshall  currently  has  11  stu- 
dents in  the  doctoral  program. 

Ms.  Crisp’s  research  looked  at  the 
role  of  the  neurotransmitter  serotonin 
and  how  it  is  controlled  by  various 
regulatory  mechanisms. 
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Your  patient  is  disabled  and 
her  independence  is  at  stake. 

She  needs  someone  whose  only 
business  is  rehabilitation. 


You’ve  decided  that  your 
patient  needs  rehabilita- 
tion. Will  she  know  where  to 
get  it?  Because  your  patients 
trust  you  and  your  medical 


opinions,  they  look  to  you 
for  direction. 

Recommend  Harmarville.  At 

Harmarville,  comprehensive 
rehabilitation  is  our  total 
business  . . . and  has  been  for 
31  years.  We  add  life  to  the 
years  of  people  who  have 
suffered  such  problems  as 
stroke,  amputation,  spinal 
cord,  head  or  hand  injury 
and  chronic  pain. 

We  treat  the  total  person.  With 
specially  trained  and  experi- 
enced physicians,  nurses  and 
therapists— whatever  it  takes— 
our  team  approach  achieves 
the  highest  possible  level  of 
function  for  each  patient. 


Is  less  effort  acceptable? 

We  think  not.  Every  disability 
has  its  own  unique  problems, 
and  solutions.  Fortunately  for 
your  patients,  you  know  where 
they  can  find  the  solutions 
that  can  restore  their  lost 
independence.  Harmarville 
Rehabilitation  Center.  We 
add  life  to  years. 


HARMARVILLE  REHABILITATION 
CENTER,  INC. 

P.O.  Box  1 1 460,  Guys  Run  Road 
Pittsburgh,  PA  1 5238 


Obituaries 


RALPH  J.  HOLLOWAY,  M.  D. 

Dr.  Ralph  J.  Holloway,  Charleston 
urologist,  died  on  October  9 in  a hos- 
pital there.  He  was  62. 

Born  in  Des  Moines,  Iowa,  Doctor 
Drake  was  a Diplomate  of  the  Ameri- 
can Board  of  Urology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a 
member  of  the  American  Urologic 
Association,  Kanawha  Medical  Soci- 
ety and  West  Virginia  State  Medical 
Association. 

He  was  graduated  from  Drake  Uni- 
versity in  Des  Moines,  and  received 
his  M.  D.  degree  in  1953  from  the 
State  University  of  Iowa  where  he 
also  completed  his  internship  and  resi- 
dency. 

Survivors  include  the  wife,  Helen 
M.  Holloway;  two  daughters,  Mrs. 
Georgia  L.  Akkub  of  Magnolia,  Ar- 
kansas, and  Miss  Diane  E.  Holloway 
of  Charleston;  a son,  David  R.  Hollo- 
way of  Carrollton,  Texas;  a sister, 
Mrs.  Margaret  Tiernan  of  Winterset, 
Iowa,  and  five  brothers,  Kenneth 


Holloway  of  Michigan  City,  Indiana; 
Homer  and  Elbert  Holloway  of  Coos 
Bay,  Oregon;  Lyle  Holloway  of  Fair- 
field,  California,  and  Donald  Holloway 
of  Knoxville,  Iowa. 
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WVA"  MARS 


WEST  VIRGINIA  MEDICAL  ACCESS/REFERRAL  SYSTEM 


A toll-free,  VITAL  LINK  between  YOU  and  the  W.V.U. 
Medical  Center  staff. 

For  Health  Care  Professionals  only. 

With  one  call,  MARS  enhances  your  practice  by  accessing  current, 
expert  information  on: 

* consultations  * WVU  Hospital  Services 

* admissions  * patient  information 

West  Virginia  University  School  of  Medicine 


THE  WHEELING  CLINIC 

WHEELING,  WEST  VIRGINIA  26003 

L.  L.  CLINE,  Executive  Director 

Wheeling,  232-3600  • St.  Clairsville,  695-2511  • New  Martinsville  area,  455-4588  • Wellsburg-Steubenville  area,  527-1230 


INTERNAL  MEDICINE 
General 

B L.  VanPelt,  M.  D. 

P R Hedges,  M.  D. 

J Holloway,  M.  D. 

R.  N Lewis,  M.  D (St.  Clairsville) 

M J.  Lohne,  M.  D.  (St.  Clairsville) 

R.  D.  Morris,  D.  O.  (New  Martinsville) 
Cardiovascular 
A M.  Valentine,  M.  D. 

W E.  Noble,  M D 
Gastroenterology 
T.  E Chvasta,  M O 
L.  R Cain,  M.  D. 
Hematology/Oncology 
C A Vasquez,  M.  D 
Nephrology /Hypertension 
D L.  Latos,  M.  D 
M H Drews,  M.  D. 

T G Kenamond,  M.  D 
Pulmonary 

C.  J.  Begley,  M.  D. 

T.  V.  Burke,  M.D. 

GENERAL  SURGERY 

C D Hershey,  M D. 

E C Voss,  M.  D. 

J H Mahan,  M D (St  Clairsville) 

R L Cross,  M.  D.  (Martins  Ferry) 

THORACIC  AND 
CARDIOVASCULAR  SURGERY 

H.  Shackleford,  M D. 

ORTHOPEDICS 

E.  L.  Barrett,  M D, 

R S.  Glass.  M.  D. 


UROLOGY 

D C Trapp.  M.  D. 

B.  M.  McCuskey,  M.  D. 

GYNECOLOGY 

R.  W Leibold,  M.  D, 

R.  T.  Brandfass,  M.  D. 

OBSTETRICS  & GYNECOLOGY 
T.  A,  Athari,  M,  D. 

J.  W Campbell,  M D 

C,  V.  Porter,  M.  D. 

OPHTHALMOLOGY 

W,  F.  Park,  M D. 

M,  E.  Nugent,  M.  D. 

R.  V Pangilinan,  M.  D 
H.  S.  Berlin,  M.  D. 

OTOLARYNGOLOGY/ 

MAXILLO  FACIAL  SURGERY 
W.  A Tiu,  M.  D. 

RADIOLOGY 

Valley  Radiologists,  Inc. 

FAMILY  PRACTICE 

R A,  Porterfield,  M.  D. 

(St.  Clairsville) 

G.  L.  Cholak,  M D.  (St  Clairsville) 

E.  L,  Coffield,  M.  D.  (New  Martinsville) 
NEURO-SURGERY 

F.  J.  Payne,  M.  D 
NEUROLOGY 

H.  L.  Kettler,  M.  D 

S G Christopher,  M D 
W.  Zyznewsky,  M.  D. 

J.  G,  Tellers,  M.  D. 

S.  Govindan,  M.  D. 

Neuropathology 

S Govindan,  M.  D 


PSYCHIATRY 

S D.  Ward,  M.  D. 

D.  H Smith,  M.  D. 

D P.  Hill,  M D. 

J.  G Tellers,  M D 

Pediatric  Psychiatry 

V.  Stein,  M D. 

ANCILLARY  SERVICES 
Optical 

W.  E Schul,  Optician 

Speech  Therapy/Audiology 

J.  P.  Frum,  M S . S P A. 

Biofeedback  Laboratory 

M.  G Simon,  P.  A 

Electrology/Cosmetlc  Therapy 

J.  E.  Beserock,  R.  E 

TECHNOLOGISTS 

Electrocardiography 

B Maguire,  R N. 

B Muklewicz,  R N 

Electroencephalography 

J.  Stone.  R N.,  CMET 
J Green,  R N 

Roentgenology 
E Forester.  R T 

PULMONARY  DIAGNOSTICS  LAB 

R.  Kordack,  R.  T. 

K.  Bauer,  R.  N. 
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GROUP  INSURANCE  SPONSORED 
BY  THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION  FOR 
MEMBERS  AND  THEIR  EMPLOYEES 


McDonough  Caperton  Shepherd  Association  Group  ad- 
ministers group  insurance  at  a substantial  savings  for 
members,  their  families,  and  their  employees  on  behalf  of  the 
West  Virginia  State  Medical  Association. 


McDonough 

Caperton 

Shepherd 

Association 

Group 


Our  Group  Plans  include 

• Long  Term  Disability  Income  Protection 

Pays  you  a regular  weekly  income  up  to  $500  a week  when  you 
are  disabled. 

• $1,000,000  Major  Medical  Plan 

Covers  you  and  your  family  up  to  $1 ,000,000  per  person.  Choice 
of  deductibles  ($1 00-$250-$500-$1 ,000).  Employees  are  eligible. 

• Hospital  Money  Plan 

Pays  up  to  $100  a day  when  you  or  a family  member  is  hospital- 
ized. 

• Low-Cost  Life  Insurance 

Up  to  $250,000  for  members,  $50,000  for  spouses,  and  $10,000 
for  children.  Employee  may  apply  for  up  to  $100,000. 

• $100,000  Accidental  Death  & Dismemberment  Insurance 

Around  the  clock  protection  — 24  hours  a day . . . 365  days  a year 
. . . worldwide. 

• Office  Overhead  Disability  Plan 

Pays  your  office  expenses  up  to  $5, 000  per  month  while  you  are 
disabled. 

• Professional  Liability  Insurance 


SEND  THE  COUPON  BELOW  OR  CALL  TOLL-FREE  1-800-642-3088 


Please  send  me  more  information  about  the  plan(s)  I have  checked  which  are  endorsed  by  the  West  Virginia 
State  Medical  Association. 


Name 


Address 


City/State 


Zip 


Business  Telephone 


□ Long  Term  Disability  Income  Protection 

□ $1,000,000  Major  Medical  Plan 

□ Hospital  Money  Plan 

□ Low-Cost  Life  Insurance 

□ $100,000  Accidental  Death  & Dismemberment  In- 
surance 

□ Office  Overhead  Disability  Plan 

□ Professional  Liability  Insurance 


Mail  to  Administrator:  McDonough  Caperton  Shepherd  Association  Group 

P.O.  Box  3186,  Charleston,  WV  25332 


County  Societies 


CABELL 

A joint  meeting  of  the  Cabell  Coun- 
ty Medical  Society  and  the  bar  asso- 
ciation was  held  October  10. 

Speakers  included  the  Marshall 
University  basketball  coach,  Rick 
Huckabay,  who  spoke  for  the  United 
Way  campaign,  and  the  two  Hun- 
tington mayoral  candidates,  Robert 
Nelson  and  Ted  Barr.— Tara  Sharma, 
M.  D.,  Secretary. 

MeDOWELL 

Dr.  David  Z.  Morgan,  WVSMA 
President,  was  the  guest  speaker  for 
the  meeting  of  the  McDowell  County 
Medical  Society  on  October  9 at 
Stevens  Clinic  Hospital  in  Welch. 

Doctor  Morgan  spoke  on  a variety 
of  current  issues  affecting  doctors  in- 
cluding the  malpractice  insurance 
crisis — John  S.  Cook,  M.  D..  Secre- 
tary. 

TYGART’S  VALLEY 

Dr.  Douglas  H.  Finestone  of  Duke 
University  was  the  guest  speaker  for 
the  meeting  of  the  Tygart’s  Valley 
Medical  Society  October  17  at  Broad- 
dus  Hospital  in  Philippi. 

Doctor  Finestone  spoke  twice.  His 
first  topic  was  “The  Combined  Medi- 
cal Specialties  Unit  (CMSU)  at  Duke 
University  Medical  Center:  A New 
Approach  to  Stress  Management.” 

The  second  topic  was  “Stress  in 
Medical  Practice.” 

Dr.  Michael  M.  Stump,  Secretary, 
read  a letter  to  Mrs.  H.  L.  Jellinek, 
President  of  the  newly  formed  Ran- 
dolph County  Medical  Auxiliary  in 
which  he  had  given  a brief  historical 
sketch  of  the  Medical  Society. 

The  Society  was  very  pleased 
that  an  Auxiliary  has  been  formed. 
— Michael  M.  Stump,  M.  D.,  Secre- 
tary. 

WESTERN 

The  Western  Medical  Society  met 
October  8 at  Jackson  General  Hospital 
in  Ripley. 

A panel  discussion  on  drug  abuse 
was  presented.  Panelists  were  Dr. 
James  Kessel,  Vice  President,  and 
Mrs.  Jennie  Waugh  and  Dan  Rohr- 
bough,  Community  Relations  repre- 
( Continued  on  Page  xxxiii) 


Manuscript  Information 

Manuscripts  to  be  presented  for 
publication  in  The  West  Virginia 
Medical  Journal  should  be  type- 
written, triple-spaced,  on  one  side 
only  of  firm  (no  onion  skin  or 
flimsy),  standard  letter  sized  (8V2 
by  11  in.)  white  paper.  Wide 
margins  at  least  1V4  in.  on  left) 
should  be  left  free  of  typing.  On 
the  first  or  title  page  should  be 
shown  the  title  of  the  article,  the 
name  (or  names)  of  the  author, 
and  his  degrees.  Pages  should  be 
numbered  consecutively,  the  page 
number  being  shown  in  the  right 
upper  corner  along  wfith  the  sur- 
name of  the  author. 

Where  reference  is  made  to  gen- 
erically-designated  drugs,  the  first 
such  reference  must  be  followed  by 
parentheses  containing  the  most 
commonly  known  trade-name  drug 
of  that  designation.  In  addition,  a 
listing  of  all  generic  drugs  men- 
tioned in  the  article,  with  their 
trade-name  equivalents,  should  ap- 
pear at  the  end  of  the  article. 

A short  abstract  summarizing  the 
manuscript  should  be  included. 
This  should  be  typed  in  double 
space  on  a separate  page. 

Authors  are  requested  to  submit 
a cony  with  the  original. 

Illustrations  should  be  numbered 
and  their  approximate  locations 
shown  in  the  text.  Each  should  he 
identified  by  placing  on  its  back 
the  author’s  name,  its  number  and 
an  indication  of  its  “top.”  Draw- 
ings and  charts  intended  for  re- 
production should  be  done  in  black 
(India)  ink  on  pure  white.  Pho- 
tographs should  he  on  glossy  paper 
and  minimum  of  about  5 by  7 in. 
in  size.  Cost  of  printing  black  and 
white  photos  in  excess  of  4 will  be 
hilled  to  author,  and  no  more  than 
25  references  will  be  published  free 
of  charge  to  the  author.  A legend 
should  be  provided  for  each  illus- 
tration and,  preferably,  attached  to 
it. 

All  scientific  material  appearing 
in  The  Journal  is  reviewed  by 
the  Editorial  Board.  Manuscripts 
should  be  mailed  to  The  Editor, 
West  Virginia  Medical  Journal, 
Box  4106,  Charleston,  W.  Va. 
25364. 


Need  A 
Temporary 
Physician? 

You  can  take  time  off 
while  your  practice 
keeps  working! 

Lease  CompHealth 
physicians  for  your 
vacations,  CME’s  or  for 
supplementary  help. 

★ 

Want  Free  Time 
While  You 
Practice 
Medicine? 

Join  CompHealth’s 
Locum  Tenens 
Physician  Group. 

★ 

For  further  information 
about  temporary  coverage 
or  locum  tenens  practice 
opportunities, 
call: 

412/741-3310 

g*  CompHealth 

A Physician  Group 

★ 

WILSON  ROSS, 
Regional  Administrator 

114  Centennial  Avenue 
Sewickley,  PA  15143 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work  by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name  (Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty 

Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 
2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


mn  it  iioimintvo 
a nnnui  a iuhu 


At  Transitions  we  have  earned  the  trust  of  referring  physicians  by 
offering  a complete  treatment  program  for  the  alcohol  or  drug  dependent 
patient. 

When  you  put  Transitions,  the  alcohol  and  drug  dependency  program  at 
Kanawha  Valley  Hospital  on  your  treatment  team,  you  save  valuable  time 
and  assure  your  patients  confidential,  professional  care. 

In-patient  or  out-patient.  Transitions  keeps  you  involved  in  the  recovery 
process  every  step  of  the  way.  Transitions  provides  comfortable 
detoxification,  complete  educational  services,  individual  or  group  therapy  and 
continuing  support  through  our  Aftercare  program. 

Most  treatment  costs  are  covered  by  Medicare  or  group  insurance. 
Personalized  payment  plans  are  also  available. 

At  Transitions  your  patients  will  receive  the  quality  care  they  have  come 
to  expect.  You  can  refer  to  Transitions  with  confidence  — (304)  347-9300. 


THE  KANAWHA  VALLEY  HOSPITAL 
DEPENDENCY  TREATMENT  PROGRAM 

800  Pennsylvania  Avenue,  Charleston,  West  Virginia 


EYE  PHYSICIANS  AND 

Richard  C.  Rashid,  M.D. 


SURGEONS 

Muhib  S.  Tarakji,  M.D. 


"Specializing  in  Family  Eye  Care'' 


Cataract  Surgery 


Laser  Surgery 


Pediatric  Vision  Care 


Dry  Eye  Specialists 


415  Morris  Street,  Suite  100,  General  Medical  Pavilion,  CHARLESTON,  WV  25301 
424  Division  Street,  SOUTH  CHARLESTON,  WV  25309 
Telephone:  (304)768-7371  • Toll-free  (in  WV)  1-800-642-EYES 


At 

last... 

employee 

pensions 

without 

the 

tensions 


Announcing:  Simplified 
Employee  Pensions  from 
The  National  Bank 
of  Commerce 

A pension  is  a great  way  to  hold  on  to 
your  valued  employees  and  attract  the 
types  of  employees  you’d  like  to  have. 
And  contributions  are  tax  deductible  to 
your  company,  and  grow  tax-deferred 
until  distribution  time. 

But  until  now,  providing  a pension  plan 
meant  all  the  tensions  of  cumbersome 
and  complex  record  keeping.  Now  The 
National  Bank  of  Commerce  makes  it 
easier  than  its  ever  been  with  Simplified 
Employee  Pensions  - SEP’s. 

A SEP  is  an  uncomplicated  plan  that’s 
easy  to  set  up  and  administer.  It  works 
for  companies  of  any  size  and  type  - sole 
proprietorships,  partnerships,  or  corpor- 
ations - who  have  never  had  a defined 
benefit  plan. 

It  lets  you  contribute  to  individually 
established  employee  accounts,  the 
lesser  of  $30,000  or  1 5%  of  the  employ- 
ee's annual  compensation. 


And  not  only  are  there  no  service  fees 
for  maintaining  the  accounts,  but  each 
account  is  federally  insured  by  the  Fed- 
eral Deposit  Insurance  Corporation 
(FDIC)  for  up  to  $100,000. 

There  simply  isn’t  an  easier  way  to 
take  the  tension  out  of  your  Employee 
Pensions. 

So  call  one  of  our  Personal  Banking 
Officers  today  and  let  them  determine  if 
you  qualify  for  a tension  free  SEP. 

Main  Office  One  Commerce  Square 
(304)  348-4523 

West  Side  Branch  210  Tennessee  Ave. 
(304)  346-7300 
Member  FDIC 


The  National 
Bank  of 
Commerce. 


Setting 

The 

Pace 

For 

Your 

Better 

Tomorrows 


Member  FDIC 


Medical  Clinic  — a facility  for  diagnosis  and  treatment  of  outpatients. 


Morgantown  Internal  Medicine  Group  — a medical  clinic  housed  in  an 
aesthetically  pleasing  and  user  efficient  masonry  structure  designed  by 
ALPHA  ASSOCIATES. 

ALPHA  ASSOCIATES  — a West  Virginia  architectural  and 
engineering  firm  that  will  design  to  suit  your  medical  facility  needs  — 
from  private  offices  to  hospitals. 


ALPHA  ASSOCIATES,  IflCORPORATED 

ARCHITECTURE  • ENGINEERING  • DESIGN 

P.O.  Box  1250  • 209  Prairie  Ave.,  Suite  209 
Morgantown,  WV  26505  • 304-296-8216 


INTRODUCING  THE  BURROUGHS  B25. 

THE  MICRO  COMPUTER 
THAT  GROWS  WITH  YOUR  BUSINESS. 

Buying  a computer  is  a lot  like  hiring  an  employee.  You  need  one  that 
can  produce  a lot  now  and  even  more  in  the  future. 

Take  the  B25.  It’s  modular,  so  when  you  need  more  memory  or  storage, 
you  simply  snap  on  more  modules. 


Another  feature  that  allows  the  B25  to  grow  with 
you  is  its  ability  to  network.  You  just  add  work- 
stations and  people  will  be  able  to  share  the  same 
data  and  memory  at  the  same  time. 

You  can  also  share  peripherals  — like  printers. 
Which  means  several  workstations  can  be  linked  to 
one  printer  so  many  people  can  use  it. 

THE  PHYSICIAN  OFFICE  ACCOUNTING  SYSTEM 
BENEFITS  YOUR  PRACTICE  BY  PROVIDING: 

Quick  access  to  timely,  accurate  information 
through  high-resolution  computer  screens,  printed 
reports  and  immediate  updating.  Flexibility  through 
user-defined  system  parameters,  print  and  report 
options.  Financial  control  through  extensive  report- 
ing. On-line  inquiry  and  automation  of  routine  office 
tasks  to  minimize  clerical  duties.  Improved  cash 
flow  through  automatic  generation  of  charge  tickets, 
insurance  bills,  demand  bills  and  statements. 

Whitman  Computer 
Systems , Inc . 

BURROUGHS  B25  DEALER 

Alicia  Lewis  Terri  Whitman.  President 

Sales  Representative  P O Box  47008 

P.  O.  Box  8477  St  Petersburg,  FL  33707 

South  Charleston.  WV  25303  (813)  345-8241 

(304)  744-4231 

MS-DOS  is  a trademark  of  Microsoft  Corporation. 

CP/M  is  a registered  trademark  of  Digital  Research,  Inc. 


THE  QUESTION  ISN'T  WHO'S  BIGGER.  IT'S  WHO’S  BETTER. 
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Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules  t.i.d. 


offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  for  prescribing 
information 

Indications  and  Usage  Ceclor  * (cefaclor  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  lOiplococcus  pneumoniae).  Haemoph 
ilus  influenzae  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication:  Ceclor  is  contraindicated  in  patients  with  known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS,  ANn  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAO  REACTIONS,  INCLUDING  ANAPHYLAXIS. 
TO  80TH  ORUG  CLASSES 

Antibiotics,  including  Ceclor,  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  lo 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  for  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  - If  an  allergic  reaction  to 
Ceclor  * (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  it  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g , pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overprowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
lor  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehlmg's  solutions  and  also  with  Cliniiest' 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip, 
USP  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor"  (cefaclor,  Lilly)  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 

Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  detected 
in  mother's  milk  following  administration  of  single  500-mg  doses 
Average  levels  were  0 18,  0 20,  0.21.  and  0 16  mcg/ml  at  two 
three,  four,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is-admimstered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70). 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
percent  of  patients  and  include  morbiliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  alter  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 
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The  ultimate  answer  to  pollen,  dust  and  smoke. 


Today's  air  is  full  of  irritants  that  can  cause  watering  eyes,  runny  nose,  coughing  and  general  discomfort  Allergy 
sufferers  are  even  more  severely  affected.  But  now  there  is  an  air  cleaner  that  is  almost  too  good  to  be  true 


NEWTRON®  Electrostatic  Air  Cleaner 

THE  MOST  EFFECTIVE 

Disposable  air  conditioning  filters  remove  only  20%  of  air-borne  pollutants  Expen- 
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Powered  Air  Cleaners 
Newtron  Electrostatic  Air  Cleaner 


The  air  cleaning  results 
shown  here  are  proven 
by  laboratory  tests 


(A  copy  of  the  independent  test  lab  results  that  prove  this  claim  is  available  upon  request  ) 


SIMPLE  PERMANENT  NO  REPAIRS 


The  NEWTRON*  develops  its  internal  static  charge  simply  by  air  flowing  through 
grids  made  of  several  types  of  static-prone  plastic.  It  is  this  static  charge  that 
attracts  and  traps  the  irritating  air  pollutants. 

EASY  TO  CLEAN  NO  INSTALLATION 


The  ultimate  air  cleaner 


Clip  out  this  coupon — 

Mail  to:  Newtron  of  Virginia,  P.O.  Box  4158, 

Lynchburg,  Virginia  24502  - (804)  237-2050 


□ Please  send  additional  information. 


Dr 


Address 
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Specialty 


HIGHLAND  HOSPITAL 

56TH  & NOYES  AVE.,  S.E. 
CHARLESTON,  W.  VA.  25304 
925-4756 


MEDICAL  STAFF 


ADULT  PSYCHIATRY 

Charles  C.  Weise,  M.  D.  925-2159 

Thomas  S.  Knapp,  M.  D.  768-1212 

Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  Jr.,  M.  D.  925-0349 

Lee  L.  Neilan,  M.  D.  925-0349 

Edmund  C.  Settle,  Jr.,  M.  D.  925-0624 
Gina  Puzzuoli,  M.  D.  925-6914 

John  P.  MacCallum,  M.  D.  925-6966 

Sid  Lerfald,  M.  D 925-0004 

Elma  Bernardo,  M.  D 768-1212 

Steve  Kissinger,  M.  D 925-6966 

CHILD  PSYCHIATRY 

Pablo  M.  Pauig,  M.  D.  343-8843 

Ralph  S.  Smith,  Jr.,  M.  D.  925-0349 

John  P.  MacCallum,  M.  D.  925-6966 


Psychiatric  treatment  for  the  emotionally 
disturbed  children  ages  5 to  13  now  avail- 
able in  new  children’s  pavilion.  Separation 
maintained  from  adult  psychiatric  care 
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• Crisis  Intervention 
e Group  Therapy 
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• Skilled  Attention  to  Family,  Marital,  and 
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• Special  Care  for  the  Acutely  Disturbed 
Patient 

• Staffed  by  Qualified  Psychiatrists  and 
Medical  Consultants 

• Schooling  Provided  on  Children’s  Pa- 
vilion 

• Serving  the  Community  for  Over  30 
Years 
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Introducing  TIPS 


The  Total  Information 
For  Physicians  System 

A COMPLETE  MEDICAL  OFFICE 
MANAGEMENT  SYSTEM 


OUR  COMMITMENT/ 

YOUR  SOLUTION 

the  mcdonough  caperton 

INSURANCE  GROUP  has  always 
been  responsive,  productive  and 
innovative.  No  other  privately- 
owned  insurance  company  has 
grown  so  much  to  meet  the  needs 
of  clients,  insureds  and  now,  pro- 
viders of  health  care  services. 

PRICE  PERFORMANCE 

At  McDonough  Caperton  Systems 
we  have  a strategy  that  works.  We 
have  combined  superior  technology 
and  proven  programming  to  create 
the  most  efficient  and  practical 
medical  office  management  system 
available  to  a group  or  an  individual 
practice.  We  selected  the 
IBM  A/T  personal  computer 
because  of  its  dependability,  great 
storage  capacity,  and  unequaled 
responsiveness.  Our  Software  is 
TIPS  (Total  Information  for  Phys- 
icians) and  was  selected 
because  of  the  engineered  re- 
search which  created  it  and  the 
incredible  benefit  it  gives  the  user. 
TIPS  provides  the  user  with  a 
custom  system,  a choice  of  function 
levels,  and  a choice  of  investment 
costs.  To  these  we  add  total  hard- 
ware and  software  support  for  the 
life  of  the  system.  It’s  a simple 
strategy  that  works  and  is  working 
with  individual  and  group  practices 
in  West  Virginia  and  across  the 
United  States. 


Autno'</od 
Va'ue  Added 
Dea'r- 


Personal 

Computers 


The  comprehensive  clinical  and 
management  solution  for  today’s 
doctor  features: 

• Patient  Past  History/Lab  Results/ 
Treatment  Information 

• Statistical  Retrieval  and  Analysis  of 
Medical  Information 

• Patient  Billing  Preparation 

• Aged  Account  Information 

• Complete  Financial  and  Management 
Reporting 

• Insurance  Forms  Preparation 

• Scheduling  Functions 

• Hospital  Census 

• Electronic  Claims  Submission 

• Word  Processing 

• Tailoring  by  Specialty 

• “Password”  Security  Protection 

• Remote  access,  including  master 
ON/OFF  capability. 

A COMPLETE  SYSTEM 

In  addition  to  the  IBM  Personal 
Computer  and  TIPS  software,  we 
install  the  printer  of  your  choice 
with  draft  and  letter  quality  print, 
a fast  modem  for  telephone  data 
transmission  and  access  to  medical 
and  financial  services.  We  install 
your  system  with  a structured  train- 


ing program  for  your  office  staff 
and  ongoing  customer  support. 

We  also  include  an  onsite  service 
contract  plus  a special  telephone 
response  line  available  during 
business  hours. 

FILL  OUT  YOUR  LAST 
CLAIM  FORM 

Just  as  direct  communication 
between  people  is  preferred  for 
accuracy,  computer-to-computer 
communication  reduces  the 
potential  for  errors  and  delays. 
Electronic  submission  of  claims  to 
more  than  one  payor  is  possible 
with  TIPS  using  phone  line  trans- 
mission or  floppy  diskette.  You 
may  also  purchase  a stand  alone 
electronic  claims  submission 
package  independent  of  the  office 
management  program  and  still 
receive  claims  payment  within 
10  days. 

For  More  Information: 

Call  us  at  1-800-344-5139  or  at 
346-0611  in  Charleston.  We’re 
your  systems  analyst  and  welcome 
your  questions.  Our  job  is  to  help 
you  reduce  your  paperwork,  in- 
crease your  productivity  and 
improve  your  cash  flow. 

McDonough 

Caperton 

Systems 


P.  O.  Box  1551 
Charleston,  W.  Va.  25326 
Bradley  E.  Layne,  Pres. 


Charleston 
Eye  Care 
Associates  Inc. 


George  E.  Toma,  M.D.,  FACS 
Stephen  P.  Cassis,  M.D. 


SURGICAL  CARE 

CATARACT  REMOVAL 

LASER  SURGERY  & THERAPY 

AND  TREATMENT 
FOR  DISEASES 

INTRAOCULAR  LENS  IMPLANT 

CORNEAL  TRANSPLANTS 

SURGICAL  CORRECTION  FOR 

PERMANENT  COSMETIC 

OF  THE  EYE 

NEARSIGHTEDNESS 

EYELINER 

311  Laidley  Street,  Suite  102 

4430  Kanawha  Turnpike 

Charleston,  WV  25301 

24  HOUR 

South  Charleston,  WV  25309 

344-3937 

ANSWERING  SERVICE 

768-0068 

CALL  TOLL  FREE  8:00  A.M.  - 5:00  P.M. 

(800)  344-3993 

Openings  At 

THE  MYERS  CLINIC 

Philippi,  West  Virginia 

In  Internal  Medicine  To  Associate  With 

Radiology: 

Internal  Medicine: 

Family  Practice: 

Halberto  G.  Cruz,  M.  D. 

Karl  J.  Myers,  Jr.,  M.  D. 

Charles  L.  Arnett,  M.  D. 

Wm.  A.  SanPablo,  M.  D. 

R.  Gregory  Juckett,  M.  D. 

Pathology: 

James  A.  Arnett,  M.  D. 

Fulvio  Franyutti,  M.  D. 

Pediatrics: 

Surgery: 

E.  G.  Kreider,  M.  D. 

Contact:  E.  G.  Kreider,  M.  D. 

J.  W.  Woodford,  M.  D. 

Dentistry: 

Telephone:  (304)  457-2800 

Boyd  R.  Wickizer,  M.  D. 

Glenn  B.  Poling,  D.  D.  S. 

WV  (800)  346-2800 

SAINT  MARY'S  HOSPITAL 

2900 

First  Avenue  — Huntington,  WV  25701  — Telephone:  304-526-1234 

Psychiatric  treatment  for  the  emotionally  disturbed.  Qualified  psychologists  and  social  workers  on  staff. 
Program  Includes:  Group  Therapy,  Psychotherapy,  Crisis  Intervention,  Care  for  the  Acutely  Disturbed,  Sub- 
stance Abuse  and  Recreational  Therapy.  Well  trained  staff.  Forty-seven  beds. 

Medical  Staff  Members 

R.  A.  Edwards,  M.  D. 
K.  M.  Fink,  M.  D. 

697-7036  J.  Corcella,  M.  D. 

525-7851 

525-8191  J.  V.  Ottaviano,  M.  D. 

525-7851 

R.  W.  Hibbard,  M.  D. 

697-4752  L.  C.  Smith,  M.  D. 

697-7036 

F.  Hoback,  M.  D. 

697-7036  M.  M.  Bateman,  M.  D. 

526-0580 

D.  H.  Webb,  M.  D.  ... 

697-7955  R.  A.  Kayser,  M.  D. 

526-0580 
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A Continuing  Medical  Education  Event! 

The  19th  Mid-Winter  Clinical 
Conference 

Charleston  Marriott  Hotel 

200  Lee  Street,  East,  Charleston,  WV 

January  24-26,  1986 

West  Virginia  State  Medical  Association 
Marshall  University  School  of  Medicine 
West  Virginia  University  School  of  Medicine 

WATCH  THE  JOURNAL  FOR  PROGRAM  DETAILS 

THE  PROGRAM  CHAIRMAN  is  William  O.  McMillan,  Jr.,  M.  D.,  of  Charleston.  Other  members  of 
the  Program  Committee  are  Joseph  T.  Skaggs,  M.  D.,  Charleston;  Maurice  A.  Mufson,  M.  D.,  Huntington; 
Richard  G.  Starr,  M.  D.,  Beckley;  John  W.  Traubert,  M.  D.,  Morgantown,  and  C.  Carl  Tully,  M.  D.,  South 
Charleston. 

REGISTRATION  FEE  is  $75  for  WVSMA  members  and  $100  for  non-members.  Please  make  checks 
payable  to  “WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION.” 

ACCREDITATION:  The  program  has  been  approved  for  1516  hours  of  Category  I CME  credit,  and 
AAFP  Prescribed  Credit  has  been  approved  for  12  hours. 

OVERNIGHT  ACCOMMODATIONS:  Physicians  should  communicate  directly  with  the  reservation 
manager  of  the  hotel  or  motor  inn  of  their  choice,  with  the  conference  headquarters  hotel  setting  aside 
rooms  for  registrants.  Reservations  at  the  headquarters  hotel  should  be  made  by  January  2.  In  order  to 
obtain  group  rates,  those  who  make  reservations  directly  with  the  headquarters  hotel  should  specify  that 
they  will  be  attending  the  Mid-Winter  Clinical  Conference.  Group  rates  are  $58  for  a single  room  and 
$66  for  a double.  Those  who  register  in  advance  for  the  Conference  with  the  State  Medical  Association 
(see  below)  will  receive  from  the  Association  a postage-paid  Marriott  reservation  request  card  specifically 
designed  for  Mid-Winter  Clinical  Conference  registrants. 

FOR  ADVANCE  REGISTRATION,  please  complete  the  form  below  and  mail  to:  WEST  VIR- 
GINIA STATE  MEDICAL  ASSOCIATION,  P.  O.  BOX  4106,  CHARLESTON,  W.  VA.  25364. 


Please  register  me  for  the  19th  Mid-Winter  Clinical  Conference  in  Charleston,  WV,  January  24-26,  1986. 
My  $75  registration  fee  (is  not)  enclosed. 


Name  (please  print)  Specialty 


Address  City 
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Current  nuclear  arsenals  are 
equivalent  to  one  Hiroshima 
per  minute  for  2Vz  years. 

The  majority  of  the  victims 
of  nuclear  war  would  be 
women  and  children. 

West  Virginia 

Physicians  for  Social  Responsibility 

We  believe  that: 

— Nuclear  war  cannot  be  won,  limited,  or  survived 
in  any  meaningful  sense. 

— We  gain  no  benefit  from  continuing  the  nuclear  arms 
race.  Costs  and  risks  are  enormous. 

— Efforts  to  make  nuclear  war  survivable  are 
dangerous  because  they  foster  the  illusion  of 
survival. 

— Individuals  can  make  a difference.  Join  PSR. 

Peace  on  earth 
Good  will  toward  men. 


Physicians  for  Social  Responsibility  (co-recipients  of  the  1985  Nobel  Peace  Prize) 
Address:  639  Massachusetts  Avenue,  Cambridge,  MA  02139 
Membership:  Member  (MD,  DDS,  DO),  $60.  House  Staff  Member,  $40.  Student  Member,  $15. 

Paid  advertisement  by  West  Virginia  Physicians  tor  Social  Responsibility. 

1312  Eastern  Avenue,  Morgantown,  W V 26505 
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Classified 


FOR  SALE  — FP/INT  - Pennsylvania 
beautiful,  fully  equipped  practice  in  the 
business  district  of  the  town,  20  miles  to 
Morgantown  and  60  miles  to  Pittsburgh. 
Close  to  hospitals  and  colleges.  Two  min- 
utes to  schools.  Office/House  combina- 
tion. Gross  $250,000  with  no  OB  in  hos- 
pital work.  Leaving  the  country.  Practice 
will  be  ready  in  January  1986.  Reply  to 
OKB,  c/o  West  Virginia  Medical  Journal, 
P.O.  Box  4106,  Charleston,  W V 25364. 


The 

White  House 
Fellowships 


A unique  opportunity 
for  outstanding  Americans 
early  in  their  careers  to 
work  for  a year  at 
the  highest  levels  of 
the  Federal  Government 

For  more  information: 

The  President’s  Commission  on 
White  House  Fellowships 
712  Jackson  Place,  N.W. 
Washington,  D.C.  20503 
(202)  395-4522 


MARIETTA,  OHIO  — Emergency  Depart- 
ment directorship  and  staff  position  avail- 
able at  200  bed  facility.  Board  certification 
or  Board  eligibility  in  Emergency  Medicine 
or  primary  specialty  preferred.  Contact: 
Emergency  Consultants,  Inc.,  2240  S.  Air- 
port Road,  Traverse  City,  Ml  49684;  or  call 
1-800-253-1795,  in  Michigan  1-800-632-3496. 


WEEKLY  SEMINARS  — Most  major  ski 
resorts,  Disney  World,  aboard  sailboats  in 
the  Virgin  Islands  and  a Mississippi  paddle- 
wheeler. CME  accredited.  Medical-legal 
and  financial  management  topics.  Fee 
$175.  Current  Concept  Seminars  (Since 
1980).  3301  Johnson  Street,  Hollywood, 

FL  33021.  Telephone  (800)  428-6069.  In 
Florida  (305)  966-7690. 


UNIQUE  OPPORTUNITY 
IN  PENNSYLVANIA 

Building  new  Emergency  Department 
in  progressive,  academic  community 
hospital.  New  facility,  in-the  round. 
Base  station,  active  paramedic  training 
program,  resident  education.  Opportuni- 
ties for  research  and  teaching  affiliation 
with  nationally  prominent  Emergency 
Medicine  Residency  program.  Competi- 
tive salary  with  paid  malpractice,  dis- 
ability, life  insurance,  CME,  etc.  Emer- 
gency residency  trained,  Board  certified 
or  Board  qualified  and  actively  seeking 
certification.  Contact  Nathan  C.  Schafer, 
M.  D.,  Chairman,  Department  of  Emer- 
gency Medicine,  St.  Margaret  Memorial 
Hospital,  815  Freeport  Road,  Pittsburgh, 
PA  15215;  (412)  784-4189  or  4782. 


EQUIPMENT  FOR  SALE 

We  buy/Sell/Lease  and  Service  new 
and  reconditioned  Holter-Stress-Echo- 
EKG  and  other  Medical  Electronic  In- 
struments. 

Contact:  Ed  Bentolila 

New  Life  Systems,  Inc. 

P.O.  Box  8767 

Coral  Springs,  FL  33065 

305-972-4600 


ICUs  Overused 

An  average  of  32  per  cent  of  more 
than  800  patients  admitted  yearly  to 
a community  hospital  intensive  care 
unit  could  have  been  managed  safely 
in  a less  intensive  and  less  costly  hos- 
pital environment,  according  to  a 
study  in  the  November  Archives  of 
Surgery.  J.  Burdette  Nelson,  Jr., 
M.  D..  of  Riverside  (California  I Com- 
munity Hospital  conducted  a 10-year 
retrospective  review  of  admissions  to 
a surgical  intensive-care  unit,  com- 
paring hospital  admission  practices, 
monitoring  parameters,  and  lengths  of 
stay  with  those  of  published  reports. 

COUNTY  SOCIETIES — Continued 
sentatives  for  the  Treatment  Unit  of 
the  hospital. 

Doctor  Kessel  gave  a comprehen- 
sive and  practical  review  of  substance 
abuse  and  application  in  general  medi- 
cine. Mrs.  Waugh.  Director  of 
Nurses,  presented  a brief  review  of  the 
Jackson  County  program  for  drug 
abuse,  and  Rohrbough  provided  a 
detailed  review  of  therapeutic  mea- 
sures taken  for  rehabilitation  of  a sub- 
stance abuser.— Ali  H.  Morad,  M.  D., 
Secretary. 

CLASSIFIED  RATES:  $10  for  10  lines; 
for  every  line  over  10  lines  there  will  be 
an  additional  charge  of  $2  per  line.  Cost 
to  be  figured  after  ad  has  been  set  by 
the  printer.  $15  for  confidential  ad  (10 
lines). 

DEADLINE:  Copy  must  be  received  by 
the  10th  of  the  month  preceding  the 
month  of  issue:  e.g.,  copy  for  the  Au- 
gust issue  is  due  by  July  10.  Send 
copy  to:  West  Virginia  Medical  Journal, 
P.O.  Box  4106,  Charleston,  W V 25364. 
Telephone:  (304)  925-0342. 


JAMES  T.  SPENCER,  JR.,  M.D. 

ROGER  P.  NICHOLS,  M.D. 

RONALD  L.  WILKINSON,  M.D.,  F.A.C.S. 
F.  THOMAS  SPORCK,  M.D.,  F.A.C.S. 
CHARLES  D.  CRIGGER,  M.D. 


AUDIOLOGY  SERVICES 
VINCENT  LUSTIG,  PH.D. 
GARY  HARRIS,  PH.D. 


HEAD  AND  NECK  MEDICINE  AND  SURGERY 
OTORHINOLARYNGOLOGY 
OTOLARYNGIC  ALLERGY 
FACIAL  PLASTIC  AND 


EAR,  NOSE  SC  THROAT  ASSOCIATES 


RECONSTRUCTIVE  SURGERY 
BRONCHOESOPHAGOLOGY 
FORENSIC  OTOLOGY 


OF  CHARLESTON,  INC. 


1314  VIRGINIA  ST.,  EAST  — P.O.  BOX  1628 
CHARLESTON,  WEST  VIRGINIA  25326-1628 
PHONE  342-0124 
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GREENBRIER  PHYSICIANS,  INC 

A Multispecialty  Clinic 

Greenbrier  Valley  Medical  Arts  Building 
Ronceverte/Fairlea/Lewisburg,  West  Virginia 
1-800-642-5161  or  304-647-51 15 


INTERNAL  MEDICINE 


OBSTETRICS/GYNECOLOGY 


PSYCHOLOGY 


Robert  K.  Modlin,  M.  D. 
Helen  R.  Perez,  M.  D. 
Thomas  F.  Mann,  M.  D. 
Anthony  C.  Dougherty,  M.  D. 

SURGERY 

General  & Vascular 

H.  P.  Dinsmore,  M.  D. 
General  & Thoracic 

B.  L.  Plybon,  M.  D. 

ORTHOPEDIC  SURGERY 

Conrad  D.  Tamea,  Jr.,  M.  D. 
James  W.  Banks,  M.  D. 

FAMILY  GENERAL  PRACTICE 

Joseph  E.  Shaver,  M.  D. 

E.  T.  Cobb,  M.  D. 


James  L.  Pfeiff,  M.  D. 
Robert  L.  Wheeler,  M.  D. 

EAR,  NOSE  & THROAT 

Amir  A.  Alidina,  M.  D. 

OPHTHALMOLOGY 

Robert  K.  Scott,  II,  M.  D. 

PEDIATRICS 

William  S.  Dukart,  M.  D. 
Janice  Centa,  P.  A.,  M.  S. 

RADIOLOGY 

Charles  Weinstein,  M.  D. 

UROLOGY 

Kyle  F.  Fort,  M.  D. 


Connie  Bradley-Mann,  Ph.  D 

ANCILLARY  SERVICES 
Physical  Therapy 

Tom  Moore,  R.  T. 

Wood  McCue,  R.  T. 

Respiratory  Therapy 

James  D.  Creasman.  R.R.T. 

Audiology 

Gary  M.  Vandevander,  M S. 

ADMINISTRATION 

Sandra  W.  Ayers,  Business  Manager 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"8 


m ..  .highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ft 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . .provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day 


Psychiatrist 

Calitornia 


•• 


. . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  ft 


Psychiatrist 

California 


After  15  years,  the  experts  sfill  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 


DALMANE 

flurazepam  HCI/Roche  @ 


sleep  that  satisfies 


15-mg/30-mg 

capsules 


-S’ 


References:  1.  KalesJ,  etal . Clin  Pharmacol  Ther  12  691- 
697,  Jul-Aug  1971  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
/S.356-363,  Sep  1975  3.  Kales  A,  etal:  Clin  Pharmacol 
Ther  19: 576-583,  May  1976.  4.  Kales  A,  etal : Clin  Pharma- 
cel  Ther 32:781-788,  Dec  1982.  5.  Frost  JD  Jr,  DeLucchi 
MR:  J Am  GeriatrSoc  21 541-546,  Dec  1979  6.  Dement 
WC,  etal:  BehavMed,  pp.  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD:  J Clin  Psychopharmacol  3. 140-150,  Apr  1983 
8.  Tennant  FS,  etal:  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblaft  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21 .355-361, 

Mar  1977. 


DALMANE ' 

flurazepam  HCI/Roche  (w 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  trequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation.  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (eg  , operating 
machinery,  driving).  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants. Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheodedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  hove  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  eg, 
excitement,  stimulation  and  hyperactivity 
Dosage.  Individualize  for  maximum  beneficial  effect  Adults: 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  1 5 mg  or  30  mg  flurazepam 
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*\  FOR  SLEEP 


After  more  than  1 5 years  of  use,  if s # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. 18  And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.7  9 As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  product  Information  on  reverse  side. 
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